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‘STELAZINE’ 
HELPS FIND 
THE WAY BACK, tresiricconvene poten chen os 


in a maze of bewildering thoughts, confusing voices and frightening anxiety. 


For such patients, ‘Stelazine’ provides effective control of these and other 


psychotic symptoms. 


And ‘Stelazine’ can help patients participate in yo: 
Also important, convenient b.i.d. ‘Stelazine’ usual’ 


excessive sedation. 
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After 18 years of extensive research and clinical experience, no other 
antipsychotic agent has demonstrated significantly greater overall 
effectiveness and significantly fewer side effects than ‘Stelazine’. 


These facts make ‘Stelazine’ a first choice for therapy. 


Before prescribing, see complete 
prescribing information in SAGF 
literature or PDR. The following is a 
brief summary. 


indications 
Based on a review of this drug by the 
pl Academy of Sciences — 
Natio eorth Council and/or 
other information. FDA has classified 
the indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


‘Stelazine’ has nat been shown effec- 
tive in the management of behavioral 
complications in patients with mental 
retardation. 


Final classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications; Comatose or greatly 


depressed states due to C.N.S. depressants; 


blood dyscrasias; bone marrow depres- 
sion; liver damage. 


Warnings: Caution patients about activi- 
ties requiring alertness (e.g.. operating 
vehicles or machinery), especially during 
the first few days’ therapy. 


Use in pregnancy only when necessary 
for patient's welfare, 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxi# drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses rnay result 





in cumulative effects with severe C.N.S. 

or vasomotor symptoms. If retinal 

changes occur, discontinue drug. Agranulo- 
cytosis, thrombocytopenia, pancytopenia, 
anemia, cholestatic jaundice, liver damage 
have been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weak- 
ness, anorexia, lactation, blurred vision. 
Neuromuscular (extrapyramidal) reac- 
tions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive 
dyskinesia. 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCI, SKGF) or 
ofher phenothiazines: Sorne odverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand ma! convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; pro- 
longation and intensification of the action 
of C.N.S. depressants, atropine, heat, and 
organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, edynamic ileus, inhibi- 
tion of ejaculation; reactivation of psy- 
chotic processes, catatonic-like states; 
hypotension (sometimes fatal); cardiac 
arrest; leukopenia, eosinophilia, pancyto- 
penia, agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 


false positive pregnancy fests; photo- 
sensitivity, itching, erythema, urticaria, 
eczema up fo exfoliative dermatitis; 
asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions; periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; a systemic lupus 
erythematosus-like syndrome; pigmentary 
retinopathy; with prolonged administra- 
tion of substantial doses, skin pigmenta- 
tion, epithelial keratopathy, and lenticular 
and corneal deposits. EKG changes have 
been reported, but relotionship to myo- 
cardial damage is not confirmed. Discon- 
tinue long-term, high-dose therapy 
gradually. NOTE: Sudden death in patents 
taking phenothiazines (apparently due to 
cardiac arrest or asphyxia due to failure 

of cough reflex) has been reported, but 

no causal relationship has been established 


Supplied: Tablets, 1 mg.. 2 mg., 5 mg. 
and 10 mg. in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./ml.; and 
Concentrate (intended for institutional use 
only), 10 mg./mi. 


SKS&FCO. . 


a SmithKline company 
Manufactured and distributed by 
SKGF Co., Carolina, PR. 00630. 
Stelozine® trademark licensed frorn 
SmithKline Corporation. 


® TABLETS: 
Sand iC mo. 


brand of 


TRIFLUOPERAZINE HCL 
A First Choice for Therapy 


a 
' 
> 
e 
tae 
b 


ori 


CHARLES C THOMAS + PUBLISHER 


@ FHE USE OF ALTERNATIVE MODES FOR e 
COMMUNICATION IN PSYCHOTHERAPY 
> The Computer, The Book, The Telephone, 
The Television, The Tape Recorder 





By David Lester, Richard Stockton 
State College, Pomona, New Jersey. 
This book surveys the assorted com- 
munication alternatives that have been 5 
used in psychotherapy and counseling, 
and presents a thoughtful analysis of 
the ramifications these new modes will 
have on the understanding of the na- 
ture of psychotherapy and the reasons 
for its success. 


Each chapter T esqp@antained review 
of the literature p€rtinet to a specific 
alternative mode of communication 
and includes a discussion of the actual 
and potential uses for that particular 
mode in psychotherapy and coun- 
seling. 


e The telephone is examined with 


regard to its application in crisis 
intervention agencies and its role 
in psychotherapy. 


The television 1s studied for its 
use in long distance psychiatric 


evaluations and as a means for | 


patients to make videotaped 
monologues. 
The computers usefulness in 


vocational counseling, adminis- 
tering psychological tests and 
simple structured interviews is ex- 
amined. 


The tape. recorder is discussed 
with regard to its uses in the ad- 
ministration of psychological 
tests, its potential as a means for 
motivating patients, and its appli- 





cations to behavior modification 
procedures. 

è The printed word is scrutinized 
for its use in bibliotherapy, its 
helpfulness to deaf and mute psy- 
chotherapists and patients, its ap- 
plications in situations such as 
advice columns, and its role in 
Morita therapy and poetry 
therapy. 


In each of these chapters, the unique 
qualities which the different commu- 
nication modes bring to the psycho- 
therapeutic situation are also discussed 
and analyzed. The implications for re- 
search are discussed for their relevance 
to the total understanding of the psy- 
chotherapeutic process. ’77, 120 pp., 
$10.50 





BEHAVIOR THERAPY IN CLINICAL PRACTICE: Deci- 
sion Making, Procedure and Outcome by Ernest G. Poser, 
McGill Univ., Montreal, Quebec, Canada. Foreword by H. 
J. Eysenck. A clinical psychologist has developed this mate- 
rial to acquaint mental health professionals with the prac- 
tical applications of social conditioning principles. Divided 
into four parts, the text explores specific fears, physical 
expressions of social withdrawal, socially disapproved be- 
havior, and current problems in behavior modification. 
Fundamental theories common to all strategies are exam- 
ined and a sequential approach to selection, observation, 
treatment and follow-up is outlined. Specific case studies 
are included to illustrate considerations in selecting proper 
treatment. ’77, 204 pp., 4 il., 1 table, $13.50 


GROUP COUNSELING AND GROUP PSYCHOTHER- 
APY WITH REHABILITATION CLIENTS edited by 
Milton Seligman, Univ. of Pittsburgh, Pittsburgh, Pennsyl- 
vania. (18 Contributors) The latest and most authoritative 
information on theory, research and specialized clinical 
skills 1s provided. Group work is discussed in relation to 
drug and alcohol abusers, the disadvantaged, stroke pa- 
tients, the physically disabled, those with sensory impair- 
ments, the mentally retarded, the terminally ill, and public 
offenders. Topies include the peer self-help phenomenon, 
funding priorities, current trends in graduate training pro- 
grams and processes that characterize the conduct of most 
groups. ’77, 352 pp., 1 il, 7 tables, cloth-$16.50, paper- 
$12.75 : 


BASIC PRINCIPLES OF LONG-TERM PATIENT 
CARE: Developing a Therapeutic Community by Charles 


. H. Kramer and Jeannette R. Kramer, Family Institute of 


Chicago, Chicago. A conceptual framework for developing 
a therapeutic community which combines the under- 
standing of institutional and family systems with tradi- 
tional medical and nursing care is provided in this book. 
The first part of this book develops the theory of the psy- 
chosocial system after describing the setting. The second 
section deals with the transition from theory to practice and 
the employment of the basic principles as they have 
evolved. ’76, 380 pp., 1 il, 21 tables, $19.75 





REFLEX EPILEPSY, BEHAVIORAL THERAPY AND 
CONDITIONAL REFLEXES by Francis M. Forster, Univ. 
of Wisconsin, Madison. The first portion of this singularly 
comprehensive text deals with the various causes of the 
condition ineluding visual and auditory stimuli; higher 
cognitive functions such as reading, language and decision- 
making; somatosensory stimulation; Sp acne eee move- 
ment. Each of these causes is examine&sr@sely in a separate 
chapter. The latter half of the book considers such topics as 
classification and differential diagnosis, and the methods, 
principles of application, and role of medication in treat- 


“ment. ’77, 328 pp., 87 il., 22 tables, $22.75 


CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS 
(5th Ptg.) by Leo E. Hollister, Stanford Univ. School of 
Medicine, Palo Alto, California. Written for practicing phy- 
sicians, psychiatrists and students, this book covers drug use 
in the treatment of emotional disorders in both adults and 
children. Each class of drugs is considered in relation to the 
chemical and pharmacological differences among _ its 
members, pharmacological properties and pharmacoki- 
netics as these relate to their clinical use, specific clinical 
indications, general principles of use, use in combination 
with other drugs, and their side effects and toxicology. ’77, 
200 pp., 11 il., 13 tables, $8.95 


MUSIC AND THE BRAIN: Studies in the Neurology of 
Music edited by Macdonald Critchley, National Hospital 
for Nervous Diseases, and R. A. Henson, The London Hos- 
pital, both of London, England, Foreword by Sir Michael 
Tippett. (22 Contributors) This book deals with neurolog- 
ical aspects of musical experience. The first part is devoted 
to such topics as hearing, genetics, movement, the nervous 
control of voice production, psychology of musical talent, 
musical memory, synesthesia, and brain Anatomy and phys- 
iology as related to music. The second section contains 
contributions on musicogenic epilepsy, mental illness in 
composers, neurological illness in performing musicians, 
deafness, occupational palsies, and music therapy. ’77, 476 
pp., 59 il., 6 tables, $29.50 
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The American Psychiatric Association does not 
hold itself responsible for statements made in its 
publications by contributors or advertisers. Unless 
so Stated, material in the Journal does not refiect 
the endorsement, official attitude, or position of the 
American Psychiatric Association or of the 
Journal’s Editorial Board. 
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Association. 


The appearance of the code at the bottom of the 
first page of an article in this journal indicates the 
copyright owner’s consent that copies of the article 
may be made for personal or internal use or for the 
personal or internal use of specific clients. This 

- consent is given on the condition that the copier 
pay the stated per-copy fee through the Copyright 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 

ythem. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is In the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 


Review Process 


Papers are reviewed by at least two experts to determine 
the ogginality, validity, and significance of content and con- 
clusions. s will usually be advised within 2-3 months 
of the decisiotr their paper, although delays are some- 
\mes unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 








Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper: at this time. the paper will be assigned a num- 
ber that must be included in all further correspondence. It ts 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 


before the meeting if they expect any substant: - 


due to discussion at the meeting, further resear. 
papers are subject to the same peer review cri. 


submissions, and not all papers can be publixhe.i ' 


nal. Authors who wish to submit their pps 
must secure permission from the Editor. ` h 

assign its own number to each paper rece w 

this number must appear tn any further ve 

about the paper. The copyright transfer stot: 

above must accompany annual meeting pap r 

review. 


Length 


The length of submitted material shoule re’ 
following specifications unless a special crt: 
been made with the Editor. Regular articles - 
the equivalent, including referenges meyang. 
(about 15 manuscript pages). Brief Comi as 
words or equivalent (about 10 
and Research Reports— 1,000 words, 10 refres. 
(no figures can be used in this section). Letts 


tor—500 words, 5 references. The number of 
and figures should be noted on the title page 


TYPES OF ARTICLES 


Overviews 


Overview articles attempt to bring together i171 - 


vant information on a topic of general interes’ . 


They are usually written at the invitation of it’ 


thors who have ideas for overview articles i 
check with the Editor to ensure that a similar s 


preparation. Overviews should not exceed 25 u> 


pages (about 7,500 words) and should have no : 
references. All overviews, including those 
vitation, are given the same peer review rece: 
papers. 


Regular Articles and Brief Communicatic: . 


The primary difference between these two i. > 


is length. The ‘brief communication” design. 
imply Jess sophisticated or complete work it- 
that the content can be expressed within ‘he . 
2,500 words. There is no difference in the rev: 
or scheduling of these articles. Authors who s, 
sarily long articles with redundancies and ioc, 
will be asked to shorten them, which can de! 
Authors should choose their words caie.: 
lengthy introductions containing materia® i 
knowledge, summaries that merely repeat ine 
essary tables, figures or references. etc. Sin: . 
will not be accepted as regular articles or 3r c 
tions; these papers should be submitted as C 
search Reports. 


Clinical and Research Reports 


This section contains very brief articie- 
1,000 words, 10 references, | table, and ne fix: 
new research findings, including preliminary < 
studies, and case reports that 1) describe new 
cast a new light on established ones, 3) indic: ‘ 
peutic procedure of potential value, or 4) ce - 
effects or previously unreported complicatior > 
therapeutic interventions. Because of the sti 
for this section, authors can expect more rev 
than is possible in other sections. Submitted p. > 
stantially exceed the stated maximum length 
ures will be returned to the author unreviewc : 
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Prompi, Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a ‘prompt pub- 
lication policy” is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 
state their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 

e ture of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion ‘‘for publication’ in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to th reply. The Journal is unable to 
notify authors of receipt oXJetters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 3% cm (11⁄2 inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 


with the title page as number 1. Please consult the following . 


section on Journal style specifications for criteria for each 
part of the paper. 
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STYLE SPECIFICATIONS 


Title Page 


Title. The title should be informative but as brief as pos- 

. sible. Headline style (declarative sentences) should be 

avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 

Previous presentation. If the paper has been presented 

orally, please give the name of the meeting, the place, and 
inclusive dates. 
_ Author affiliations. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 


Ld 


Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the ful] name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 4 


ad 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
“Comment” or “‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other ose for 
metric units) should be explained the firsfserffe they are used 
Idiosyncratic abbreviations should be“avoided: overuse d 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 





References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 


uscripts submitted but not yet accepted, and stmilar unpub- | 


lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual’s unpublished observations. Manuscripts that are 
actually ‘tin press” may be cited as such in he reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third ‘‘et al.” Abbreviations of journal 
names should conform to the style used in Index Medicus; 


journals not indexed there shagild not be abbreviated. z 


l. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 
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2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

) 4. Brosin H: Communication systems of the consultation process, 

in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
aiher than duplicate text. Authors may be asked to delete 
p that present data which could be given succinctly in 

text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 
Figures 

Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the prerazation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPT S 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for sugh permasasion, except 
in cases of nonprofit use for educatfonal purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision: inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 





s VOICES 
accusatory, derogatory, 
condemning, commanding 


Navane (thiothixene) rapidly controls auditory hallucinations as well as „=e. 
the agitation and hostility patterns they frequently generate. 





Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders.” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 

Because Navane provides long-term outpatient control of psychotic symptoms, 
it Can enable may patients to function effectively at home and on the job and to 
adjust rapidly to the community. 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness? Hypotension and other cardiovascular reactions”** are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. 


Rapid control 
Long-term improvement 


. .  Navane’ 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 
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\ INAVANE’ thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate:5 mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

CayKules 1 mg, 2 me. 5 mg. 10 mg, 20 mg 

ithiothixene hydrochloride) Concentrate: 5 mg/mi, 
Intramuscular: 2 mg/ml 

Contraindications. Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depré&sion due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
Strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size,and an increase 
in resorption rate in rats and rabbits, changes which have been 
Similarly reported wi er psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. See 
Precautions.) 

Usage in Children--The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
Studies with Navane, since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold, Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might! be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight! should be avoided. Photosensi- 
tive reactions have been reported in patients on Navane. 

intramuscular Admunstration—As with all intramuscular 
preparations, Navane Int@muscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrantof the buttock (i.e. gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections. 
aspiration is necessary to heip avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
ever, since Navane-has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncape. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 
paradoxical further lowering of blood pressure may result. 
Nonspecific EKG changes have been observed in some pa- 
tients receiving Navane. These changes are usually reversible 
and frequently disappear on continued Navane therapy. The 
incidence of these changes is lower than thal observed with 
some phenothiazines. The clinical significance of these changes 
isnot known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navanetherapy. The inci- 
dence of sedation appears similar to that of the piperazine group 
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of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs, 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akuthisia, and dystonia have been reported. Management of 
these extrapyramidal symptoms depends upon the type and 
severity. Rapid relief of acute symptoms may require the use of 
an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persisteni Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy,especiully females. Thesymptoms are persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (¢.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremilies. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment. or increase the 
dosape of the agent. or switch toa different antipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the 
medication is stopped at thal time, the syndrome may not 
develop. 

Hepatic effecis: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable lo Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocylosis, which ure usually 
iransient, can occur occasionally with Navane. Other antipsy- 
cholic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia. thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tesis, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasai conges- 
tion, constipation, increased sweating, increased salivation,and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reporled with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a sysiemic jupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could nol be determined nor could it be es- 
tablished that death was due io phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane intramuscular Solution — For intramuscular Use Oniy. 
Where more rapid control and treatment of acule behavior 
is desirable, the intramuscular form of Navane may be 
indicated. Jt is also of benefit where the very nature of the 
patients symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual doseis 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplant the injectable form 
as soon as possible, It may be necessary to adjust the dosage 


when changing from the a ' 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navare Concentrate— tn milder condi- 
tions, an initial dose of 2 mg three times daily. If indicated, a 
subsequent increase 10 15 mg/day total daily dose is often 
effective. 

In moré severe conditions, an initial dose of 5 mg twice 
datly. 

The usual optimal dose is 20 to 30 me daily. OCT ea 

increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increa#™® the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness. torticollis, tremor, 
Salivation, dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral, early gastric lavage is helpful. For Navane oraland 
Intramuscular, keep putient under careful observation and 
maintain an open airway, since involvement of the extra- 
pyramidal system muy produce dysphagia and respiratory 
difficulty in severe overdosage. if hypotension occurs, the 
standard measures for managing circulatory shock should be 
used (L.V. fluids and/or vasaconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suitable drugs. Other pressor agents, 
including epinephrine, ure not recommended, since 
phenothiazine derivatives may reverse the usual! pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine. or caffeine and 
sodium benzoate. Picroloxin or pentylenetetrazo) should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication. 
How Supplied. Navane (thiathixene) is available as capsules 
containing 1 mg, 2 mg, 5 mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000, Navane is also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 m! (4 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 mi (1 oz.) bottles with ag-eeeompanying 
dropper calibrated at 2 mg, 4 mg, and Ymg. Each mi con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, US.P. 7.0% v/v (small goss 
unavoidable). á 

Navane (thiothixene hydrochloride) Intramuscular solution 

is available in a 2 mi amber glass vial in packages of 10. Each mi 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzy! alcoho! 0.9% w/v, and 
propy! gallate 0.02% w/v. 
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For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. P 
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ONLY VALIUM Gipzeppm) 
HAS THESE TWO DISTINOT EFFECTS... 


MIND: MUSOLE: 
PSYOHOTHERAPEUTIO SISELETPL MUSCLE RELAXPINT 


\alium is useful for the relief of undue 
Paychic tension and anxiety whether seen 
alone or associated with organic or func- 
tional disorders, or with secondary depres- 
sive symptoms. Valium provides a quality 
of response you know, want and trust. Ê 
response which has a pronounced effect 
on the somatic symptoms of anxiety. 





Preliminary studies in both ciate and 
humans have suggested that Valiun 
(diazepam) may also work at the spir 
level by enhancing presynaptic inhib 
tion, a mechanism believed to diminisr 
spasm in skeletal muscle. Clinically, 
adjunctive Valium has significant sKel- 
etal muscle relaxant properties. 


VALIUM, 


(CIAZED AM)” 


2MG, SMG IOMG ppr) 
FOR THE RESPONSE YOU KNOW, 
WPNT PND TRUST 








Before prescribing, please see following page ROCHE 
for a summary of product information 
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VALIUM: 
(dIBZEDPAM) 


Before prescribing, please consult complete 
ares informatien, a summary of which fol- 
ows: 
Indications: Tensic~a and anxiety states; somatic 
complaints which =e concomitants of emotional 
factors; psychoneu otic states manifested by 
tension, anxiety, aporehension, fatigue, depres- 
sive symptoms or egitation; symptomatic relief of 
acute agitation, tremor, delirium tremens and hal- 
lucinosis due to ac ite alcohol withdrawal: ad- 
junctively in skelete muscle spasm due to reflex 
spasm to local pathology; spasticity caused by 
upper motor neuror disorders: athetosis: stiff- 
man syndrome; cor vulsive disorders (not for sole 
therapy). 
The effectiveness c Valium in long-term use, that 
IS, More than 4 morths, has not been assessed 
by systematic clinica! studies. The physician 
should periodically assess the usefulness of 
the drug for the ind vidual patient. 
Contraindicated: « jown hypersensitivity to the 
drug. Childreg under 6 months of age. Acute 
Narrow anglesglaic ma; may be used in patients 
with open angie gla.coma who are receiving 
appropriate therapy 
Warnings: Not of v: lue in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunc- 
tively in convulsive «disorders, possibility of in- 
crease in frequency and/or severity of grand mal 
seizures May require increased dosage of 
Standard anticonvu! sant medication: abrupt with- 
drawal may be asscciated with temporary in- 
crease in frequency and/or severity of seizures. 
Advise against simu taneous ingestion of alcoho! 
and other CNS dep=ssants. Withdrawal symp- 
toms (similar to thos= with barbiturates and alco- 
hol) have occurred tilowing abrupt discon- 
tinuance (Convulsior s, tremor, abdominal and 
muscle Cramps, vor iting and sweating). Keep 
addiction-prone indwiduals under careful surveil- 
lance because of thir predisposition to habitua- 
tion and dependenc= 
Usage in Pregnancy: Use of minor 
tranquilizers curing first trimester 
should almos: always be avoided 
because of increased risk of con- 
genital malformations as 
suggested in several studies. Con- 
sider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or de become pregnant. 
Precautions: lf com »ined with other psycho- 
tropics or anticonvu! .ants, consider Carefully 
pharmacology of agents employed; drugs such 
as phenothiazines, narcotics, barbiturates. MAO 
inhibitors and other antidepressants may poten- 
tiate its action. Usua! precautions indicated in 
patients severely der ressed, or with latent 
depression, or with suicidal tendencies. Observe 
usual precautions in paired renal or hepatic 
function. Limit Gosag= to smallest effective 
amount in elderly anc debilitated to preclude 
ataxia or Oversedatio 
Side Effects: Drowsess, confusion. diplopia, 
hypotension, change: in libido, nausea. fatigue, 
depression, dysarthria. jaundice, skin rash, 
ataxia, Constigation, * eadache, incontinence. 
changes in salivation slurred speech, tremor 
vertigo, urinary retention, blurred vision. Paradox- 
ical reactions such as acute hyperexcited states, 
anxiety, hallucinations. increased muscle spas- 
ticity, insomnia, rage. sleep disturbances. stimu- 
lation have been repc-ted: should these Occur, 
discontinue drug. Iso ated reports of neu- 
tropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. 
Dosage: Individualize for maximum beneficial ef- 
fect. Adults: Tension, anxiety and psychoneurotic 
states, 2 to 10 mg b.i. 4 to q.i.d.; alcoholism, 
10 mg t.i.d. or q.i.d. ir first 24 hours, then 5 mg 
t.i.d. or q.i.d. as need=d: adjunctively in skeletal 
muscle spasm, 2 to 1® mg t.i.d. or qi.d.: adjunc- 
tively in convulsive di: orders, 2 to 10 mg .i.d. to 
q.i.d. Geriatric or deb ‘tated patients: 2 to 2v2 
mg, 1 or 2 times daily nitially, increasing as 
needed and tolerated (See Precautions.) Chil- 
dren: 1to 2% mg t.i.d or qi.d. initially, increas- 
ing as needed and to =rated (not for use under 6 
months). 


Roche Laboratories 
Divisior of Hoffmann-La Roche Inc. 
Nutley, Jew Jersey 07110 


.... A Window to the World 


Over Six Decades of Service to 
Children, Adolescents 


and Young Adults with— 
@ Learning Disabilities 
@ Neurological Impairment 


è Mental Retardation 


E 
®@ Emotional Disturbance wee, a” 


THE DEVEREUX FOUNDATION 


A NONPROFIT ORGANIZATION 


T. Devereu f } ] Joseph B. Ferdinand 


na 
Founder _ 4 President 


FOR INFORMATION AND LITERATURE: ............ Charles J. Fowler, Director of Admissions 
The Devereux Foundation, Devon, Pennsylvania 19333 or call 215-687-3000 

PENNSYLVANIA Ellwood M. Smith, Admissions Officer, Devon, LEKKR 
CALIFORNIA .............. Keith A. Seaton, Admissions Officer, Box 1079, Santa Barbara 93102 
TEXAS Robert E. Worsley, Admissions Officer, Box 2666, Victoria 77901 
Bette F. Eden, Ed.D., Director, 6404 E. Sweetwater, Scottsdale 85254 

EE Ralph L. Comerford, Director, 1980 Stanley Road, N.W., Kennesaw 30144 
CONNECTICUT Theodore E. Enoch, Director, Sabbaday Lane, Washington 06793 
Frederic A Hervey, Director, Miles Road, Rutland 01543 


All Devereux Branches Surveyed by the Joint Com- 
mission on Accreditation of Hospitals are Approved as 
Psychiatric Faciltties for Children and Adolescents. 
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Providing complete psychiatric care in 
a general hospital setting with special \ 








emphasis on disorders of adolescence. a 
x4 r 4 
Litheran Hoypitel f Milwaukee, Fa | > 
Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave. Milwaukee, WI. 53233 






The Joint Information Service of the American Psychiatric Association 
' and the Mental Health Association releases Two New Volumes That 


Focus on the ! 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel “Neighborhood Family” providing vigorous support to elderly residents of 
several trailer parks 

e ahigh school for the elderly which sends its students abroad for Study trips 

e a “Human Development Project” that focuses on responding to The*psychological 
needs of the elderly 

e a carefully coordinated system of “respite hospitalization,’ which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resourses 

e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
access to many kinds of services 

è and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world’s most experienced 
practitioners of “the psychiatry of old age” present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief... the 
guidelines for action are right here.” 

190 pages. Casebound. Price $8.50. 
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Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as & boat l 
well, to see to what extent the care of and the quality of life for the patients differed Se 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 
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Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 











Please send: ____ copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 
Pe _ Copies of Old Folks at Homes @ $6.50 per copy 
i ___ sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
`., * over the regular combined price of $15.00) 
Bill me Check enclosed _— 

Name eee es 

Address a 
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apie mign Jof the flame of life. 


7 My energie ebbed, 

_ my will to live decreased, 

-andi found myself retreating 
f e activities of life to a 
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DEPRESSION 
EXPRESSES E 
ITSELF 


T SINEQUAN 





I (DOXEPIN HCI) 


ANTIDEPRESSAN | 
EFFECTIVENESS 


with convenient 
once-a-day . 
hs. dosage" 


NEW 


15O-MG 


CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mọ9 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-0z) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss o! 
effectiveness. % 


+The 150 mg capsule strength is intended for 


maintenance therapy only and is not recommendes 
for initiation of treatment. 


i ———— 


See Brief Summary on next page for information or 
contraindications, warnings, precautions and adverse 
reactions. 
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ANTIDEPRESSANT CONVENIENT ONCEADAY A s DOSAGE 
EFFECTIVENESS ipene are Ses o oylik BEARIN 
tiveness. Sinequan may also be given on a 


® divided dosage schedule, up to 300 mg per day. 
SINEQUAN PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 


- (DOXEPIN HC I) and staying asleep, and the early-morning 


awakening often associated with depression. 
NEW 4 5O- MG ESTABLISHED ANTIANXIETY ACTIVITY 
* panies clinical depression. 
G APSULE USUALLY WELL TOLERATED 


to help alleviate the anxiety which often accom- 

At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 


pation and urinary retention have been reported. 


EXTENDED RANGE 
*The 150 mg capsule strength is intended for OF DOSAGE STRENGTHS 


maintenance therapy only and is not recommended for flexibility in individualizing therapy. 
for initiation of treatment. 











BRIEF SUMMARY Dosage and Administration. For most patients with illness of mtid to moderate severity, a 
SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate Starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, decreased at appropriate intervals and according to individual response. The usual optimum 
and in patients with glaucoma ora tendency to urinary retention. These disorders should be ruled dose range is 75 mg/day to 150 mg/day. 


dut, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should In more severely ill patients higher doses may be required with subsequent gradual increase to 

be kept in mind. 300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- dose of 300 mg/day. 

current illness or patients taking othe: medications should be carefully adjusted. This is In patients with very mild Symptomatology or emotional symptoms accompanying organic 

€specially important in patients receiving other medications with anticholinergic effects. disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric as 25-50 mg/day. 

patients should be adjusted carefully based on the patient's condition. The total daily dosage of SINEQUAN (doxepin HC!) may be givemon a divided or once-a-day 


Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
safety in pregnancy has not been established. There are no data with respect tothe secretionof maintenance therapy only and is not recommended for initiation of treatment. 


the drug in human milk and its effect on the nursing infant. Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
Usage in Children: Usage in children under 12 years of age is not recommended because may not be evident for two to three weeks. 

Safe conditions for its use have not been established. Overdosage. 
MAO Inhibitors: Serious side effects and even death have been reported following the A. Signs and Symptoms 

concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 2. Severe: Respiratory depression, hypotension, coma, convulsions. cardiac arrhythmias and 

length of time may vary and is dependent upon the particular MAO inhibitor being used, the tachycardias. 

length of time it has been administered and the dosage involved. Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 


Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially B. Management and Treatment 


important in patients who may use alcohol! excessively. 1. Mild: Observation and supportive therapy is all that is usually mecessary. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 

that possibility and cautioned®against driving a Car or operating dangerous machinery while supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 

taking this drug. prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
Patients should also be cautioned that their response to alcohol may be potentiated. The use of activated charcoal has been recommended, as has been continuous gastric lavage 


Since suicide is an inherent risk in any depressed patient, and may remain so until Significant with saline for 24 hours or more. An adequate airway should be established in comatose patients 
improvement has occurred, patients should be Closely supervised during the early course of and assisted ventilation used if necessary. EKG monitoring may be required for several days, 


therapy. Prescriptions should be written for the smallest feasible amount. since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 

Should increased symptoms of psychosis or shift to manic symptomatology occur, itmaybe appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS i 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen. symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
Adverse Reactions. : Some of the adverse reactions noted below have not been venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 


specifically reported with SINEQUAN use. However, due to the close pharmacological rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 

similarities among the tricyclics, the reactions should be considered when prescribing standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 

SINEQUAN. sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have due to high tissue and protein binding of SINEQUAN. 

been reported. If they do not subside with continued therapy, or become severe, it may be Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to: 10 mos mg, 


necessary to reduce the dosage. and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10x 10's). 25 nd 
Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 50mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages-of 100 (10 x 10's). 150 ng 3 A 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral a 
confusion, disorientation, hallucinations. numbness, paresthesias, ataxia, and extrapyramidal Concentrate (10 mg/ml) is available in 120 ml bottles with an acco nying dropper calibrated A 
mptoms and seizures. at 5 mg, 10 mg, 15 mg, 20 mg, and 25mg. Each mi contains doxer#h HC! equivalent to 10 mg 
Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been doxepin. Just prior to administration. SINEQUAN Oral Concentrate should be diluted with > 
reported occasionally. approximately 120 mi of water, whole or skimmed milk. or orange, grapefruit, tomato, prune or 
Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 


Hematologic: Eosinophilia has been reported in a few patients. There have been occasional carbonated beverages. For those patients requiring antidepressant therapy who are on 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
cytopenia, and purpura. together with Gatorade®, lemonade, crange juice, Sugar water, Tang®, or water; but not with 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and grape juice. Preparation and storage of bulk diltitions is not recommended. 
aphthous stomatitis have been reported (See anticholinergic effects.) j ' 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement More detailed professional information available on request. 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

‘Other: Dizziness: tinnitus, weight gain. sweating, chills, fatigue, weakness, flushing, jaundice, LABO RATORIES DIVISION ~~ .- 
alopecia, and headache have been occasionally observed as adverse effects. PFIZER INC. 
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Dimensions Of Behavior 

Psychiatry & Medicine / The Study of Man / 
Evolutionary Dimensions of Behavior / 
Biological Foundations of Human Develop- 
ment / Theories of Human Development / 
Developmental Stages of Man / |_| Cloth, 
$29.95 / |_| Paper, $19.95 










A COMPREHENSIVE 
CLINICAL SERIES 
AT YOUR FINGERTIPS — 


From Social Origins to All Aspects of Medical Practice 


PSYCHIATRIC FOUNDATIONS 
OF MEDICINE 


Edited by George Balis; with Ellen McDaniel, Leon Wurmser, Editors; 
& Robert Grenell, Consulting Editor. 





Illustrated, Available in September. 


The Behavioral And Social Sciences 
And The Practice Of Medicine 
Organismic Psychological Dimensions of 
Man / Social Dimensions of Behavior / The 
Doctor-Patient Relationship / Patient Inter- 
viewing / The Patient and His Society / The 
Physician and His Society / Man and His 
Society / C] Cloth, $29.95 / |_| Paper, 


Basic Psychopathology 
Concepts of Normality, Deviancy and 
Psychopathology / Experimental 
Psychopathology / Organic Contributions to 
the Pathogenesis of Disordered Behavior , 
Community Aspects of Psychopathology 
Phenomenology and Taxonomy of 
Psychopathology / L] Cloth, $29.95 / 

[C] Paper, $19.95 


Clinical Psychopathology 

Organic Psychiatric Disorders / Psychotic? 
Disorders / Psychoneurotic Disorders / Per- 
sonality Disorders / Psychophysiological and 
Other Psychiatric Disorcers / Psychiatric 
Disorders of Childhood and Adolescence / 
(| Cloth, $39.95 


Psychiatric Clinical Skills 

Basic Diagnostic Approaches / Special Diag- 
nostic Methods / Basic Treatment Ap- 
proaches / Therapeutic Approaches Relevant 
to Medical Practice /, | Cloth, $39.95 


Psychiatric Problems 
In Medical Practice 








$19.95 





1) Payment enclosed; postage will be prepaid 
C Bill me later 
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Butterworth Publishers, 





Flexibility is our forte: The Brown Schools 


Because we maintain great flexibility at all three of our treat- 
ment centers, each resident follows an individualized plan of 
treatment, training, education and care prescribed for that 
resident alone. 


And we believe that residential treatment conducted in this 
highly individualized manner still is the most effective treatment 
for many. Our large, experienced staff is skilled in the treatment 
of children, adolescents and adults with learning disabilities, 
neurological impairment, mental retardation or emotional 
disturbance. 


Our three treatment centers are geographically separated to pro- 
vide the appropriate residential milieu, yet close enough that 
residents benefit from the comprehensive training and expertise 
of the entire staff. All three are psychiatrically oriented, so that 
we are prepared to treat emotional disturbance in persons of any 
intellectual capacity and of any age. 


Please ship volumes checked above. All prices are approximate, and subject to change. 


SS a TE 


Diagnostic Problems of Special Interest / 
Clinical Problems of Special Management , 
Psychiatric Aspects of Pediatric Practice / 
( Cloth, $39.95 

|_| Complete Series / 


Cloth, $179.95 
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Inc., 19 Cummin 


Park, Woburn, MA 01801 





For information, write: Director of Admissions / Department 
C-0 / THE BROWN SCHOOLS | P.O. Box 4008, Austin, Texas 
78765 


Toll Call: (512) 478-6662 
Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James 
L. Boynton, M.D.; Thomas F. Caldwell, D.D.S.; John L.Carrick, 
M.D.,; Patrick A. Cato, M.D.; Nelson Ceballos, M.D., Kenneth 
R. Dorman, M.D.; James D. Hinkle, M.D.; Kurt Lekisch, M.D.,; 
Daniel T. Matthews, M.D.; William R. Sanders, M.D.; Willis 
M. Thorstad, M.D.; Ira E. Tunnell, M.D. ° 


All our programs are accredited by the appropriate councils of 
the Joint Commission on Accreditation of Hospitals. 
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FAVORABLE BENEFIT/RISK PROFILE, Further advantages 
WHICH MAY ENHANCE COMPLIANCE* with MOBAN 
The pharmacological effect from 
NO Tolerance development a single oral dose persists for 
ine i 24-36 hours, permitting /.s. 
incidence Hepatotoxic changes dosage, once the daily dosage 
ý . Ophthalmological changes level is established. 
Excessive weight gain gerie clinicians have rogoni 
that obese patients on a 
Impotence ie frequently experienced a marked 
Decreased libido reduction in weight toward 
Skin pigmentation Ree ere 
Thyroid function changes- How to use MOBAN" 
50-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. litrate 
er Sedation ; individually up or down depend- 
5 incidence Adverse drug interactions peel Jerre —— 
: chronic, treatment-resjstan 
Hypotension patients may require an increase 
Hematological changes to 400 mg/day. (However, the 
4 Lactation long-term safety of 400 mg/day 
has not been established.) Please 
Amenorrhea refer to complete prescribing 
Autonomic changes ee T 
Skin rash For come? prescribing information. please 
“3” < Nonpersistent symptoms tiita 
wa of tardive dyskinesia 
7 Endo Laboratories. !nc. 
MODERATE Extrapyramidal reactions smile EER 


incidence 


Pris table compiled from clinical and field reports according to the best available information 
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, molindone HCI 


2 
DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 
ey te in water and alcohol and has a molecular weight of 

12.67. 


The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 


movements). There may be involuntary movements of ‘vite 


There is no known effective treatment of tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 


rN O effect is initial drowsiness that generally subsides with continued may be an early sign of the syndrome and if the medication is 
O N-CHz Or CH2-CHs usage of the drug or lowering of the dose. Stopped at that time the syndrome may not develop. 
= e HCI Noted less frequently were depression, hyperactivity and euphoria. DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
m rs Rearolesical i $ i i TOET MOBAN® (molindone hydrochloride) should be individualized. 
H Extrapyramidal Reactions Initial Dosage Schedule 
Extrapyramidal reactions noted below may occur in susceptible The usual starting dosage is 50-75 mg/day. 
MOLINDONE HYDROCHLORIDE individuals and are usually reversible with appropriate —Increase to 100 mg/day in3or4 days. 


management. 


—Based on severity of symptomatology, dosage may be titrated 


coh pe aia Una ofone nyduchloride) Sa a mecca Ea, i up or down depending on individual patient response. 
profile in laboratory animals which predominantly resembles that o otor restlessness may occur early, E nát s : 
major tranquilizers causing reduction of spontaneous locomotion Parkinson Syndrome vote "H. a Ae may be required in patients with 


and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 


e contraindicated in severe central nervous system depression 


(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 
WARNINGS Usage in Pregnancy: Studies in the pregnant patient 


have not been carried out. Reproduction studies have been 
performed in the following animals: 


Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
Salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 

Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 

Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

1.Mild—5 mg-15 mg three or four times a day. 

2. Moderate— 10 mg-25 mg three or four times a day. 

3, Severe—225 mg/day may be required. 

Dosages may be administered once a day. 

DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN® (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 


members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 

Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 


Pregnant Rats oraldose— 20 mg/kg/day—10 days occur. Lactation associated with MOBAN® therapy has not been must be considered of theoretical value. 

no adverse effect reported. Increase in libido has been noted in some patients. Emesis in a comatose patient is contraindicated. Additionally, while 
40 mg/kg/day—10 days Impotence has not been reported. Although both weight gain and the emetic effect of apomorphine is blocked by MOBAN® in animals. 

no adverse effect weight loss esti been he the renee g py Aiga weight, this blocking effect has not been determined in humans. 

Pregnant Mice oral dose— 20 mg/kg/day—10 days Eee eee BPA re toe Ona WI i A significant increase in the rate of removal of unmetabolized 


slight increase resorptions 

40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day—12 days 
no adverse effect 

10 mg/kg/day—12 days 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 
Lensopacities and pigmentary retinopathy have not been reported 


MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 


no adverse effect where patients have received MOBAN® (molindone hydrochloride). in is less than 1%. Extrapyramidal symptoms have responded to the 
0 mg/kg/day—12 days some patients, phenothiazine induced lenticularopacities have use of diphenhydramine (Benadryl*) and the synthetic 
no adverse effect resolved following discontinuation of the phenothiazine while 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 

Nursing Mothers: Data are not available on the content of MOBAN® 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
-because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN® (molindone 


continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 


anticholinergic antiparkinson agents (i.e., Artane*, Cogentin*, 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


*Benadryl—Trademark, Parke Davis and Co 
“Artane—Trademark, Lederle Laboratories 
*Cogentin—Trademark, Merck Sharp & Dohme 
*Akineton—Trademark, Knoll Pharmaceutical Co. 


MOBAN* is an Endo Registered U.S. Trademark » 
U.S. Pat. 3,491,093 


hydrochloride) may note drowsiness initially and they should be syndrome has not been noted. A ‘= 


* advised against activities requiring mental alertness until their Tardive Dyskinesia ~ g 
. “response A the drug has Adis established, Although rarely reported with MOBAN® (molindone hydrochloride) indo Labotator Ies, Inc. ° | 
Subsidiary of E |. du Pont de Nemours & Co (Inc.) ° D 


Increased activity has been noted in patients receiving MOBAN® symptoms were reversible upon discontinuation of therapy. 
Garden City. New York 11530 


* Caution should be exercised where increased activity may be Tardive dyskinesia associated with other agents has appeared in 
harmful. some patients on long-term therapy oh has also appeared after 

MOBAN® does not lower the seizure threshold in experimental drug therapy has been discontinued. The risk appears to be greater 

animals to the degree noted with more asin itinevehoti in elderly patients on high-dose therapy, especially females. The 


; symptoms are persistent and in some patients appear to be 
is Menge convulsive seizures have been reported in a few irreversible. The syndrome is characterized by rhythmical involuntary 


movements of the tongue, face, mouth or jaw (e.g., protrusion of 


tongue, puffing of cheeks, puckering of mouth, chewing EDO-014M8-77 
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Witnin one wee 
A better response 
For twice as many patients 


__ compared to amitriptyline alone 

















New Limbitrol. 


For rapid relief of symptoms 
in moderate to Severe 
depression and anxiety 





Within one week 
Twice as many patients improved- 


___HAMILTON DEPRESSION SCALE ny, 


PERCENT OF PATIENTS " IMPROVED" 


2 4 LAST OBS 
RATING PERIOD IN WEEKS 


“Criterion for “improvement” =score decreased by 1/2 or more from baseline. 


___BECK DEPRESSION INVENTORY 


z PERCENT OF PA PATIENTS "IMPROVED" 


2 4 LAST OBS 
RATING PERIOD IN WEEKS 


“Criterion for “improvement” =score decreased by 1/3 or more from baseline. 


a E; a 

New imbitrol 

Provides the well established antidepressant effect of amitriptyline with. 
the proven antianxiety effect of Librium’ {chlordiazepoxide HČI) | 





sooner than with amitriptyline alone ` 


nationwide multicenter study 


The rating scales 
agree pe 


O Patients respond faster 
O Limbitrol—approxi- 
mately 2/3 of those who 
will improve will have 

i done so by week one 

B O Amitriptyline—only 

; = PORD about 1/3 of those who 

RATING PERIOD IN WEEKS will eventually respond will 
have done so by week one 

C Greater overall improvement 

O High correlation between 

major indices 


PERCENT OF PATIENTS “IMPROVED 


*Criterion for “improvement” =ratings of “much better” or “very much better.” 


PATIENT'S GLOBAL EVALUATION 


PERCENT OF PATIENTS “IMPROVED” 


LIMBITROL 
AMITRIPTYLINE 


Sm CHLORDIAZEPOXIDE 
is PLACEBO 





2 4 
RATING PERIOD IN WEEKS 


‘Criterion for “improvement” =ratings of “much better” or “very much better.” The data presented in this booklet are based on a 


rigidly controlled nationwide multicenter study of 
279 patients with a diagnosis of primary Gepres 
sion and anxiety of moderate to severe Gegree 


~ For rapid relief of moderate to severe 
‘depression and anxiety a 


Please see last page of this advertisement for complete product information. 








Within one week © 
Marked reduction in severity of symptoms 


HAMILTON DEPRESSION SCALE 


MEAN OBSERVED VALUE 


| 2 
RATING PERIOD IN WEEKS 


BECK DEPRESSION INVENTORY 


MEAN OBSERVED VALUE 
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RATING PERIOD IN WEEKS 


New Limbitrol 





‘better than amitriptyline alone 


PHYSICIAN'S GLOBAL EVALUATION i 
Inarigidly controlled 


nationwide multicenter study 


The symptoms 
subside P 


Hamilton Depression Scale Items 

O insomnia 

O psychic anxiety 

O somatic anxiety 

O agitation 

O suicidal ideation 

| 2 O worthlessness 
"VALUES aeie spat Beck Depression Inventory Items 
t kaa [D pessimism 
4 =no change O dissatisfaction 
PATIENT'S GLOBAL EVALUATION J guilt 

O social withdrawal 

O anorexia 
Physician's and Patient's 
Global Evaluations 
As measured by the Physician's ana 
Patient’s Global Evaluations, 
Limbitrol was rated superior to ami- 
triptyline. 


MEAN OBSERVED VALUE * 


NI 


MEAN OBSERVED VALUE* 


| 2 
RATING PERIOD IN WEEKS 


LIMBITROL 
AMITRIPTYLINE 


*VALUES 
2 =much better 
3 =a little better 
4 =no change 


E CHLORDIAZEPOXIDE 
E PLACEBO 


id relief of moderate to severe 








>For rap 
depression and anxiety - 


Please see last page of this advertisement for complete product information 
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How toinitiate and 
maintain therapy Ț 


For most patients 

CO Limbitrol 10-25 is recommended 
in an initial dosage of three or four . 
tablets daily in divided doses. 


with amitriptyline alone 






For elderly patients and 

patients who do not tolerate 

higher doses 

O Limbitrol 5-12.5 is recommended 
in an initial dosage of three or four 
tablets daily in divided doses. 


In arigidly controlled 
nationwide multicenter study 


The therapy succeeds 


O Better patient compliance 

C Lower dropout rate 
C The dropout rate due to side 
effects was lower with Limbitrol 
than with amitriptyline alone and response. 


(Limbitrol 4%, amitriptyline C Because drowsiness Is a 
13%, chlordiazepoxide 1%) common side effect, it may be 


preferable to give the larger por- 
tion of the total daily dose at 
bedtime. Not only will this help 
minimize problems with daytime 
drowsiness, it may also help re- 
lieve a major target symptom— 
insomnia. 
O Some patients respond to 
smaller doses or to a single dose 
at bedtime. 
O Dosage may be increased up 
to six tablets or decreased to 
two tablets daily as necessary. 
O Once a satisfactory response Is 
obtained, reduce dosage to the 
smallest amount needed to maintain 
remission. 
O Warning: Since Limbitsol contains 
chlordiazepoxide, a minor tranquil- 
izer, usage during the first trimester 
of pregnancy should almost 
always be avoided 


For all patients 
CI Dosage should be individualized 
on the basis of symptom severity 


O The dropout rate due to 
therapeutic failure was lower 
with Limbitrol (Limbitrol 2%, 
amitriptyline 6%, chlor- 
diazepoxide 12%) 

_ (While the frequency of side effects 
was comparable between Limbitrol 
and amitriptyline, drowsiness oc- 
curred more often with Limbitrol.) 
O Free of major phenothiazine ` 
drawbacks 






, For rapid relief of moderate to severe 
depression and anxiety AA 
wa 


Please see last page of this advertisement for complete product information. 





Tranquilizer—Antidepressant 
Limbitrol 10-25 iY 
Each tablet contains 10 mg chlordiazepoxide and 25 mg 
amitriptyline in the form of the hydrochloride salt, 

itrol 5-12.5 


Ech tablet contains 5 mg chlordiazepoxide and 12.5 mg 
amitriptyline in the form of the hydrochloride sait. 
Description: Limbitrol combines in a tablet for oral ad- 
ministration, chlordiazepoxide, an agent for the relief of 
anget and tension, and amitriptyline, an antidepres- 
sant. - 

Chlordiazepoxide is a benzodiazepine with the formula 
7-chloro-2-(methylamino)-5-phenyl-3H-1,4-benzodi- 


~~- _azepine 4-oxide. It is a slightly yellow crystalline material 
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-= andis insoluble in water. The molecular weight is 
> 299.76. 


Amitriptyline is a dibenzocycloheptadiene derivative. 
The formula is 10,11-dihydro-N, N-dimethyl-5H-dibenzo 
[a, d] cycloheptene-A*-propylamine hydrochloride. It 

is a white or practically white crystalline compound that 
is freely soluble in water. The molecular weight is 313.87. 
Actions: Both components of Limbitrol exert their action 
in the central nervous system. Extensive studies with 
chlordiazepoxide in nowy animal species suggest action 
in the limbic system.’Recent evidence indicates that the 
limbic system is involved in emotional response. Taming 
action was observed in some species. The mechanism of 


~ action of amitriptyline in man is not known, but the drug 


appears to interfere with the reuptake of norepinephrine 
into adrenergic nerve endings. This action may prolong 
the sympathetic activity of biogenic amines. 
Indications: Limbitrol is indicated for the treatment of 
patients with moderate to severe depression associated 
with moderate to severe anxiety. 

The therapeutic response to Limbitrol occurs earlier and 
with fewer treatment failures than when either amitrip- 


_ tyline or chlordiazepoxide is used alone. 


Symptoms likely to respond in the first week of treatment 
include: insomnia, feelings of guilt or worthiessness, agi- 
tation, psychic and somatic anxiety, suicidal ideation and 
anorexia. 

Contraindications: Limbitrol is contraindicated in pa- 
tients with hypersensitivity to either benzodiazepines or 
tricyclic antidepressants. It should not be given con- 
comitantly with a monoamine oxidase inhibitor. Hyper- 
pyretic crises, severe convulsions and deaths have oc- 
curred in patients receiving a tricyclic antidepressant 
and a monoamine oxidase inhibitor simultaneously. 
When it is desired to replace a monoamine oxidase 
inhibitor with Limbitrol, a minimum of 14 days should 

be allowed to elapse after the former is discontinued. 
Limbitrol should then be initiated cautiously with gradual 
increase in dosage until optimum response is achieved. 


_ This drug is contraindicated during the acute recovery 


phase following myocardial infarction. 
Warnings: Because of the atropine-like action of the 
amitriptyline component, great care should be used in 
treating patients with a history of urinary retention or 
angle-closure glaucoma. In patients with glaucoma, 
even average doses may precipitate an attack. Severe 
constipation may occur in patients taking tricyclic an- 
tidepressants in combination with anticholinergic-type 
drugs. 
Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressant drugs, particu- 
larly when given in high doses, have been reported to 
produce arrhythmias, sinus tachycardia and prolonga- 
tion of conduction time. Myocardial infarction and stroke 
lay been reported inpatients receiving drugs of this 
class. . 
Usage in Pregnancy: Safe use of Limbitrol during preg- 
nancy and lactation has not been established. Because 
o the chlordiazepoxide component, please note the fol- 
OWING: 
An increased risk of congenital malformations 
associated with the use of minor tranquilizers 
(chlordiazepoxide, diazepam and meproba- 
mate) during the first trimester of ncy 
has been su ed in several ies. Be- 
cause use of these drugs is rarely a matter of 
urgency, their use during this period should 
almost always be avoided. The possibility that 
a woman of childbearing potential may be 
pregnant at the time of institution of py 
should be considered. Patients should be ad- 


mapy or intend to become pregnant they 
should communicate with their icians 
about the desirability of discontinuing the 


Physical and Psychological Dependence: Physical and 
psychological dependence to Limbitrol have not been 
reported. However, since physical and psychological de- 
pendence to chlordiazepoxide have been reported rarely, 
caution must be exercised in administering Limbitrol to 
individuals known to be addiction-prone or to those 


sc 


whose history suggests they may increase the dosage on 
their own initiative. 

Withdrawal symptoms from Limbitrol have not been re- 
ported. However, withdrawal symptoms following abrupt 
cessation of prolonged therapy with either component 
alone have been reported. With amitriptyline, these have 


been noted to consist of nausea, headache and malaise; 


for chlordiazepoxide, the symptoms (including convul- 
sions) are similar to those seen with barbiturates. 
Precautions: General: Use with caution in patients with 
a history of seizures. 

Close Supervision is required when Limbitro! is given tc 
hyperthyroid patients or those on thyroid medication. 
The usual precautions should be observed when treating 
patients with impaired renal or hepatic function. 

Patients with suicidal ideation should not have easy ac- ` 
cess to large quantities of the drug. The possibility of 
suicide in depressed patients remains until significant 
remission occurs. 

Information for the Patient: Because of the sedative ef- 
fects of Limbitro!, patients should be cautioned about 
combined effects with alcohol or other CNS depressants. 
The additive effects may produce a harmful level of se- 
dation and CNS depression. 

Patients receiving Limbitrol should be cautioned against 
engaging in hazardous occupations requiring complete 
mental alertness, such as operating machinery or driving 
a motor vehicle. 

Essential Laboratory Tests: Patients on prolonged treat- 
ment should have periodic liver function tests and blocd 
counts. 


Drug and Treatment Interactions: Because of its amitrip- 
tyline component, Limbitro!l may block the antihyper- 
tensive action of guanethidine or compounds witha simi- 
lar mechanism of action. 

The effects of concomitant administration of Limbitro! 
and other psychotropic drugs have not been evaluated 
Sedative effects may be additive, 

The drug should be discontinued several days before 
elective surgery. 

Concurrent administration of ECT and Limbitrol should 
be limited to those patients for whom it is essential. 
Pregnancy: See WARNINGS section. 

Nursing Mothers: It is not known whether this drug is 
excreted in human milk. As a general rule, nursing 
shouid not be undertaken while a patient is ona drug, 
since many drugs are excreted in human milk. 

Pediatric Use: Safety and effectiveness in children below 
the age of 12 years have not been established. 

Elderly Patients: In elderly and debilitated patients it is 
recommended that dosage be limited to the smallest 
effective amount to preclude the development of ataxia, 
oversedation, confusion or anticholinergic effects. 
Adverse Reactions: Adverse reactions to Limbitrol are 
those associated with the use of either component alone. 
Most frequently reported were drowsiness, dry mouth, 
constipation, blurred vision, dizziness and bloating. 
Other side effects occurring less commonly included 
vivid dreams, impotence, tremor, confusion and nasal 
congestion. Many symptoms common to the depressive 
state, such as anorexia, fatigue, weakness, restlessness 
and lethargy, have been reported as side effects of treat- 
ment with both Limbitro! and amitriptyline. 
Granulocytopenia, jaundice and hepatic dysfunction of 
uncertain etiology have also been observed rarely with 
Limbitrol. When treatment with Limbitrol is prolonged, 
sites blood counts and liver function tests are advis- 
able. 

Note: Included in the listing which follows are adverse 
reactions which have not been reported with Limbitrol. 
However, they are included because they have been re- 
ported during therapy with one or both of the compo- 
nents or closely related drugs. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitations, myocardial infarction, arrhythmias, heart 
block, stroke. 

Psychiatric: Euphoria, apprehension, poor concentra- 
tion, delusions, hallucinations, hypomania and in- 
creased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling 
and paresthesias of the extremities, extrapyramidal 
symptoms, syncope, changes in EEG patterns. 
Anticholinergic: Disturbance of accommodation, para- 
lytic ileus, urinary retention, dilatation of urinary tract. 
Allergic: Skin rash, urticaria, photosensitization, edema 
of face and tongue, pruritus. 

Hematologic: Bone marrow depression including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, black 
tongue. 

Endocrine: Testicular swelling and gynecomastia in the 
male, breast enlargement, galactorrhea and minor 
menstrual irregularities in the female and elevation and 
lowering of blood sugar levels. | 

Other: Headache, weight gain or loss, increased perspi- 
ration, urinary frequency, mydriasis, jaundice, alopecia, 
parotid swelling. 

Overdosage: There has been limited experience with 
Limbitrol overdosage per se; the manifestations of over- 


dosage and recommendations for treatment are based 
on Clinical experience with its components. Primary 
concern should be with the dangers associated with 
amitriptyline overdosage. Deaths by deliberate or acci- 
dental overdosage have occurred with this class of 
drugs. i 

All patients suspected of having an overdosage of | 
Ferda should be admitted to a hospital as soon as , 
possible. | l 
Manifestations: High doses may cause drowsiness, tem 
porary confusion, disturbed concentration or transient 
visual haliucinations. Overdosage may cause hypother- 
mia, tachycardia and other arrhythmias, ECG evidence 
of impaired conduction (such as bundle branch biock), 
congestive heart failure, dilated pupils, convulsions, se- 
vere hypotension, stupor and coma. Other symptoms 
may be agitation, hyperactive reflexes, muscle rigidity, 
vomiting, hyperpyrexia or any of those listed under Ad- 
verse Reactions. 3 

Treatment: Empty the stomach as quickly as possible by 
emesis or lavage. In the comatose patient a cuff 
endotracheal tube should be placed in position prior to 
either of these measures. The instillation of activated 
charcoal into the stomach also should be considered. lf 
the patient is stuporous but responds to stimuli, oniy 
close observation and nursing care may be required, Itis 
essential to maintain an adequate airway and fluid in- 
take. Body temperature should be watched closely and 
appropriate measures taken should deviations occur. 
The intramuscular or slow intravenous administration of 
1 to 3 mg in adults (or 0.5 mg in children) of physostig- 
mine salicylate (Antilirium)™* has been reported to re- 
verse the manifestations of amitriptyline overdosage, 
Because of its relatively short half-life, additional doses 
may be needed at intervals of 30 minutes to 2 hours. 
Convulsions may be treated by the use of an inhalation 
anesthetic rather than the use of barbiturates. Cardiac 
monitoring is advisable, and the cautious use of digitalis 
or other antiarrhythmic agents should be considered if 
serious Cardiovascular abnormalities occur. Serum 
potassium levels should be monitored and kept within 
normal limits by the use of appropriate I.V. fluids. Stan- 
dard measures including oxygen, 1V. fluids, plasma ex- 
panders and corticosteroids may be used to control cir- 
culatory shock, 

Dialysis is unlikely to be of value, as it has not proven 
useful in overdosages of either amitriptyline or chlor- 
diazepoxide. Since many suicidal attempts involve mul- 
tiple drugs including barbiturates, the possibility of dialy- 
sis being beneficial for removal of other drugs should not 
be overlooked. š 

Treatment should be continued for at least 48 hours, 
along with cardiac monitorimg in patients who do not 
respond to therapy promptly. Since relapses are fre- 
quent, patients should be hospitalized until their condi- 
tions remain stable without physostigmine for at least 

24 hours. 

Since overdosage is often deliberate, patients may 
attempt suicide by other means during the recovery 
phase. 

References: 

l. Granacher RP Baldessarini RJ: Physostigmine: Its use 
in acute anticholinergic syndrome with antidepressant 
and antiparkinson drugs. Arch Gen Psychiatry 32:375- 
380, March 1975 

2. Burks JS, Walker JE, Rumack BH, Ott JE: Tricyclic 
antidepressant poisoning: Reversal of coma, 
choreoathetosis, and myoclonus b physostigmine. 
JAMA 230:1405-1407, Dec. 9, 1974 

3. Snyder BD, Blonde L, McWhirter WR: Reversal of 
amitriptyline intoxication by physostigmine. JAMA 
230:1433-1434, Dec. 9, 1974 

Dosage and Administration: Optimum dosage varies f 
with the severity of the symptoms and the response of 
the individual patient. When a satisfactory response is 
obtained, dosage should be reduced to the smallest 
amount needed to maintain the remission. The larger 
portion of the total daily dose may be taken at bedtime. 
In some patients, a single dose at bedtime may be suffi- 
cient. In general, lower dosages are recommended for ð 
elderly patients. 

Limbitro! 10-25 is recommended in an initial dosage of 
three or four tablets daily in divided doses; this may be 
increased to six tablets daily as required. Some patients 
respond to smaller doses and can be maintained on two 
tablets daily. - 

Limbitrol 5-12.5 in an initial dosage of three or four tab- 
lets daily in divided doses may be satisfactory inpatients 
who do not tolerate higher doses. S Z 
How Supplied: White, ffgi-coated tablets, each co®ain- 
ing 10 mg chlordiazepoxide and 25 mg amitriptyline (as 
the hydrochloride salt) and blue, film-coated tablets, * i 
each containing 5 mg chlordiazepoxide and 12.5 mg | 
amitriptyline (as the hydrochloride sait)—bottles of 100 ¥ 
te n Tacha a packages of 100; Prescription 

sof 50. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 ‘ 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with : 


the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. | 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goalsfnd Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: ò 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


e —~=Check enclosed __———s Isegice me 
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FLEXIBLE 

DOSAGE TO MEET ` 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 
or psychoneurotic anxiety, and 
anxiety associated with somatic disease’ 


Approximate Milligram Equivalency* 
AZENE ™ 
Clorazepate Chlordi- 
monopotassium Diazepam azepoxide | Oxazepam 


*Based upon available information from manufacturers’ package inserts. 


oan acceptable sedative profile 


Drowsiness may occur at initiation of treatment, and with dosage increments. 
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"ic AZENE® 
CLORAZEPATE MONOPOTASSIUM E 
THE“OPTION” . 


BENZODIAZEPINE 


Establish adequate symptom control...usually in 6 days. 


stay with switch to stay with 
t.i.d.dosage | | h.s.dosage | | h.s.dosage 


Peen the recommended starting daily dose is 6.5 mg t.1. d. or 13 mg 
h.s., patient response may require dosage adjustment. 


In elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg. 





-- The patient with clinically significant depression 


- He's getting hetter... 
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and ELAVIL 1s helping 


(AMITRIPTYLINE KCI MSD 


Helping with 
symptom relief 


ELAVIL usually relieves a broad range of symptoms associated 

with depression, including sleep disturbance, one of the most 
frequently observed in the “constellation of symptoms, 

and usually the first symptom to respond to therapy. P3 


And. the anxiety-reducing sedative component extends 
the drug's clinical value when depression is accompanied 
by symptoms of anxiety. 





dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 
A once-daily bedtime regimen may be an effective 
prescribing option, particularly when taken by a 
depressed patient experiencing sleep disturbance. 
ELAVIL can also be prescribed in divided daily doses. 


Helping with convenient 


Providing a wide range 
of tablet strengths . 


ELAVIL offers six color-coded tablets, available in the following 
strengths: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg. 
And for special circumstances, an injectable form is available. 
Injection ELAVIL Is supplied in 10-ml vials, 10 mg/ml. 





ELAVIL (Amitriptyline HCI, MSD) should not be used Ta’ 
during the acute recovery phase following myocardial In clinically 


infarction: in patients hypersensitive to it; in those who Sid nificant depression 





have received an MAO! within two weeks; or in children 
be watched closely. Safe use during pregnancy and lac- INJECTION: O ARPER 
tation has not been established. The drug may impair op 
mental or physical abilities required in the performance 
i alcohol. The possipility of suicide in depressed patients J 
remains until significant remission Occurs. Potentially ) 
suicidal patients should not have access to large quan- 
tities of this drug. Prescriptions should be written for the M 4 y1 F l) T 
smallest amount feasible. Hospitalize as soon as possible 
MSD : : : 
no ai MSO with an anxiety-reducing 
r a brief summary of prescrising information, s . © 
please see following page. STARA sedative component to its action 


under 12. Patients with cardiovascular disorders should TABLETS: 10 mg, 25 mg, 50 mg, 75 mg. 100 mg, and 150 mg 
of hazardous tasks and may enhance the response to 

any patient suspected of having taken an overdose. Single-entity antidepressant 
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significant depression 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
? jw occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 


ays to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitrip- 
tyline HCI cautiously with gradual increase in dosage until optimum response is achieved. 


Single-entity antidepressant Not recommended during the acute recovery phase following myocardial infarction. 


p ‘ » Warnings: May block the antihypertensive action of guanethidine or similarly acting com- 
with an anxiety-reducing pounds. Should be used with caution in patients with a history of seizures or a history of uri- 
r a e nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
sedative component to its Action tients with angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely; arrhythmias, sinus tachycardia 
and prolongation of the conduction time have been reported, particularly with high doses; 
myocardial infarction and stroke have deen reported with drugs of this class. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medication. May im- 
pair mental and/or physical abilities required for performance of hazardous tasks, such as 
operating machinery or driving a motor vehicle. In patients who use alcohol excessively, po- 
tentiation may increase the danger inherent in any suicide attempt or overdosage. Safe use 
during pregnancy and lactation has not been established: in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; pa- 
tients with paranoid symptomatology may have an exaggeration of such symptoms; manic 
depressive patients may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCI may be reduced or a major tranquilizer, such as perphenazine, may 
be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administration. 
May enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until significant remission 
occurs. Potentially suicidal patients should not have access to large quantities of this drug. 
Prescriptions should be written for the smallest amount feasible. Concurrent electroshock 
therapy may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug several 
days before elective surgery. Both elevation and lowering of blood sugar levels have been re- 
ported. Use with caution in patients with impaired liver function. 


Adverse Reactions: Mote: Included in ths listing are a few adverse reactions not reported 
with this specific drug. However, pharmacological similarities among the tricyclic antide- 
pressant drugs require that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation. myocardial infarction, 
arrhythmias, heart block, stroke. CWS and Neuromuscular: Confusional states: disturbed 
concentration; disorientation; delusions: hallucinations: excitement: anxiety; restless- 
ness; insomnia; nightmares; numbness, tingling, and paresthesias of the extremities: 
peripheral neuropathy; incoordination; ataxia; tremors: seizures: alteration in EEG pat- 
terns; extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic 
hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance of accommoda- 
tion, increased intraocular pressure, constipation, paralytic ileus, urinary retention, dilata- 
tion of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and 
tongue. Hematologic: Bone marrow depression including agranulocytosis, leukopenia, 
eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea. epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 

° rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlargement and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment œ% 
after prolonged administration may produce nausea, headache, and malaise: these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
cyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the dosage 
should be repeated as required, particularly if life-threatening signs such as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of physostigmine. é 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline ` N 
HCI, in single-unit packages of 100 and bottles of 100 and 1000: tablets containing 75 mg 

and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100: tablets 
containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 

100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and water for 
injection q.s. 1 ml. 


For more detailed information, consult yar MSD representative or see full prescribing informa- 
tion. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 J7EL18(116) 
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Announcing Publication... 


MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanelytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 











“T his Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules, They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 15 gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through expertence must rest with the peer 

review committees of district branches.... It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. $ 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 


copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
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Before prescribing or administering, see Sandoz literature for full product 
ie information. The fellowing is a brief summary. 
Contraindications: Severe central nervous system depression, coma- 

© tose states from any cause, hypertensive or hypotensive heart disease 
well as atropine and phosphorus insecticides; carefully consider benefit 
versus risk in less severe disorders. During pregnancy, administer only 
fetus. | 
Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticon- 

EN vulsant medication should also be maintained. Pigmentary retinopathy, 

observed primarily in patients receiving larger than recommended 
doses, is characterized by diminution of visual acuity, brownish coloring 
rence may be reduced by remaining within recommended dosage limits. 
Administer cautiously to patients participating in activities requiring 
Orthostatic hypotension is more common in females than in males. Do 
not use epinephrine in treating drug-induced hypotension since pheno- 
doses in excess of 300 mg should be used only in severe neuropsychi- 
atric conditions. 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
Autonomic Nervous System—Dryness of mouth, blurred vision, con- 
Stipation, nausea, vomiting, diarrhea, nasal stuffiness. and pallor. £n- 
hibition of ejaculation, and peripheral edema. Skin—Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
Rare cases described as parotid Swelling. 
It should be noted that efficacy, indications and untoward effects have 
age lowers the tolerance for phenothiazines: the most common 
neurologic side effects are parkinsonism and akathisia, and the risk of 
occurred with phenothiazines and should be considered whenever one 
of these drugs is used. Autonomic Reactions—Miosis. obstipation, 
dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocytosis, 
leukopenia, eosincphilia, thrombocytopenia, anemia, aplastic anemia, 


of extreme degree. - 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) fo 
EFFICACY. an phenothiazines. Phanothiazines are capable of potentiating central ner- 
vous system depressants (e.g., anesthetics, opiates, alcohol, etc.) as 
when the potential benefits exceed the possible risks to mother ard 
of vision, and impairment of night vision: the possibility of its occur- 
SYM PTOMS complete mental alertness (e.g., driving), and increase dosage gradually. 
thiazines may induce a reversed epinephrine effect on occasion. Daily 
Adverse Reactions: Centra/ Nervous System—Drowsiness. especially 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
docrine System—Galactorrhea, breast engorgement, amenorrhea, in- 
System—ECG chenges (see Cardiovascular Effects below). Other— 
varied with the different phenothiazines. It has been reported that old 
agranulocytosis and leukopenia increases. The following reactions have 
anorexia, paralytic ileus. Cutaneous Reactions—-Erythema, exfoliative 
pancytopenia. Allergic Reactions—Fever, laryngeal edema. 





. Antipsychotic medication should not interfere with the angioneurotic edema, asthma. Hepatotoxicity— Jaundice, biliary stasis. 
patient’s ability to participate in your total therapeutic pro- Cardiovascular Effects—Changes in terminal portion of electrocar- 
ram. That is why Mellaril (thioridazine) is an excellent diogram, including prolongation of Q-T interval, lowering and inversion 
8 = aN i ! of T-wave, and appearance of a wave tentatively identified as a bifid T or 
choice. It is highly effective, and although extrapyramidal a U wave have been observed with phenothiazines, including Mellaril 
symptoms are characteristic of this class of drug, with fhe arable ae et 2 be eoesibe and due t attore 
r Eai : : : rR repolarization, not myocardial damage. While there is no evidence of a 
pari orda ae) a empation ; notably causal relationship between these changes and significant disturbance 
pseuaopar INSONISM—IS Infrequent. dding an anti- of cardiac rhythm, several sudden and unexpected deaths apparently 
parkinsonian agent—which can cause its own side effects— due to cardiac arrast have occurred in patients showing characteristic 
can usually be avoided. electrocardiographic changes while taking the drug. While proposed, 


; per i ; i , periodic electrocardiograms are not regarded as predictive. Hypoten- 
Mellaril (thioridazine) is not habituating and usually does not sion, rarely resulting in cardiac arrest. Extrapyramidal Symptoms. 


Cause euphoria or undue sedation. (But, warn patients about Akathisia, agitation, motor restlessness, dystonic reactions, trismus. 
undertaking activities requiring complete mental alertness.) torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
And Mellaril (thioridazine) is contraindicated in patients and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 


e : : : irreversible tardive dyskinesia, characterized by rhythmical involuntary 
with severe hypetensive or hypertensive heart disease. movements of the tongue, face, mouth, or jaw (eg., protrusion of 


tongue, puffing of cheeks, puckering of mouth, chewing movements) 


® and sometimes of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly patients on 
high-dose therapy, especially females: if symptoms appear, discontinue j 
all antipsychotic agents. Syndrome may be masked if treatment IS 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. Endocrine 


7 Disturbances—Menstrual irregularities, altered libido. gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. Urinary 
Disturbances— Retention, incontinence. Others— Hyperpyrexia:; 

( behavioral effects suggestive of a paradoxical seaction. including excite-e , 


) ment, bizarre dreams, aggravation of psychose&, and toxic confusional’ 
3 TABLETS: 50 mg, 100 mg, 150 mg, and states; following long-term treatment, a peculiar skin-eye syndrome -\ 
~N 200 mg thioridazine HCI, USP marked by progressive pigmentation of skin or conjunctiva 


and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and 
cornea; systemic lupus erythematosus-like syndrome. 
SAN 6-640R 
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Thirteen Years Before the Masthead—The Editor Retires 


WHEN FRANCIS BRACELAND was piped aboard as Edi- 
tor of the American Journal of Psychiatry in July of 
1965, the signs were inauspicious. He set sail on his 
maiden voyage with a crew who, although imaginative 
and enthusiastic, were entirely new. He carried as car- 
go a massive backlog of unpublished manuscripts that 
sank his hull dangerously below the Plimsoll mark. 
And he was heading into the stormy seas of the late 
1960s that were to threaten with shipwreck the lead- 
ership of more than one venerable institution. The 
odds at Lloyd’s for a safe return to home port were 
bleak indeed. They were reckoned, however, without 
a proper reading of the new skipper and his crew. 
The details of the first hectic months of Dr. Brace- 
land’s editorship will probably never be fully known, 
for they are buried in the intangibles of a multitude of 
critical and sensitive decisions, of the skill and hard 
work of dedicated editorial staff members, and of the 
strong loyalties that rapidly developed among the Edi- 
tor, his associates, and his permanent staff. The results 
were readily visible in the initial productions of the 
new regime, and even a cursory glance at the early 
issues of Volume 122 gives clear evidence of a fresh 


wind blowing through the editorial office. Rapid re- | 


view and accelerated publication procedures enabled 
the Journal to carry papers that had been presented 
only a few months before at the May annual meeting. 
Articles dealing with a single topic from various points 
of view were brought together in ‘‘Special Sections,” 
and informative reviews provided the reader with 
careful surveys of clinical and laboratory research in a 
variety of fields. New and exciting areas of psychiatry 
made their debut in the Journal’s pages—the therapeu- 
tic use of lithium in affective disorders, for example, 
was introduced to many American psychiatrists in the 
September 1965 issue. Even the Letters to the Editor 
section took on new life as authors were permitted to 
respond to their critics in a dialogue that often clarified 
and enlarged upon the original paper. In all of these 
innovations are to be found the beginnings of what 
have since become regular features that have helped to 
make the Journal the flagship of psychiatric pub- 
lications. .° 

What of the skipper who has piloted his vessel so 
unerringly true to her course during 13 busy but happy 
years? In the papers that immediately follow the read- 


er is privileged to hear from two people who know 
Francis Braceland well—Dr. Howard Roni, bis close 
friend and colleague, and Ms. Evelyn Myers, who. as 
Managing Editor of the Journal throughout Or. Brace- 
land’s editorship, has played a major role in its suc- 
cess. We are grateful to them both for their descrip- 
tions of their rich and rewarding associations with him 
and for so vividly painting for us his erudition, his hu- 
mor, his kindly warmth, and the integrity. sound judg- 
ment, and fairness of his editorial criticis ms—-charac - 
teristics that endear him to us all and make us grateful 
that, as Editor Emeritus, he will stay aboard as an ac- 
tive hand in the running of the Journal. 

Tossed on the ceaseless flood of manuscripts that t% 
an editor’s lot, Dr. Braceland has never lost his way on 
the trackless sea of words that has been his nome these 
past 13 years. Many decades ago Frederick 2olfe. that 
curious and troubled scourge of editors arc publishers 
alike, proclaimed in the peculiarly pungert. freretic, 
sometimes vitriolic tones that characterize his style. 
“I detest, and denounce as criminal that finite morte! , 
man who (having found a groove which fits his atro- 
phied brain and hypertrophied organs) screams to 
Kosmos, ‘This is the way, the only way; and. if you 
won’t mutilate yourself to fit it, then b>: damned to 
you, you’re dotty, balmy on the crumpet, impossible. 
and you practise the Bulgarian Heresy! And so or. 
‘But the minds of the prudent are flexible: for the lar- 
guage of mortals is voluble; and the discourses therect 
are numerous and varied; and vast is the distribution 
of words here and there.’ I hold, with the ?rimate-Po- 
et, that there is room for all opinions, fov all systems, 
each in its convenient sphere. .. .”’ (I). 

There is a message here for our turbulent. often in- 
tolerant modern age—a message that ts the star, pe.- 
haps above all others, by which Francis Braceland has 
steered his ship. Deo volente, the Journal will rema:n 
on course. 
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Francis J. Braceland, the Man 


BY HOWARD P. ROME, M.D. 


WHEN ONE IS COMMISSIONED to do a portrait of a man, 
itis expected that he will render his subject realistical- 
ly. In the style that 1s de rigueur in these days of inves- 
tigative reporting, it certainly means not disguising the 
warts; indeed, all blemishes have to be exposed, and 
crow’s-feet and vafious other wrinkles have to be 
noted as the telltale marks of being over the hill. But 
what does óne say when the subject you are asked to 
portray has for years boldly displayed his wrinkles as 
the heraldic chevrons they are and furthermore cele- 
brates in numerous writings his ‘‘advancing dotage” 
with scintillating wit and brilliantly humorous one- 
liners? Although the man in question pretends to be 
“naught but a hewer of.wood and a drawer of water,” 
his industry would be prodigious for a man half his 
years. And what is more, he actually makes what he 
does appear to be mundane, hence effortless. 

Francis James Braceland, the man, will be an octo- 
genarian in two years. I have to modify his claim that 
he is ‘‘in the metallic age,” for, although there may be 
silver in his hair and gold in his teeth, there is no lead 
in his Sitz-platz. His long list of current activities re- 
futes this public confession about plumbism being re- 
sponsible for his slowing down. His raillery about his 


. own aging process has become his stock-in-trade as a 


much sought after speaker on retirement and other as- 
pects of gerontology. This artful dissembling is typical 
of his tolerant acceptance of life’s vicissitudes over a 
span of 78 years. 


EARLY YEARS 


Frank’s early years could have been the model of 
those true-grit-shall-prevail, Horatio Alger classics 
that were famous for exhorting and inspiring dis- 
advantaged youpg men in the nineteenth century and 
early decades of this century. His father, John, died 
when Frank was four years old, leaving his widow, 
Margaret, to rear their three children. Frank and his 
younger brothers Joe and Paul learned at an early age 
to scrimp and scrape for everything. In the economic 
doldrums before World War I the going was tough. 

‘*Brewerytown, where the Braceland family lived 
in Philadelphia, was a rough and tumble place in which 
status and hence respect were earned in the school of 
hard knocks by fight or flight; the young Frank Brace- 
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land learned how to do both. This was quite the oppo- 
site of the conducive milieu that Jacques Barzun has 
said is necessary for a child ‘‘to be at home in the 
House of Intellect,” to which the Bracelands aspired. 

Frank was 26 years old when, at last, he graduated 
from La Salle College in Philadelphia; he had to work 
his way through high school and college. Fifteen years 
later his alma mater awarded him the first of his twelve 
honorary degrees. He also has the distinction of being 
a ten-year member of La Salle’s Board of Trustees. 

Doctor Braceland graduated from Jefferson Medical 
College in the Depression year of 1930. In recognition 
of his literary contributions, Jefferson honored him 
with the Doctor of Letters degree 35 years later; as a 
distinguished alumnus, he has been a member of its 
Board of Trustees. He won a coveted internship and 
was chief resident in its hospital and after two years, 
because of a touching experience as a physician caring 
for a patient in the throes of a depression, decided on 
psychiatry in preference to other intriguing oppor- 
tunities that had come his way. 

Kirkbride’s Hospital, as the 44th Street branch of 
the Pennsylvania Hospital was known to Philadel- 
phians, had actually been founded by Benjamin Rush. 
It was a private mental hospital. In the days when 
Thomas Kirkbride was its superintendent, the 44th 
Street hospital was out in the country, and in the 
1930s, when Frank began his residency, it was still not 
crowded. The impressive stone walls gave a sense of 
sanctuary reinforced by spacious, well-kept grounds. 
In the middle of a plot in front of its Georgian portico 
there stood a large magnolia tree. The date of its flow- 
ering each spring has been duly noted in Spencerian 
script in the manager’s minutes recorded in huge jour- 
nals. It was a beautiful old place. Frank Braceland fell 
in love with it and was willing to settle in for the rest of 
his professional life. 


THE SEARCH FOR PHYSICAL AGENTS 


His years of intimate association with Doctors Ey- 
man, Bond, Strecker, Appel, Smith, and Palmer coin- 
cided with the seeding of modern psychiatry. The 
bloom that attracted interest was the spectacular dis- 
covery of Wagner-Jauregg, whose treatment of paresis 
was the first to really try to cure a devastating mental 
illness. It won him the Nobel Prize. Braceland, as a 
resident physician, quickly learned the knack of keep- 
ing a strain of malarial parasites viable by the in- 
oculation of successive luetic patients with whole 


784 0002-953 X/78/0007-0784$0.50 © 1978 American Psychiatric Associatign 


Am J Psychiatry 135:7, July 1978 


blood drawn at the height of the malarial fever. Natu- 
rally, thts dramatic treatment lent credence to the 
search for equally successful physical agents for the 
treatment of the functional psychoses. 

In his omnivorous reading, Frank had read of Cot- 
ton’s enthusiastic report of treatment by surgical re- 
moval of the sites of focal infection but strenuously ob- 
jected to much of the procedure. He said that making 
semicolons out of colons would not cure schizophre- 
nia. However, there were always one or two patients 
on the wards of 44th Street who were being treated 
with a variant of Klaesi’s Dauerschlaf (narcosis thera- 
py). 

Braceland, an avid and enterprising student of “‘The 
New Psychiatry.” was enlisted in an enthusiastic 
search for yet another successful physical treatment of 
baffling disorders. His first publication, in 1934, was 
titled ““Hematoporphyrin as Therapeutic Agent in Psy- 
choses’ (1). Doctors Strecker and Palmer were its 
senior authors. This study was of a mixed group of 
long-term chronic psychotic patients who were given 
both intramuscular and oral doses of hemato- 
porphyrin. The rationale for the treatment was its re- 
ported success by European investigators. 

A more explicit rationale for the use of these exotic 
agents appeared as a prefatory paragraph in a 1935 pa- 
per titled ‘‘Aschner Treatment of Schizophrenia: 
Therapeutic Note” (2); this was published with Doc- 
tors Appel and Farr as the senior authors. Its justifica- 
tion begins, 


For the last 20 years, there has been a revival of interest 
in the constitutional aspect of disease, first in Germany, 
more recently in the United States. The leaders of this 
movement have aimed to integrate the scientific advances 
of the last 75 years in genetics, morphology, physiology 
and allied branches. 


The conclusions were that ‘‘results are. . . disappoint- 
ing. ... In the majority of cases [any results were] 
only temporary.” 

As a bright and enthusiastic young resident, Frank 
eagerly sought opportunities to interlard his daily rou- 
tine of psychotherapeutic sessions with an assigned 
group of patients and the usual administrative chores 
that are the iot of all tyro-psychiatrists. The congenial 
atmosphere of the Pennsylvania Hospital encouraged 
this. Then, too, the time was conducive. Psychiatry 
was on the move, galvanized by two vastly different 
currents—-psychoanalysis and its variants and, at the 
opposite pole, what was coming to be biologically ori- 
ented research. Our man, F.J.B., was caught in the 
intellectual turbulence. 

By happy coincidence he finished his formal training 
in time to be chosen as one of several special traveling 
Rockefeller Fellows. His turmoil in choosing between 
Zurich and Vienna was resolved by Dr. Earl Bond’s 
advice. He applied for and was accepted as an assist- 
ant physician at the Anstalt Burgholzli, Zurich. 

While in Switzerland, he met with members of the 
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Jungian school of analytical psychology . 
acquire the patina of a cosmopolite the: 
riched progressively ever since. He c 
his European experience—especial', -` 


Thomas Mann—as a unique opportuni... ' 


his eyes to the world outside of Philaue 
Pennsylvania Hospital, It was rounded o` 
ly rich and stimulating experience as iz Ci ` 
Dr. Kinnier Wilson’s service at the Nat =: 
Queens Square, London. While there. « 

draughts of the best of British medicine 
nonce being unconcerned about the : 


ceived from Dr. Earl Bond an invitale ‘ 


the Pennsylvania Hospital as Clinicel P 


THE PHILADELPHIA YEARS 


Equipped as he was with the panac’e « 
fellowship at age 36, Frank’s candidacy `; 
ademia was complete. His mentors. D 
Strecker, Appel, and Palmer, saw to ine 


his place was reserved, first as an app:c7: . 


of a number of “‘footstools’’ in the grove 
en route to what was destined to be a cer: 
of professorial chairs. In short order Fe \ 

an Instructor in Psychiatry at the Unive 

sylvania Medical School, an Assistani P 

graduate school and an Associate Pro 

Women’s Medical College, a Visiting Le: 
normal Psychology at Swarthmore Coll: 

Lecturer in Abnormal Psychology ai \ 

lege, and a psychiatrist on the staffs o` s. 
phia hospitals. 

The next few years were equally he... 
met, wooed, and married a Main I rz 
nurse’s uniform—Hope Jenkins; he bec:. 
Diplomate in Psychiatry; he was anac.1\. 
Naval Reserve Medical Group; and ^: 
join the private practice at the recent y ` 
of the Pennsylvania Hospital and em. 
was planned as a progressive elevation e 
Philadelphia psychiatry. His place ir . 


was further assured by his election to ‘n.:: . 


delphia College of Physicians. He rece vv. 
colade when he became chief of a te z> 
the prestigious Philadelphia Genere! 
Blockley). 

As Thomas Wolfe ruefully noted, ` 
home again.” Philadelphia was not fer ~ 
was not to be the life that would stay cor. 


niche no matter what the rewards. He «: - 


be Dean of the School of Medicine unc 
Psychiatry at Loyola University in Chic: . 


was tempting; he was needed, and he fe. > 


lenge irresistible. 
At a superficial level, he rationalized * - 
Institute by recognizing that the Inst: 


breeding ground for the exportation of its ` 


chiatry to the hinterlands. He woulo bz 


‘Force, 


- FRANCIS J. BRACELAND, THE MAN 


Philadelphia’s emissaries. But Hope and Frank, as 
well as their many friends, found the departure from 
Philadelphia a wrenching experience. Their leaving 
tore deep affective roots. They found a measure of sol- 
ace in the belief that, after all, Chicago was just a bit 
beyond West Philadelphia’s 69th Street! 

Chicago—its medical and university communities— 
welcomed them with open arms. Its ‘‘organized’’ med- 
icine In the years before World War II was in fact a 
loosely knit enclave of independent fiefdoms. Coming 
from Philadelphia with its own boundary problems, 
Frank found this state of affairs quite familiar. Before 
he became a dean, he had been and still was a clinical 
psychiatrist, accustomed to dealing with resistance in 
all shapes, forms, and guises. This expertise stood him 
in good stead. In the relatively brief time he remained 
in Chicago, he succeeded in leaving his unique mark. 
But his long-term plans for Loyola had to give way toa 
higher priority-—-World War II. 


ACTIVE DUTY IN THE NAVY 


As a Naval Reserve officer as well as a medical 
school dean, Frank Braceland was a natural to recruit 
physicians for the Medical Corps of the U.S. Navy. 
Lt. Commander Braceland MC, USNR, was assigned 
the duties of Special Assistant to the Surgeon General, 
U.S. Navy, in 1942. His first job was to solicit physi- 
cians to volunteer for active duty. Ultimately, the as- 
signment was formalized when he was ordered to re- 
port to the Personnel Office of BuMed; this required a 
move to Washington, D.C. (His next formal appear- 
ance in Chicago was in the 1960s to receive an honor- 
ary degree from Northwestern University. Later, 
Loyola University, Stritch School of Medicine, 
awarded him the Stritch Medal. 

Frank Braceland in Washington was beset by am- 
bivalence. He was frustrated by being kept chair- 
borne, figuratively chained to a desk during years of 
active duty in the Bureau of Medicine and Surgery. On 
the other hand, when he became Chief of the Neu- 
ropsychiatry Branch he was finally in his element. In 
retrospect, he sees this assignment as King Henry V 
saw Agincourt 0g Saint Crispin’s day: ‘‘He which hath 
no stomach to this fight, / Let him depart; his pass- 
port shall be made, / And crowns for convoy put into 
his purse: / We would not die in that man’s company / 
That fears his fellowship to die with us.”’ Frank Brace- 
land, with Bill Menninger in the Army, Bob Felix in 
the Public Health Service, Don Hastings in the Air 
Dan Blain in the Coast Guard-Merchant 
Marine, and their associates (‘‘shall be remembered,/ 
We few, we happy few, we band of brothers’’) were 
responsible for the organization of the nation’s psy- 
chiatric services during World War II. 

Frank’s special contribution to the naval war effort 
was the unique accomplishment of humanizing a mili- 
tary organization that prided itself on its tradition of 
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iron men and wooden ships. Frank’s approach to the 
old salts of the line—-Navy admirals and Marine gener- 
als—was pragmatic. If they required, as their motto 
had it, to keep as many men at as many guns for as 
many days as possible, they would have to concede a 
little expertise to the Neuropsychiatry Branch of 
BuMed. Mirabile dictu! They did, and Frank Brace- 
land was authorized to institute what amounted to far- 
reaching reforms in the selection of personnel in the 
Naval Training Stations as well as in the care, treat- 
ment, and discharge from hospitals of the Navy’s psy- 
chiatric casualties. His Legion of Merit and promotion 
to Rear Admiral are testament to the acknowledgment 
by superiors of his meritorious contributions. 


THE MAYO CLINIC 


As trying as those years were, they actually served 
as a second apprenticeship at age 46 for what was to 
come following Frank’s discharge from active duty. 
Not for long was he without an equally challenging bil- 
let. The Mayo Clinic had for years eschewed the crea- 
tion of a Section of Psychiatry. The reason was said to 
be that the Doctors Mayo were as mindful of the limit- 
ed facilities available in Rochester, Minn., in the pre- 
war years as they were conscious of the magnitude of 
the psychiatric problems in the population their clinic 
served. Their successors were also aware of the 
changes that were taking place in the delivery of medi- 
cal services. 

Frances Braceland, M.D., now a civilian, was in- 
vited to join the staff of the Mayo Clinic as a member 
of the new Section of Neurology and Psychiatry. The 
initial affiliation with neurology was intended to make 
use of the established reputation of the distinguished 
and respected neurologists as the thin edge of the 
wedge to accommodate an Auslander. 

In short order, the innovations for which F.J.B. is 
noted began to appear. He convinced the Sisters of St. 
Francis, who operate St. Marys Hospital, that as a 
general hospital purporting to render comprehensive 
services it needed a defined and separate psychiatric 
unit. He collaborated with the Section of Pediatrics in 
the establishment of the Rochester Child Health Proj- 
ect, for which he recruited Adelaide Johnson and Ben 
Spock, the latter recently released from active duty as 
a Navy psychiatrist. Frank established a liaison-con- 
sultation service in both the clinic and tts affiliated hos- 
pitals. He persuaded the Mayo Graduate School to as- 
sign fellows (residents) in internal medicine, neurol- 
ogy, and neurosurgery to the Section of Psychiatry-for 
a three-month full-time stint. In addition, he carried a 
full schedule of clinical responsibilities, 

As an extracurricular activity, he ext@nded his sup- 
port to both the local and state communities and was 
involved in the exposé of the Minnesota state hospital 
problems. In undertaking these community actions, he 
launched another long and illustrious career as a mem- 
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ber, officer, national and international consultant, and 
adviser to myriad professional and governmental or- 
ganizations—at last count, the number he has served 
over the past 38 years was 184. 


THE INSTITUTE OF LIVING 


Frank Braceland’s appointment in April 1951 as 
Psychiatrist-in-Chief of the Institute of Living, Hart- 
ford, Conn., was noted, in proper Navy parlance, as 
“A New Helmsman Comes Aboard” in a chapter of a 
book celebrating the sesquicentennial anniversary in 
May 1972 of the founding of the Institute (3). The 
death of his predecessor, Dr. C.G. Burlingame, 12 
months previously had left Eh Todd’s Hartford Re- 
treat adrift without a rudder. After a few stormy 
months the patients. the staff, the City of Hartford, 
and the State of Connecticut became aware that the 
Institute was again on the course set by Dr. Todd on 
May 22, 1822; a man of equal national stature, far- 
reaching vision, and a gentle but firm hand was now in 
charge. Although Frank stepped down as Psychiatrist- 
in-Chief in 1965, he continues on as Senior Consultant, 
maintaining the indefatigable pace that had helped 
make the Institute the exemplar of a comprehensive 
mental hospital. Emerson’s observation that ‘‘an insti- 
tution ts the lengthened shadow of one man” is real- 
ized in the lasting foundation on which others have 
built and limns Braceland and his vision of the place of 
psychiatry tn and of the community. 


‘““A MAN OF PARTS” 


Last year was a Braceland typical. In addition to his 
biweekly trips to Washington, ‘‘the mendicant” (as he 
calls himself) continued an enormously successful 
money-raising campaign in behalf of the Institute of 
Living’s rebuilding program. He was requested to 
write nine papers during the year. He winnowed nu- 
merous invitations and finally consented to present 15 
formal lectures; among the institutions were seven col- 
leges here and in Canada. In what he extravagantly 
calls his “‘spare time,” he reviewed books for no less 
than 23 journals that ran the gamut from the New Eng- 
land Journal of Medicine and Science to the Psycho- 
analytic Quarterly and Theological Studies. Verily, 
the man Braceland Is a man of parts. 

Frank is an inveterate idealist. Every place he has 
ever worked is the best of all places. He is nostalgic 
about each of them and talks longingly about his ear- 
nest desire to return—but he never has. Instead, he 
goes on to other challenges, leaving in his wake lasting 
ties of friendship and sincere regrets, both his and 
theirs. Each of the places he has left is much the better 
for his having ‘‘tarried awhile in their midst,” as he 
would put it. Each of these places became his home. A 
close friend once remarked that Frank Braceland’s al- 
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ter ego must be that mythical Nigeriar gc: 
ue has his feet point forward while his he: 
look back to where he has been. 

In the years I have known him. oad >` 
seen him come close to losing his compos. 
during his tenure as Secretary of the ^r 
of Psychiatry and Neurology. The holde: 
is pestered by trivia and inundated v. 
Frank and his long-time friend David Bev: 
job to that of a cross between a servani €% 
boy (4). On the day Frank came close : 
cool, he was at his desk in the Board o}! l 
scientious secretary, Clarice Johrso~ 
screened the numerous phone calls to &! 
to do what only the boss could do. A fieu. 
sistent caller was giving her a particula.. 
demanding a positive answer to a series 
she had said repeatedly were not with: . 
tary’s power to answer. In desperation, ~ 
Frank and asked, ‘‘What shall I tell him o 
pursed his lips, paused (J suppose te v. 
and then replied, ‘‘Tell him to walk casi 
floats.” 

Frank and David Boyd wrote a delig i.. 
the trials and tribulations of being Sec’. 
Board (4). I am sure of Frank’s hand ir : 
its Latin subtitle: ‘‘Apologia Pro Vita Su... 
only to the redoubtable Robert Burton. 
author of medical treatises who so du. 
quote Latin—phrases, aphorisms, vace7.. 

Frank’s close friends are privileged ic 
pose. He would describe himself as `: 
gentleman who loves to walk beaches.” 
him regale congenial listeners by the hn 
shady, uproarious shaggy-dog stories i ~ 
deliberately, his special brand of Nay, ©. 
‘“‘with-a-twist-with rocks-if-you-please. 
days (and on occasion now) he would. 
into a soft-shoe routine à la Ray Bolge . 
ly older ladies who “‘knew him when.’ 
choice as a dancing partner for a fast fo» < 
when he can convince the orchestra tc 1: 
for Two.”’ 

Not the least of his talents. one for v — 
membered with great affection as “Uax 
incomparable prestidigitator,’’ is hie ler. 
is able to leave young children slack-j..\ 
ment when, with a fiourish of an empty n.. 
to extract a coin from their ears or pec< 
And what is more, make it move over 
fingers “‘by magic.” Frank mimes W.C. . 
fection in pretending to be all thumbs w è. - 
with one of his young grandchildren 1n 1 
diapering. And yet, if asked, he proucsy 
latest snapshots of every one of them fı 
pocket wallet. 

The real key to Frank Braceland’s pois, 
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FRANCIS J. BRACELAND, THE MAN 


this way: ‘‘His early rising, his respects to and chats 
with his Maker betray his acceptance of what is, and 
his trust and faith in what can be, and what can be 
done ‘with a little bit of luck’ and with a little bit of 
help.” 

George Raines, an old Navy shipmate, feigning in- 
credulity, used to say: ‘‘You can’t ever follow the 
Dean through a revolving door for he is sure to come 
out after you. He’s just got to be last!’’ Frank said it 
indirectly through the words of the poet Terence: 
“Humani nil a me alienum puto.” Significantly, this 
was the last sentence of his Presidential Address to the 
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113th annual meeting of the Association in Chicago, 
Ill., in May 1957. 
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Francis J. Braceland, the Editor—The Music Will Play On 


BY EVELYN S. MYERS, M.A. 


IN APRIL 1977 Dr. Francis J. Braceland wrote Dr. 
Robert W. Gibson, then APA President, requesting 
that a search committee be appointed to find a new 
Editor of the American Journal of Psychiatry. In his 
letter to Dr. Gibson, Dr. Braceland observed that the 
Journal was going along very well. “Why, then, am I 
leaving?” he asked. ‘‘Only one reason: I shall be near- 
ly 78 by the time my replacement arrives... . Samuel 
Johnson said, ‘At 77 it is time for a man to be in ear- 
nest,’ and besides, there are a number of things I still 
want todo... . Two thoughts play around in my mind. 
The first is that ‘itis hard to go home while the music is 
still playing.’ But this is cancelled out by a line from 
the bard: ‘Reluctant lags the veteran on the stage.’ ”’ 

The many letters received after Dr. Braceland’s de- 
cision was reported to the Board of Trustees and in 
Psychiatric News reflect in some measure how he is 
regarded inside and outside of psychiatry. Some of the 
letters touch on traits and characteristics that have 
made him an outstanding Editor. From the vantage of 
an association with Dr. Braceland that spans the entire 
13 years of his editorship, | would like to quote and 
comment on extracts from a few of those letters. 

A former member of the Journal’s Editorial Board 
wrote 


In a very real sense your decision marks the end of an 
era, probably one of the most dramatic chapters in the 
history of our culture... . You are fortunate in being able 
to age gracefully and to leave the arena upright and with 
dignity. None of us could hope for more. 


The strong sense of history implied in these sen- 
tences has been a characteristic of the Braceland edi- 
torship. We on the staff who met with him each time he 
came to Washington on his biweekly trips from Hart- 
ford became keenly aware of this as, meeting with us, 
he mused on how to solve a knotty editorial problem. 
Often he would reach back to the days when he was a 
resident at the Pennsylvania Hospital, when some of 
the somatic treatments were being applied to psychiat- 
ric patients for the first time; or to the days when as a 
Rockefeller Fellow he was learning from Jung at the 
Burgholzli in Switzerland; or when, during World War 
II, he worked hard to educate the Navy ‘‘brass’’ about 
the need for ashumane approach to young sailors with 
psychiatric problems. Dr. Braceland’s ultimate deci- 
sion about whether to accept or reject a manuscript 


Ms. Myers is Managing Editor of the American Journal of Psychia- 
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was based on criteria that met the necis 
of the 1970s—lIs this new and importer 
cision was always tempered with h s 
what had gone on before. 

Another side of Dr. Braceland’s ve 
through in a letter from the editor of . ` 
ary magazine: 


Few privileges in this world are move v: 
me) than the discovery of a well-turr. i - 
philosophy of medicine, your appro: * 
sense of humor. 


His sense of humor is of course ove. 
which Dr. Braceland is famous. One c. 
ate this trait when one Is in his prese x: 
of guests at dinners where he has been : 
or after-dinner speaker can attest. W» > 
been treated to a goodly measure c" ` 
mous-world-figure jokes, and an as.c” 
that defy categorizaton. The reade s 
have not had the same opportunity... 
sional response to a letter to the Ed.t.y 
well-turned phrase. For example.: e 
ary 1971 issue took Dr. Braceland ‘a 
‘‘In his plea for shorter papers for 3. 
Journal, F.J.B. wrote, “But psycn a 
publish in our journal will simply “> 
their productions and write more si 5. 
ly.’ Couldn’t F.J.B. have given us: m 
ample, such as, ‘But psychiatrists w s` 
our journal will have to write mor. 
F.J.B.’s response was pure Brace! 7» 
Editor, already dehydrated, hence» 
succincts and discard his briefs.” 

In a quite different vein, Dr. Brar 
cially pleased to receive a letter i e- 
who, shortly after Dr. Braceland ix. 
objected to the way his manuscript P 
Looking back on his attitude at t^. 
pressing his regret, the psychiatrist a. 
he “admired, very much, the excell. 
done as editor, and I don’t have te i; 
cult your job was.” The details of w ` 
with the manuscript are unimporti: `t 
tant—and what I think the psychia-r -’ 
in his letter—was a recognition ila. 
had been given a fair hearing in 1 e:: 
script. 

This quality—fairness—has bec 1‘ 
of Dr. Braceland’s editorship that I ` 
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most. In evaluating manuscripts he has bent over 
backward to ensure that a decision was based not on 
bias or on his own special interests but on informed 
judgment. This sometimes meant asking another mem- 
ber of the Editorial Board to share in the final decision 
if a paper under consideration reflected a point of view 
with which Dr. Braceland disagreed. It sometimes 
meafit reconsidering his decision to reject a manu- 
script when the author presented cogent arguments at 
variance with the comments of the experts who re- 
viewed the paper. He also tried—even when he found 
it necessary to reject their papers—to encourage neo- 
phyte authors, often sending them lengthy suggestions 
so that they would have a better chance the next time. 


KEEPING UP WITH THE TIMES 


A professor and chairman of a department of psychi- 
atry wrote Dr. Braceland: 


You have left a significant mark on the American Jour- 
nal of Psychiatry, which has grown, during your tenure, to 
a genuinely stimulating publication that compares favor- 
ably with any superior journal in our own or any other 
specialty. Some of the heightened interest, of course, Is a 
reflection of the exciting new research that has recently 
shed new light on old psychiatric syndromes. The changes 
in style, format, and organization and the new features 
which you have introduced, however, are the factors that 
make this journal the one which I await each month with 
eager anticipation. 


What comes through here is a reflection of Dr. 
Braceland’s willingness to keep up with the times. 
Basically a conservative person (one of his favorite ex- 
pressions is, ‘‘Go not from the troubles you know to 
the troubles you know not of’’), he has been willing to 
accept change when he was convinced that change 
was warranted. This applied to format, type style, size 
of the Journal, and the introduction of such features as 
special sections and topical groups of papers devoted 
to a subject of importance, overview and other special 
lead articles, and, more recently, our new Clinical and 
Research Reports section. He has wanted the Journal 
to be as good as possible, and he has given thoughtful 
consideration to gll suggestions for change, whether 
they came from an author, a member of the staff, an 
Association member he met on one of his frequent 
trips around the country, or anyone else who had 
something to say. The Journal has never been far from 
his thoughts. Reading manuscripts on planes, at home 
in the evenings and on most weekends, and during his 
so-called ‘‘vacations’’—this has been his way of life 
for the past 13 years. I have never known a person 
who has been more dedicated to his job than Dr. 
Braceland. 

The final quote, which refers back to Dr. Brace- 
land’s letter to Dr. Gibson, needs no comment from 
me. From a current member of our Editorial Board, it 
says it all: 
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You are.more than entitled to do the reading and other 
things you want to do without worrying that thousands of 
psychiatrists will be mad at you for not continuing to take 
care of us! But you have spent a marvelous lifetime pre- 
paring us to negotiate our selfishness. By all means go 
home while the music is playing——it will play forever for 
you. 


These letters are a testament to some of Dr. Brace- 
land’s better-known qualities. I would also like to 
touch on one or two other qualities that have particu- 
larly impressed me. 

The first is pride—pride in being a physician and es- 
pecially a psychiatrist. This is a pride associated not 
with arrogance but with the possibilities of service to 
one’s fellow man. Dr. Braceland has been pleased in 
recent years—and this has permeated his writings— 
that psychiatry has moved closer to the rest of medi- 
cine. He sees psychiatry’s principal mission as taking 
care of the mentally ill. The ‘‘medical model” means 
different things to different people; to Dr. Braceland, if 
my perception is correct, it means the well-trained, 
compassionate physician putting the needs of the pa- 
tient before all else. In selecting material for the Jour- 
nal he has kept uppermost in his mind: Will this help 
psychiatrists with their patients? 

His pride has a wry twist. He is understandably 
proud of the honors his beloved profession has be- 
stowed on him—head of the Navy’s Neuropsychiatric 
Branch during World War H, Secretary of the Ameri- 
can Board of Psychiatry and Neurology, President of 
the American Psychiatric Association, and, most re- 
cently, Editor of APA’s official journal. But there is 
another side. ‘‘I’m always afraid when I’m introduced 
to a psychiatrist for the first time,” he has been known 
to say, ‘‘that I may have sent him as a young medical 
officer to Attu, or signed the letter telling him he failed 
his Boards, or rejected one of his brainchildren.”’ 

“Rejecting brainchildren’’ brings me to another of 
Dr. Braceland’s qualities as Editor. The Journal can 
accept fewer than a quarter of the articles submitted to 
it. For Dr. Braceland, some decisions to reject—when 
the paper was clearly below standard—were not diffi- 
cult. But others brought agony. His concern was not 
so much the fear of losing a good article (rejected au- 
thors sometimes sent him a reprint of their article 
when it was published elsewhere and this pleased him) 
as concern over the author’s wounded feelings. Many 
authors received special letters from Dr. Braceland 
rather than the form letters a large journal is often 
obliged to use. These letters reflected the Editor’s 
character—his charm, wit, and compassion. They also 
transmitted his genuine regret, and a number of au- 
thors have written him to say, ‘‘That was the nicest 
rejection I ever received.” ` 

Finally, a more personal note. When Dr. Braceland 
and J began working on the Journal 13 years ago, neil- 
ther of us knew quite what to expect of the other. The 
relationship—and I think this is true with most impor- 
tant relationships—took a while to develop to a point 
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where we were both comfortable with it. -Part of the 
reason for its success was that we both were com- 
mitted to do the best job possible, and each of us re- 
spected that commitment in the other. But also of 
great Importance was Dr. Braceland’s extraordinary 
(uncanny, almost) sensitivity to the feelings of those 
within his orbit. Within two minutes of his walking into 
the Journal office on his visits from Hartford he could 
tell how things were going with us on the editorial 
staff, and if there was a problem he offered his assist- 


ENGL 


ance in solving it. The other members of iF: 


not only have respected Dr. Braceland 


guished Editor but have come to love hi - 
and sensitive human being. 

One could search Bartlett and discov:: 
quote that might capture some of Dr. Brac: 
cial qualities. I prefer a verse from Prove’: 


Wisdom is the principal thing, therefore +` 
Yea, with all thy getting, get understand: + 
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Discriminating Features of Borderline Patients 


BY JOHN G. GUNDERSON, M.D., AND JONATHAN E. KOLB, M.D. 


Borderline patients were compared with schizophrenic 
patients, neurotic depressed patients, and a group of 
patients with differing diagnoses. The purpose of this 
comparison was to find out whether borderline 
patients could be discriminated from other 
psychopathological groups and whether a discrete list 
of recognizable characteristics discriminating 
borderline patients could be isolated. According to the 
results of the comparison, borderline patients can be 
discriminated with high accuracy from matched 
comparison groups with whom diagnostic confusion is 
common. Seven criteria provided a clinically sensible 
and practical means of approaching the diagnosis of 
borderline disorder. 


THE FIRST STEP in defining a clinical syndrome is to 
demonstrate that it is a recognizable entity that can be 
discriminated from other disorders. This is particularly 
relevant to borderline disorder because of its pre- 
sumed position between psychosis and neurosis and 
the arguments that persist as to whether it is really a 
subtype of schizophrenia or a variant of affective dis- 
order. In a previous report (1) the descriptive literature 
on borderline patients was reviewed and those charac- 
teristics of borderline patients about which there is 
consensus were summarized. We have also demon- 
strated which of those consensus characteristics were 
actually found and which were not found in a system- 
atic study (2). In this report we ask two new ques- 
tions. First, can borderline patients be discriminated 
from other psychopathological groups with whom di- 
agnostic confusion often exists? The failure to do so 
would cast doubt on the rationale for continuing use of 
borderline disorfler as a separate diagnostic entity in 
our clinical parlance. A positive result could lend sup- 
port to the inclusion of borderline disorder in our stan- 
dard nomenclature. The second question addressed in 
this study is, Can a discrete list of readily recognizable 
characteristics that are highly discriminating be isolat- 
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ed? Such a list could be useful in selecting a sample of 
borderline patients in a replicable way. 


METHOD 


All of the patients included in this study were given 
clinical diagnoses by the admitting physician at 
McLean Hospital. All of the patients were hospital- 
ized, were between the ages of 16 and 35, and had no 
evidence of organicity. Only patients given an initial 
diagnosis that was considered certain for schizophre- 
nia, neurotic depression, or borderline personality 
were included. Patients given a primary diagnosis of 
alcoholism or drug habituation, even if they were con- 
sidered to have a borderline personality organization, 
were not included. Each sample was further screened 
using independent research criteria and/or clinical 
diagnoses to prevent overlapping diagnoses (3). The 
samples were matched for age, sex, race, and marital 
status (2) (see table 1). The patients were generally 
young, white, middle-class people from the Boston 
area; approximately two-thirds of them were women. 

After giving informed consent, the 64 patients were 
interviewed within one week of admission using the 
Diagnostic Interview for Borderlines (DIBs). The DIBs 
consists of 123 inquiries (“‘items’’), from which 29 of 
the characteristics of borderline patients found in the 
literature (each presented as a ‘“‘statement’’) are 
scored. These statements are distributed in the 5 areas 
(‘‘sections’’) of the interview as follows: 4 for social 
adaptation, 5 for 1mpulse/action patterns, 5 for affects, 
8 for psychosis, and 7 for interpersonal relations. The 
statements are added and converted into a scaled 
score for each of these 5 sections. Reliability and scor- 
ing characteristics of this instrument have been report- 
ed elsewhere (4). 

A stepwise discriminant function analysis was used 
to compare the borderline sample (N=31) with three 
different comparison groups.! The first comparison 
group was composed of 22 schizophrenic patients. The 
second comparison group was composed of 11 patients 
with neurotic depression. The third comparison group, 
called ‘‘all others,” consisted of a combination of the 
schizophrenic and neurotic depressed.patients plus a 


This method uses Rao’s V to indicate the separation between 
groups. The first variable entered is one that maximizes V. This 
proceeds sequentially unless the variable correlates highly with all 
other variables in the function. In that case the V will decline and 
that variable is excluded. 
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TABLE 1 ; 
, Demographic Variables and Diagnoses of 64 Inpatients* 
_  .. _ Diagnosis 
Borderline Disorder Schizophrenia Neurosis 
Variable ee (N=31)... ... (N=22) (N=I11) 
Mean age 23.7 23.7 - 205 
Sex 
Men 9 8 4 
Women 22 14 7 
Marital status 
Ever married I] 4 2 
Never married 20 18 9 
* All of the patients were white except 1 black patient, who was in the border- 
line group. : 


mixed group of 9 patients with other diagnoses. For 
each of these three comparisons discriminant func- 
tions were done on two sets of variables. The first dis- 
criminant function was done on the 29 summarizing 
statements. The second analysis was a discriminant 
function using the scores from each of the 5 sections of 
the interview. One further discriminant function analy- 
sis was done on the comparison between the border- 
line patients and all others. This function was done on 
10 items selected because we have found them espe- 
cially helpful in our clinical experience. Other reasons 
for selecting these items were that they reflected inde- 
pendent areas of function and were among the most 
significantly discriminating according to t tests. The 
best overall discriminators were then synthesized on 
the basis of clinical and conceptual overlap into a dis- 
crete list of clinically sensible discriminating charac- 
teristics, í 


RESULTS 


The borderline patients were first compared with the 
schizophrenic patients, then with the neurotic de- 
pressed patients, and then with the group of patients 
with differing diagnoses. 


Borderline Versus Schizophrenic Patients 


Together, the 8 statement variables listed in table 2 
were able to discriminate the borderline sample from 
the sample of schizophrenic patients with 100% accu- 
racy. The most useful discriminator was flat affect. It 
was unusual to find flatness in our borderline sample, 
but it was common in the schizophrenic patients. This 
difference was more obvious in terms of affect within 
the interview than as it was reported in the patients’ 
recent histories. As found previously (5, 6), although 
schizophrenic patients actually evidenced consid- 
erable depression and reported recent histories of oth- 
« er affects, unlike borderline patients they were often 
flat at the time of the interview. 

The variable of devaluation/manipulation reflects 


qualities of the close interpersonal relationships of 


borderline patients that are less evident in schizo- 
phrenic patients. In fact, as the “‘loner’’ variable in- 
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TABLE 2 
Standardized Coefficients in Comparison of Borderline i.o 4 
phrenic Patients and DIBs Statement and Section So - 


Variable Standard. | sas © 


—m ——— 1 m ee re SY 


Statement description 
Flat/elated** 
Devaluation/manipulation 
“Loner ** 

Derealization*** 

Drug abuse 

Psychotic experiences on drugs 
Aggressiveness 

Active social life 

Section description 
Interpersonal relations 
Impulse/action patterns r 
Social adaptation 
Affects 


*For the DIBs statements, Wilks’ Lambda was .20) the 
the borderline patients was .776, and the group esni 
phrenic patients was —1.012. For the DIBs sectias s. \ 
.418, the group centroid for the borderline patients wa. °° i 
centroid for the schizophrenic patients was ~. 863 
** A low score on this variable was expected to cha ‘cx 


tients. 

***This variable was higher in the comparison group ( e ao 
direction). 

dicates, the schizophrenic patients were >° i«u 


be socially isolated and to lack the m: = 


ships of the borderline patients. The a: . sien 


zation was more frequent in the schizap* 
than in the borderline patients was also ° 


vious study using other samples (5). Pe ( 
siveness of drug abuse and the fact ih. E 
borderline patients had psychotic expe Ls 
while on drugs were also useful diser: o . s 
final two statement variables reflect {le : ( 


of social aggressiveness and more aci'\. 

volving groups of people found in tre 

tients than existed for the schizophren . 
Although all 5 areas of assessment ve . 

in locating the most discriminating grcu- 

the psychosis section did not provide u». 

information when the section total «c>; aN 

lyzed (see table 2). These 4 variables w: 

criminate the two groups of patients v it: 

racy. The most useful section totals 

personal relations and impulse/action p.v ° $ 

which reflect more enduring behavio“a 

analysis suggests that the least useful 

discriminating borderline from schizo’ oe 

can be expected to come from the s g > i 

information. 


Borderline Versus Neurotic Depressed 


The 14 scored statements listed in ti. 
to discriminate the borderline from t! y 
pressed sample with 95.45% accuracy. ' 
parison with the schizophrenic paite 
abuse and the occurrence of psyciici 
while using drugs were helpful discri-n : ia 
ly discriminator from the affect eval: © cae. 


é 


BORDERLINE PATIENTS 


TABLE 3 
Standardized Coefficients in Comparison of Borderline Versus Neurot- 
ic Depressed Patients and DIBs Statement and Section Scores* 


Vgriable Standardized Coefficient 





Statement description 


Drug abuse 41] 
Dysphoria/anhedonia .307 
Sthool/work achievement** ~ 54] 
Devaluation/manipulation 353 
Paranoia a5 
Past therapy regressions .443 
Antisocial 297 
Psychotic experiences on drugs 28! 
Difficulty being alone 222 
Instability OL 
Hallucinations/delusiops*** 281 
Mania, delusional*** 195 
Past therapy relationships 211 
Sexual deviance 228 
Section description 
Impulse/action patterns 59) 
Interpersonal relations 62) 
Psychosis 236 


*For the DIBs statements, Wilks’ Lambda was .167, the group centroid for 
the borderline patients was .546, and the group centroid for the neurotic 
depressed patients was —1.489. For the DIBs sections, Wilks’ Lambda 
was .530, the group centroid for the borderline patients was .410, and the 
group centroid for the neurotic depressed patients was —1.119. 

**This variable was higher in the comparison group (i.e., not in the expected 
direction). 
*** A low score on this variable was expected to characterize borderline pa- 
tients. 


borderline patients reported more frequent and sus- 
tained dysphoria and anhedonta. Borderline patients 
were more frequently found to have a sexually deviant 
pattern (usually promiscuity) or antisocial pattern, and 
they had lower school or work achievement records. 
Borderline patients were more intolerant of being 
alone, but their interpersonal relations were more un- 
stable and marked by more devaluation and manipula- 
tion. Such problems were often evident in their pre- 
vious treatment experiences, which indicated counter- 
transference problems, staff splitting, and frequent 
reports of ‘‘getting worse.” A final major area of dif- 
ference is that the borderline patients were more likely 
to report brief paranoid experiences and occasionally 
had experiences that resembled hallucinations but 
proved difficult to evaluate. The neurotic depressed 
patients were more likely to have had possible manic 
episodes. 

With respect to the section scores (see table 3), once 
again more enduring patterns (impulse/action patterns 
and interpersonal relations) proved more valuable than 
signs and symptoms. The section scores discriminated 
the two groups of patients with 84.09% accuracy. Nel- 


‘ther social adaptation nor affects added much when 


the other three sections were taken into consideration. 


Borderline Patients Versus All Others 


The comparison between borderline patients and all 
of the other patients sharpened the focus on those 
characteristics of borderline patients which are the 
best overall discriminators for use in a variety of dif- 
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TABLE 4 
Standardized Coefficients in Comparison of Borderline Patients Versus 
All Others and DIBs Statement and Section Scores* g 


Variable Standardized Coefficient 
Statement Description 
Devaluation/manipulation 163 
Drug abuse .460 
Flat/elated** .176 
**Loner’’** 214 
Paranoid 283 
Manic, delusional** 380 
School/work achievement .185 
Hallucinations/delusions** .253 


Derealization*** — 257 


Sexual deviance 324 
Dependency/masochism 219 
Past therapy regressions BAP 
Manipulative suicide 222 
Angry, hot-tempered .155 
Section description 
Impulse/action patterns .485 
Interpersonal relations .468 
Psychosis .194 
Affects .175 
Social adaptation .154 


*For the DIBs statements, Wilks’ Lambda was .309, the group centroid for 
the borderline patients was .965, and the group centroid for all of the other 
patients was —.706. For the DIBs sections, Wilks’ Lambda was .537, the 
group centroid for the borderline patients was .790, and the group centroid 
for all of the other patients was —.578. 

**A low score on this variable was expected to characterize borderline pa- 
tients. 
***This variable was higher in the comparison group (i.e., not in the expected 
direction). 


ferential diagnostic problems. The 14 DIBs statements 
shown in table 4 were able to discriminate the border- 
line patients from all other patient groups with 86.84% 
accuracy.” Because of clinical and conceptual overlaps 
within the 14 variables they can be condensed into the 
following 7 criteria: 

1. Low achievement. The typical level of the school 
and work achievement in the two years before hospi- 
talization was quite low in borderline patients. This 
was so despite apparent talent or ability to do better 
and was quite similar to the achievement levels at- 
tained by schizophrenic patients. 

2. Impulsivity. The principal form this took was a 
pattern of serious alcohol or drug abuse. Sexual de- 
viance was highly related to impulsivity because it 
consisted largely of the promiscuous behavior of bor- 
derline patients under the influence of alcohol or other 
drugs. 

3. Manipulative suicide. This refers to those suicide 
efforts or gestures which seemed designed to exact a 
“saving” response from a significant other. This com- 
monly occurred as wrist slashing or overdosing and 
was the most frequent precipitant for hospitalization. 

4. Heightened affectivity. Borderline patients dis- 


2 Application of this function to an additional independent sample of 
29 clinically diagnosed borderline patients accurately identified 
76%. In another analysis, 81% of 27 patients who were classified by 
this function as having borderline disorder had been given this clin- 
ical diagnosis. 
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played multiple intense affects. Anger may be the most 
, discriminating of these. Even more important in dis- 
criminating borderline patients from others was the ab- 
sence of flat affect and the relative absence of satisfied 
feelings. 

5. Mild psychotic experiences. These most com- 
monly took the form of drug-free paranoid ideation, 
derealization experiences, and a history of regressions 
or getting worse in previous treatment. Occurrence of 
any of these in the absence of severe widespread psy- 
chotic symptoms of any type in the patient’s past life 
was a strong indicator for the borderline diagnosis. 

6. High socialization. Borderline patients were defi- 
nitely not socially isolated (‘loners’’) and were, in 
fact, intolerant of being alone, i.e., compulsively so- 
cial. 

7. Disturbed close relationships. Devaluation, ma- 
nipulation, dependency, and masochism characterized 
and caused instability in the intense attachments of 
borderline patients. Devaluation refers to the tendency 
to discredit or undermine the strengths and personal 
significance of important others. Manipulation is used 
here to describe those efforts by which covert means 
were used to control or gain support from significant 
others. Some typical ways included somatic com- 
plaints, provocative actions, or misleading messages. 
Masochism refers to the pattern in which borderline 
patients repeatedly, knowingly, and avoidably found 
themselves hurt in their close relationships (1.e., they 
saw themselves as victimized). The dependency issues 
of borderline. patients were frequently manifest in re- 
ceiving actual caregiving or directions from their im- 
portant other. 

A discriminant function by section scores showed 
that for this comparison all 5 areas provided valuable 
discriminatory information (see table 4). The section 
scores discriminated the patient groups with 81.58% 
accuracy. As in the previous comparisons, sign and 
symptom areas (psychosis and affects) were less help- 
ful than the impulse/action patterns and interpersonal 
relations. 

The third function on this comparison was derived 
from 10 highly specific items that had shown dif- 
ferences on t tests. The 7 items included in the function 
are shown in table 5 in the form in which they are 
asked on the DIBs. This function discriminated the 
borderline patients from all others with 85.35% accura- 
cy. This is very similar to the function that was derived 
from statements. Sadism reflected a habitual pattern of 
being hurtful in relationships despite conscious knowl- 
edge of the effect. Two other items had to do with the 
fact that the delusions reported by borderline patients 
were circumscribed and ego alien (patients felt dis- 
turbed about them, i.e., they were experienced as 
symptoms). Lopeliness and emptiness were very fre- 
quent complaifits and quite specific to the borderline 
patients. Another useful discriminator was the fre- 
quency with which borderline patients reported having 
formed special relationships with previous therapists 
or others in caregiving positions. Other items that re- 
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TABLE 5 


Standardized Coefficients in Comparison of Borderline * 


All Others and DIBs Items* 


see 





Hem Desenphon = 


Do your significant others complain that you i- 


mean (e.g., teasing, beating. withholding)? 

Have you ever hurt yourself deliberately—otre 
than suicide? 

(After making inquiries for delusions) How de yv 
explain (the delusion) to yourself? How do yeu ce. 


perience the belief that (the delusion)? (juc:- 


whether ego dystonic) 

Do you suffer chronic feelings of emptiness or lone 
ness? 

(After inquiries for delusions) How does your ^ne | 
in (the delusion) affect you? (Judge whether dc: 
sions are widespread) 

Have you ever been dependent on any drug? 

Have you developed special relationships with it: 
of the staff or psychotherapists you have been n 
volved with? 


*Wilks’ Lambda=.382; the group centroid for the voi. . 
.823; the group centroid for all the other patients w ıs 


sembled aspects of the previous functie- 


history of self-mutilation and drug depe ^ ' 


DISCUSSION 


This study has shown that borderline r: . 


discriminated with high accuracy from r 
parison groups with whom dlagnosiic 
common. The fact that there were fewe 
with slightly higher power for discrin ` 
line patients from schizophrenic patic~ 
neurotic depressed patients may reflec’ 
the diagnosis of neurotic depression is ` 
more difficult differential diagnosis. If +: 
apply only to hospitalized neurotic depre- 
who are a much more disturbed grs, 
hospitalized neurotic patients. 


The advantage of a list of the best ov,- 


nators developed from items over one de. 
statements is that the items are more d's.. 
pler to evaluate or quantify. The list <“ 
derived from the statements was conde" 
teria that provided a clinically sensibic 


means of approaching the diagnosis of `> 


order. These have the advantage of ber: 
ly applicable and conceptually enlighte:. 
Two unresolved questions about this . 
degree to which the discriminating va°-. 
this study are generalizable to other sei 
diagnostic habits may differ and to wri. 
would hold up if other comparison gre 
ployed. A potentially more difficult «- 
would be one made up of patients with r 
orders not considered borderline. Even -> 
ing would be to examine a sample frei! 


are i 


:» ea re 
+ g£: 


‘ de. 
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BORDERLINE PATIENTS 


admissions or a cross-section of the general popu- 
lation. 

There are several ways in which we foresee these 
results can be used. The acceptance of a reasonable 
and replicable approach to the use of the term ‘‘bor- 
derline’’ can help clinicians anticipate certain clinical 
problems and subtypes. Among these are the probable 
contraindications for unmodified psychoanalytic treat- 
ment (7, 8), the questionable advisability of antipsy- 
chotic medications (9), the risks of staff splits (10), and 
the temptation to underestimate or overestimate the 
patient’s potential level of functioning. A major impli- 
cation of several of the recent reports (5, 11) on the 
social functioning of borderline patients also targets 
the low level of work and school achievement as a ma- 
jor problem for such patients and points to the role that 
social learning programs (groups, rehabilitation, mi- 
lieu) can have in comprehensive treatment planning. 

A second advantage of a practical and replicable 
guide for diagnosing borderline patients is that it would 
allow research to proceed into questions whose an- 
swers are controversial or unknown. Among these 
questions are the following: 1) Are borderline patients 
a heterogeneous group containing subgroups that 
could more appropriately be placed in other standard 
diagnostic categories? 2) Do borderline patients have 
common genetic linkages with chronic schizophrenic 
patients, as suggested by the adoptive studies (12)? 3) 
Do formulations employing splitting and projective 
identification as the predominant defenses (13) or 
abandonment depression (14) reflect our understand- 
ing of these patients; or, as others have suggested, are 
different formulations required (15)? 4) Do these pa- 
tients have specific psychopharmacological sensitivity 
to antidepressants or lithium (9)? 5) Is an expressive 
supportive psychotherapeutic approach (16) prefer- 
able to a more limited ego-directed approach (7, 17)? 6) 
Are there characteristic interactional patterns or pa- 
rental psychopathology in the families from which 
these patients originate? 7) Does the course of these 
patients parallel that of schizophrenic patients (5, 11)? 
8) Do the children of patients designated borderline by 
these criteria have a high risk for growing up to be 
chronic schizophrenics (18, p. 25; 19)? 

These results provide evidence supporting those cli- 
nicians who have argued that borderline patients have 
a recognizable personality disorder. As Grinker and 
associates (20, 21) have shown, these results also in- 
dicate that a definite syndrome exists. The results clar- 
ify what the most discriminating aspects of that syn- 
drome are and provide a replicable means for identi- 
fying borderline patients. Further studies that use 
- these criteria are under way to search for external vali- 
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dators in terms of treatment responsivity, course, and 
etiology; such studies could further establish this syn- 
drome as a coherent psychiatric disorder. 
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Personality and the Prediction of Long-Term Outcome of 


Depression 


BY MYRNA M. WEISSMAN, PH.D., BRIGITTE A. PRUSOFF, M.P.H., 


AND GERALD L. KLERMAN, M.D. 


In a follow-up study of 150 women who had undergone 
treatment on an outpatient basis for acute depression, 
it was found that the most important predictor of their 
long-term clinical outcome (8, 20, and 48 months after 
the acute episode) was personality as measured by the 
Neuroticism Scale of the Maudsley Personality 
Inventory (MPI-N). Age, race, social class, marital 
status, religion, number of previous depressions or 
suicide attempts, diagnosis, history of early deaths of 
or separations from significant others, history of 
neurotic traits as a child, amount and type of stress in 
the 6 months before onset, and severity and pattern of 
pretreatment symptoms were not predictive of 
outcome. 


ALTHOUGH CLINICIANS and psychotherapists have 
long emphasized personality as a major variable in 
case discussions and theoretical discourse, personality 
measures usually have not been included as predictors 
of long-term outcome of depression. Most of the stud- 
ies of depressive disorder that attempt to predict long- 
term outcome focus on the patient’s pretreatment 
severity or patterns of symptoms or on diagnostic sub- 
types (e.g., the psychotic-neurotic, endogenous-reac- 
tive, or primary-secondary distinctions). A recent un- 
published review of these studies by Shapiro and 
Klerman,! which distinguished between long- and 
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short-term outcome, found few predicte: 
past history, sociodemographics, i: 


showed few consistent relationships ic - 


measures of personality were rarely use. 
indicators. 
In the Boston-New Haven Collabor:: 


Depression, 150 women with depressicr . 
with drugs and/or psychotherapy for 8 ~> 
ing symptomatic improvement of thei: . 
sive episode. Among the various pre¢:: 
assessed at the start of treatment, tF: 


Scale (N Scale) of the Maudsley Persor : 


(MPI) proved to be the single most imps ` 


of chronic poor outcome with psycnct 
drug treatment, as will be described. iF 


the end of 8 months of maintenance tr: 
follow-up 20 and 48 months after the cc * 


METHOD 


The full methodological details, inciu: 
the selection of patients and for ile 
change, have been described elsewhvi: 
cipal criterion for admission into the vc 
phase was a Raskin depression score «* 
At entrance into treatment, conside-c. 
patient’s social and psychiatric status \ 


The Patients 


The patients were all women whose ` 
the late 30s and who were usually from 
lower-middle social classes. Diagno+t.: 
typically neurotic depressive patier > 
bulatory, nonpsychotic, nonbipolar 
enced either no previous episodes cf d: 
ly one. 


Treatment Phases 


Patients who entered the acute trezi- 
ceived 100-200 mg of amitriptyline a 2. 
responded after 4-6 weeks of acute tre: 
the maintenance phase, which took te 
balanced factorial design, conductec 
(New Haven and Boston). In the mat’: 
all patients were seen monthly by the <. 
trist in brief interviews for assessment i 
In addition, half of the patients vers 
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PERSONALITY AND DEPRESSION 


signed to weekly individual psychotherapy. All pa- 
tients continued to receive amitriptyline for a transi- 
tional phase of 2 or more months and were then further 
randomized into one of three drug procedures. Within 
each contact group, one-third of the patients continued 
on amitriptyline, one-third were withdrawn double- 
blind onto placebo, and one-third were overtly with- 
drawn from medication. Treatment continued in these 
six treatment groups for a further 6 months, a total of 8 
months, and then ended. Patients were then no longer 
under the direct clinical responsibility of the two re- 
search clinics. 


Follow-Up 


Twenty and 48 months after maintenance treatment 
had ended the patients were again located and inter- 
viewed. A psychiatrist and a research assistant re- 
viewed with the patients their clinical course and treat- 
ment experience since the previous contact. At 20 
months, 149 patients were located and followed; at 48 
months only the first 94 patients were followed due to 
the termination of the project. 


Criteria for Chronicity 


A crucial aspect of the follow-up study depended on 
assessing the patient’s longitudinal clinical course and 
developing objective criteria for chronicity. Using the 
information collected at each interview, a month-by- 
month rating of the patients’ clinical status on a 7-point 
global scale was reconstructed for each month during 
the follow-up period. On the basis of these ratings each 
patient received a blind assignment to one of three 
groups: asymptomatic, moderate, and chronic. The 
asymptomatic patients were almost entirely symptom 
free over the period assessed and never rated higher 
than a 2 more than 1 month out of 12. Patients with a 
chronic course were never asymptomatic during the 
period assessed and maintained a continual moderate 
level of symptoms (mean rating of 3). Patients who did 
not meet either of these criteria were assigned to the 
moderate group. 


Personality Assessment 


Personality was evaluated using the Maudsley Per- 
sonality Inventory (MPD, a 48-item self-report scale 
developed by Eysenck in Great Britain and extensive- 
ly used as a general mode of personality assessment 
(3-5). Two scales were derived from the MPI: the N 
Scale (neuroticism), which is a general index of the pa- 
tient’s predisposition to neurotic illness, and the E 
Scale, which is related to the introversion-extraversion 
concept and relies heavily on ideas of Jung. The MPI 


‘has been used extensively in Western Europe and the 


United States, particularly in research on depressed 
patients, where it has been shown to be related to dif- 
ferent types of depression and to differentiate between 
depressed patients and other diagnostic groups. 

The MPI-N was completed by the patients after 1 
month of treatment, when they had shown a sympto- 
matic response. This procedure was followed in order 
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TABLE 1 
Clinical Course of Depressed Patients 8, 20, and 48 Months After | 
Acute Episode (in percents) 


Months After Acute Episode 





8 20 48 
Clinical Course (N=150) (N=149) (N94) 
Asymptomatic 
{complete remission) 31 28 24 
Moderate or fluctuating symptoms 50 60 46 
Chronic symptoms 19 12 30 


FIGURE 1 

Relationship Between MPI-N Scores and Clinical Course 8, 20, and 

48 Months After Acute Episode of Depression 
Clinical Course 

C] Asymptomatic 

Moderate 

EE Chronic 






Normal score 


MPI-N SCORE 


8 20 4 


8 
MONTHS AFTER ACUTE EPISODE , 


to minimize the effects of illness on reporting (6). Sub- 
jects were instructed to answer according to how they 
usually acted or felt. Appendix 1 shows a sample of 
items from the N and E Scales. 


RESULTS 
Clinical Course 


Table 1 presents the clinical courses of depressed 
patients 8, 20, and 48 months after the acute index epi- 
sode. The 8-month assessment covered the previous 6 
months, while the patients were on maintenance thera- 
py. The 20-month period covers the past year since 
termination of maintenance treatment, and the 48- 
month period covers the past 2 years. We used the 2- 
year period because we felt that a longer time span 
might result in poor recall. In all three periods about 
one-third of the patients were in complete remission 
and between 12% and 30% were chronically but mildly 
symptomatic. 


Sociodemographic, Historical, and Clinical 
Characteristics *e 


Appendix 2 lists the social, historical, and clinical 
variables that did not differentiate the chronic group. 
The amount of stress experienced in the past 6 months 
was measured using the Recent Life Events Scale. The 
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patients’ pretreatment symptoms were assessed by a 
modified version of the Hamilton Rating Scale for De- 
pression, the Raskin Depression Scale, and by two 
self-report scales, the Inventory of Psychiatric and So- 
matic Complaints and the Mood Scales (1). 


Personality 


Of the two scores derived from the MPI, the N score 
for neuroticism showed a difference, but the E score 
did not, supporting our conclusion that our findings 
were not due to a halo effect or to nonspecific response 
set factors. Compared with the other clinical outcome 
groups, the chronic patients had higher neuroticism 
scores Initially and at 8, 20, and 48 months (see figure 
1). Although the differences did not reach significance 
in the 48-month period, the trends were in the same di- 
rection. The chronic patients were initially more neu- 
rotic. The personality scores on the N Scale at the be- 
ginning of treatment were predictive of clinical out- 
come. In fact, there was a gradient in that the chronic 
patients had the highest initial scores (all above 30). 
The patients who were asymptomatic had the lowest 
initial scores (between 2] and 23, which is close to the 
reported score of about 20 in normal populations). The 
intermediate MPI-N scores of the moderately sympto- 
matic group were above the normal. 


DISCUSSION 

These findings show that personality assessment is a 
useful predictor of the clinical course and long-term 
outcome of the ambulatory nonbipolar depressed pa- 
tient. The clinical significance of these findings 1s that 
patients with long-standing neurotic maladaptations as 
measured by the MPI-N are at risk for persisting de- 
pressive difficulties. Such patients are particularly vul- 
nerable to poor long-term outcomes. These findings al- 
so raise methodological questions about the assess- 
ment of personality, as well as clinical questions about 
the relationship between personality, clinical course, 
and treatment. 


The Assessment of Personality 


The relationship between personality and depres- 
sion has been discussed in the clinical literature for 
over five decades. Chodoff (7) reviewed the psycho- 
dynamic and interpersonal theories related to depres- 
sion in 1972. Most theories emphasize the etiological 
relationship between personality and depression and 
seek personality factors that may be an antecedent to 
the depression. In this framework, emphasis has been 
placed on such factors as dependency, guilt, and hos- 
tility turned against oneself as well as general neuroti- 
cism. A second area of interest in the personality-de- 
pression relationship has been the attempt to relate 
personality patterns to symptom profiles in such a way 
that relationships have been shown between such pat- 
terns as hystericism and obsessionality (8). Relatively 
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little attention, however, has been paid in ‘t 
literature to the role of personality as a ` 
clinical course and long-term outcome. 
The Maudsley Personality Inventory. t^: de 
in this research, is a very broad measure re- m 
assess dimensions of personality, suck as < 1: 
hostility, dependency, feelings of guilt, a«n ` 


al features, that have been identified int> > «e"l 
erature as related to predisposition to de> > 1 f: 
ture follow-up studies of depressive subje. -' © oL 
clude, in addition to the MPI persona + tas. «s 


some of the newer measures developed» > © ©) P 
depressed patients and being tested by th. 
the Collaborative Project on the Psychot © e D, 
pression (9).? ° 


State, Trait, Response Set 


There has been controversy about the Bane omer ie 
sonality measures as assessments of ‘ri: PGK 
much they merely reflect clinical state.” . uv 0° 


are raised by this controversy: 1) Is pez. 3 ¿ni 
direct measure of severity of clinical de; i 
2) Does personality assessment reflect sean ii 
sponse set? 

In regard to the first question we fou": `: i 


severity of depressive symptoms and. s> i 
previous history of depression did not © : i v 
term outcome, I.e., the patients who we` > ~ f 
sickest did not have the poorest outcome 4° 43 
patients with the most neurotic pes ae d 
Therefore, severity of depression ar. . 74 al 
seem to be separate dimensions. 

In regard to the second question. i>. ouw a 
measures completed 1 month after the Gry 
still predicted outcome after 8, 20. a. 9 u ve 
Therefore, if response set was operatic.. n o 
term and enduring. The fact that the i: © i:e | 

Be 40 


predict outcome argues against a genere’ . ` 


Personality, Course, and Treatment 


Although the detailed data are not po: > ce n 
there was suggestive evidence that pers: St 
may be influenced by treatment. As a ge ` u` T4 
mation of the effect of personality on 1.> «r n 
tiple regression formulas were calculei.: ` i c 
trol group and for each of the treatm@r‘ ` » n< 
maintenance study. Of interest was tre © >u ag 
the regression equation for the conto! ° \ 
ceived neither drugs nor psychother: it Eee 
on the MPI-N Scale but not on the E © TO 
poor outcome to a highly significant e. 2 .' f 
the MPI-N scores had the single highes. 2 ix r 
multiple regression equation. Treatme E 
therapy and with drugs reduced the cee? > 4 N 
N score with outcome, suggesting th. :' c >c 


treatment was to ameliorate the negati’ > 
personality variable on outcome. 
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To further search for pretreatment variables that 
may have predicted the chronic outcome at the 20- 
month follow-up, we examined all patients who had 
been assigned to the no-maintenance-treatment group 
(N=50). We divided these 50 patients as to their clini- 
cal course in the follow-up: chronic (N=12) and non- 
chronic (N=38) (10). We compared the two groups as 
to Social history and pretreatment clinical status. From 
the large pool of variables, only neuroticism as mea- 
sured by the MPI-N significantly differentiated the 
chronic patients. The chronic patients in the no-main- 
tenance-treatment group were more neurotic, suggest- 
ing that the ‘‘neurotic’’ patient who receives no main- 
tenance therapy after an acute depression is at greater 
risk for developing chronicity in the subsequent 
months. This latter finding was not replicated after 48 
months, perhaps due to the reduced sample size or the 
presence of other intervening factors. Therefore, it 
must remain speculative. 

Together these findings suggest that many chronical- 
ly depressed patients, who for the most part have neu- 
rotic personalities, are patients who have partially re- 
covered from an acute episode and have mild unre- 
solved symptoms. Moreover, these findings highlight 
the utility of personality assessments in the longitudi- 
nal study of depressive subjects. Future longitudinal 
studies of depression that emphasize prediction should 
include personality measures in addition to the usual 
symptom and diagnostic ratings, and further attention 
should be given to the development of personality 
measures that include a broad range of dimensions. 
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APPENDIX 1 
Sample of Items from the Maudsley Personality Inventory Neuroticism 
and Extraversion Scale 


Neuroticism Scale Items 

Does your mind often wander while you are trying to con- 
centrate? 

Are you sometimes bubbling over with energy and some- 
times very sluggish? 

Are you often troubled about feelings of guilt? 


Extraversion Scale Items 

Do you usually take the initiative in making new friends? 
Are you inclined to be quick and sure in your actions? 
Do you prefer action to planning for action? 


APPENDIX 2 
Variables That Did Not Differentiate Chronic Depressed Patients from 
the Other Groups 8, 20, and 48 Months After Acute Episode 


Age 

Race 

Social class 

Marital status 

Religion 

Number of previous depressions 

Number of suicide attempts 

Early deaths of or separations from significant others as a 
child 

Neurotic traits as a child 

Amount and type of stress in the 6 months before onset of 
acute episode 

Severity of pretreatment symptoms 
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Side Effects in the Neonate from Psychotropic Agents Excrete: 


Through Breast-Feeding 


BY JAMBUR ANANTH, M.D., M.B.B.S., D.P.M. 


Neuroleptics, antidepressants, lithium, anxiolytics, 
and hypnotics may be excreted in breast milk. Because 
of the danger to the neonate, drugs such as diazepam, 
lithium, bromides, reserpine, and opium alkaloids 
should not be given to lactating women, and 
barbiturates, haloperidol, and penfluridol should be 
administered with caution. The side effects produced 
as aresult of breast-feeding of the infant by mothers 
consuming psychotropic drugs are reviewed and 
possible preventive measures are discussed. 


PSYCHOPHARMACOLOGICAL agents are used frequently 
during pregnancy to control nausea and vomiting and 
during labor for analgesic purposes, as well as after 
delivery for anxiety and depression. Thus they may 
reach infants of nursing mothers receiving these medi- 
cations. Even though there are many reports of neo- 
natal toxicity resulting from breast-feeding by mothers 
treated with psychopharmacological agents, no defini- 
tive answer to the problem ts currently available. In 
this paper the available literature is reviewed with the 
following aims: to provide guidelines as to what drugs 
to avoid giving breast-feeding mothers, to point out the 
need to anticipate side effects and observe the baby 
carefully if the mother is taking any drugs, and to point 
out the importance of monitoring the infant carefully if 
the mother is taking certain drugs known to produce 
side effects in the neonate. 


BREAST-FEEDING AND DRUG SIDE EFFECTS 
Sedatives and Analgesics 


Barbiturates and alcohol. The amount of barbitu- 
rates excreted in breast milk has not been found to af- 
fect the nursing infant (1). Sapeika (2) described a re- 
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heroin) and its effect on the newborn infant, Cobrink 
and associates (14) found a positive correlation be- 
tween the amount of the narcotic in the milk and the 
mothers’ intake of it. Several others (2, 5, 15, 16) have 
reported that therapeutic doses of morphine to nursing 
mothers result in the excretion in the milk of small 
quantities of morphine that do not harm the child. 
However, narcotics are consumed by addicted mothers 
in amounts higher than therapeutic doses. With such 
higher doses there is always the danger of the nursling 
developing side effects. In one study (14), 13 of 22 
breast-fed infants of mothers who had taken 2-45 mg 
of heroin per day were reported to have manifested 
withdrawal symptoms. One case report involved an 
infant breast-fed by 4 mother who became addicted to 
heroin after delivery. The baby showed signs of nar- 
cotic withdrawal every time the mother was deprived 
of the drug or whenever the drug was withheld for 
therapeutic reasons (17). Gradual weaning is one of 
the treatments proposed for such addicted infants (18). 
Meperidine has also been reported to be excreted in 
breast milk, but in quantities too small to affect the 
nursing child (19). 

Propoxyphene. Another commonly used analgesic is 
propoxyphene (Darvon), which has been found to be 
excreted in the breast milk of animals. In one study (3) 
the amount of propoxyphene in the stomach of a nurs- 
ing rat during the suckling period was only .04% of the 
total amount administered to the lactating rat. Catz 
and Giacoia (20) reported in a personal communica- 
tion from Eli Lilly and Company that following a sui- 
cide attempt with propoxyphene by a nursing mother, 
the quantity of the drug in the breast milk was half the 
amount in the mother’s plasma. A theoretical calcu- 
lation based on the above shows that an infant weigh- 
ing 5.4-7.3 kg could ingest up to 1 mg of the drug per 
day—a significant amount—if the mother were to con- 
sume the maximum recommended dose around-the- 
clock. 


Anxiolytic Sedatives 


Phenobarbital. Phenobarbital 1s an important mem- 
ber of this drug group even though it. is not used as 
frequently as in the past. For many years it has been 
known that thisedrug is excreted through breast milk 
(21), and it appears that therapeutic doses of barbitu- 
rates to the nursing mother have little or no effect on 
the infant (2, 4-6, 15, 19). However, one questionable 
report of toxicity in an infant has been found in the 
literature (22). In contrast to these findings, Finch and 
Lorber (23) reported a well-documented case of tox- 


‘icity involving methemoglobinemia, drowsiness, ec- 


chymosis, and collapse in the newborn breast-fed 
daughter of an epileptic mother who was taking 390 mg 
of phenobarbitone and 400 mg of phenytoin daily. The 
toxicity improved with the administration of 250 mg of 
whole blood, recurred upon resumption of breast-feed- 
ing, and improved when donor’s milk was used. In this 
case the side effects seemed to be fairly well estab- 
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lished, but they cannot be attributed to phenobarbi- 
tone alone. 

Although in general only quantities of barbiturates 
insufficient to directly affect the infant are excreted 
through breast milk, even these smal] quantities are 
enough to increase the activity of drug metabolizing 
enzymes in the liver. Phenobarbital in concentrations 
high enough to produce enzyme induction has been re- 
ported in animals (24). It must be stressed that the in- 
fluence of inducing agents is not limited to a specific 
group of‘enzymes. In infants this increased enzyme ac- 
tivity may affect other drugs and substances passed 
through breast milk, even endogenous corticosteroids. 

Diphenylhydantoin. This drug is used to treat epilep- 
tic psychiatric patients as well as nonepileptic psychi- 
atric patients. It is excreted in the milk in limited quan- 
tities (25, 26). It is generally assumed that no side ef- 
fects develop in the nursing infant (27, 28); and only 
one case of methemoglobinemia has been reported 
(23). 

Benzodiazepines. Therapeutic doses of chlordiaz- 
epoxide are excreted in breast milk in quantities in- 
sufficient to affect infants (4, 19, 20), but central de- 
pression similar to that produced by diazepam has 
been reported (29). Diazepam, after intramuscular in- 
jection, has been reported to cross the placenta rapidly 
(30). The drug is not metabolized at all in the fetal liver 
or small intestine, and thus the infant is susceptible. 
Diazepam administered during labor has been reported 
to affect the temperature regulation of neonates (31). 

Diazepam has also been reported to cross into 
breast milk (4, 19, 32, 33). Patrick and associates (32) 
described lethargy and weight loss in a nursing infant 
whose mother was taking diazepam. Erkkola and Kan- 
to (33) reported that from the fourth day on, there was 
a remarkable decrease in the level of diazepam and its 
metabolites in the neonatal blood, indicating that the 
first four days of the neonatal period may be the most 
susceptible time. Furthermore, these researchers also 
noted that detoxification of diazepam is accomplished 
by its conjugation with glucuronic acid, the same 
mechanism by which free bilirubin is eliminated. It is 
possible, therefore, that if infants receive diazepam 
through breast milk or from other sources, physiologi- 
cal jaundice may be prolonged and hyperbilirubinemia 
may occur. Indeed, this side effect has been noted in 
the infants of mothers who took diazepam during labor 
(34). On the basis of the current evidence, it is advis- 
able not to give diazepam to nursing mothers. Chloraz- 
epate may cause drowsiness and should not be admin- 
istered to nursing mothers, based on the manufac- 
turer’s advice (35). 

Meprobamate. Concentration of this drug in breast 
milk is two to four times that in maternal plasma (19). 
Infants should be monitered for possible signs of drug 
intoxication during meprobamate therapy. 

Beta-receptor blocking agents. Karlberg and associ- 
ates (36) have indicated that propranolol is excreted 
freely in breast milk and the actual milk-to-plasma ra- 
tio is greater than 1:1. Hence under no circumstances 
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should this drug be administered to a nursing mother, 
, and no mother taking this medication should be per- 
mitted to breast-feed her infant. 


Antidepressants 


Several studies (3. 4, 15) have reported that imipra- 
mine could not be found in breast milk after 5 days of 
administration. However, Vorherr (37) found that 
imipramine was excreted in breast milk and that while 
the drug level in plasma was .2-1.3 mg/100 ml, the drug 
level in milk was .1 mg. Therefore only .1% of the drug 
is excreted in the milk per day, and the neonate fed 
with breast milk should not be affected. Desipramine 
and amitriptyline are also not excreted in milk in appre- 
ciable quantities (4, 19). Therapeutic doses of tranyl- 
cypromine are excreted in breast milk in quantities too 
small to affect the child (4, 15). Therefore antidepres- 
sants of both groups can be safely given to a nursing 
mother. Of 103 nursing mothers who received dex- 
troamphetamine sulfate for postpartum depression, 
there were no instances in which a baby showed any 
evidence of stimulation or insomnia (3). Attempts to 
demonstrate the presence of the drug in milk have not 
been successful (19). 

Lithium. Lithium passes from maternal blood to 
breast milk. Infants breast-fed by women on lithium 
therapy do ingest a certain amount of the drug. In fact, 
Schou and Amdisen (38) have shown that in one 
sample the lithium concentration in breast milk was 
about half that in the nursing mothers’ blood. Simulta- 
neous measurement of the infants’ serum lithium con- 
centrations indicated that the levels were about one- 
half those of the mothers during the first week of life 
and about one-third during subsequent weeks. Based 
on these findings, they commented, 


Arguments can be presented both for and against the view 
that a lithium-treated woman should be permitted to 
breast-feed her child. On the one hand, during the preg- 
nancy the child has been exposed to the same lithium con- 
centration as the mother for many months, and it seems 
unlikely that exposure to a lower lithium concentration for 
a few more months will do any harm. 


However, I feel strongly that any mother on lithium 
should not breast-feed her baby for the following rea- 
sons. Even though the serum lithium concentration in 
the infant is one-half to one-third of the mother’s 
serum lithium level, the infant’s regulatory and ex- 
cretory mechanisms are not well developed; and toler- 
ance of lithium in intrauterine life does not automati- 
cally provide proof of safety during the early extra- 
uterine life. Other researchers (37, 39) have noted 
lithium levels in breast milk similar to those reported 
by Schou and Amdisen (38). Perhaps the findings of 
Tunnessen and, Hertz (40) lend support for not permit- 
ting the mother on lithium to nurse her baby. They re- 
ported a breast-fed baby who had a serum lithium level 
of .6 mEg/liter, compared with a serum level of 1.5 
mEq/liter in the mother and who manifested cyanosis 
and poor muscle tone. An ECG of the infant showed 
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T-wave changes in the lateral pericardi. 


were compatible with drug effect. 
Neuroleptics 
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should be aware of the potential side effects to the neo- 
nate resulting from breast-feeding. 

Most drugs are excreted in the milk in smal! quan- 
tities, but this fact cannot be too comforting because of 
the possibility of cumulative effects, slow or absent de- 
toxification, enzyme induction, and limited excretion 
in the neonate. In addition, even though side effects 
are°not apparent, certain subtle behavioral problems 
may develop. The physician, then, has two choices. If 
the mother requires prolonged medication, especially 
with drugs known or suspected to be dangerous, she 
should be advised to bottle-feed her infant. If the drug 
ingested by the mother is not Known to be dangerous, 
she should either be persuaded to bottle-feed or to 
keep strict vigilance over the infant being breast-fed. It 
is wise not to prescribe any medication to the lactating 
woman unless it is definitely needed. 

With our present inadequate knowledge, it is diffi- 
cult to prepare a list of drugs that are safe or are harm- 
ful to the breast-fed infant. However, we do know that 
drugs such as diazepam, lithium, bromides, reserpine, 
and opium alkaloids are to be avoided and that barbitu- 
rates, haloperidol, and penfluridol should be adminis- 
tered with caution. Finally, since our knowledge in 
this area is very limited, more research is needed. Tak- 
ing a complete drug history and monitoring the infant 
for possible side effects will ensure comparative safety 
to the infant and perhaps throw more light on this top- 
ic. In all suspected drug-related or unexplained reac- 
tions in breast-fed infants, examination of the mother’s 
drug history should be a priority, along with the cessa- 
tion of breast-feeding, at least on a temporary basis. 
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Imipramine Response in Deluded Depressive Patients 


BY FREDERIC QUITKIN, M.D., ARTHUR RIFKIN, M.D., AND DONALD F. KLEIN, M.D. 


The authors examined how delusions and other 
psychotic features influenced treatment outcome with 
imipramine in patients with primary depression. 
Global improvement scores indicated that delusions or 
other evidence of psychosis do not contraindicate 
imipramine treatment. This finding does not support a 
recent report suggesting that deluded depressive 
patients should not be treated with imipramine. 
Possible explanations of the discrepancy between 
these two studies are discussed. 


ALTHOUGH A HIGH PERCENTAGE of depressed patients 
respond favorably to antidepressants, no clear rela- 
tionship between therapeutic effect and specific psy- 
chopathological features of depression has been iden- 
tified. Glassman and associates (1) reported that the 
presence of delusions in patients with primary depres- 
sion is negatively correlated with successful imipra- 
mine treatment. Furthermore, they suggested that 
such patients should be considered diagnostically dif- 
ferent, that they represent a separate subgroup of pri- 
mary depression for which the treatment of choice is 
ECT. This article elicited a correspondence in which 
Ziegler and associates (2) suggested that the treatment 
of choice for depressed delusional patients is amitrip- 
tyline. Ulett (2) recommended combined tricyclics and 
phenothiazines, and Glassman and associates (3) reas- 
serted that all deluded depressed patients should be 
treated with ECT. 

Our clinical experience suggests that the presence of 
delusions or other psychotic features does not con- 
traindicate imipramine treatment of primary depres- 
sive illness. In order to test this we reexamined data 
from an earlier study testing the effect of imipramine in 
primary depressive illness. 


METHOD 


The sample was part of a large placebo-controlled 
investigation of imipramine and chlorpromazine ef- 
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fects done in the early 1960s. The subjects were in- 
patients who had failed to respond to nonsomatic hos- 
pital treatments. The study design has been presented 
elsewhere (4). 

Data reported here are confined to those obtained 
from the depressed patients who were randomly as- 
signed to imipramine or placebo. Diagnoses of depres- 
sion were made by the study psychiatrist (D.F.K.) if 
the clinical picture consisted of dysphoric mood, per- 
sistent anhedonia, loss of interest, and other phasic de- 
pressive features. Patients with Kraepelinian features 
of schizophrenia or with evidence of organicity were 
excluded. Thirty-four patients received a diagnosis of 
manic-depressive, depressed type. (The concept of 
unipolar versus bipolar affective disorders was not 
prevalent at the time the diagnosis was made.) All pa- 
tients would almost certainly have met the Research 
Diagnostic Criteria (5) for major depressive disorder. 
The mean age of the sample patients was 35.9; there 
were 12 men and 22 women. 

All patients were drug-free for at least four weeks 
before the study. The LORR Multidimensional Scale 
for Rating Psychiatric Patients (MSRPP) was com- 
pleted on all patients before and after the study. In ad- 
dition, the Global Improvement Scale (GIS) was rated 
at the end of treatment by the study psychiatrist, who 
was unaware of which treatment the patients received. 
Maximum improvement was scored 15; no change, 10; 
and maximum deterioration, 5. Patients were ran- 
domly assigned to placebo or imipramine for a six- 
week period. Dosage was increased gradually to 300 
mg/day on a fixed schedule. 

Glassman and associates (1) did not present the spe- 
cific criteria they used to define their study patients as 
delusional. There are no psychopathological features 
universally considered to be associated with the delu- 
sional or psychotic form of primary depressive illness. 
Therefore, we decided to first divide our sample on the 
basis of a preexisting factor so that as many patients as 
possible with evidence of psychosis could be sepa- 
rated from those who lacked such features. Since pa- 
tients had been rated on the LORR by a blind rater, we 
decided to use the LORR MSRPP Factor F, Per- 
ceptual Distortion, to divide the sample into patients 
with and without evidence of psychosis before treat- 
ment. We selected Factor F because it was a pre- 
existing scale and thus free of experimenter bias that 
might influence post hoc item selection. This decision 
was made before we examined the frequency distribu- 
tion of baseline or final scores. 

Factor F consists of the following items: implausible 
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belief, belief in hallucinatory voices or visions, dis- 
Orientation for people, and disturbed by hostile im- 
pulses. Of all the MSRPP factors it included the most 
items measuring the type of psychotic state seen in de- 
pressed patients. Patients with a positive rating on any 
item on the F scale were considered psychotic. 

The sample was divided into four groups: 1) imipra- 
mine-treated patients with no pretreatment evidence 
of psychosis, 2) imipramine-treated patients with pre- 
treatment evidence of psychosis, 3) placebo-treated 
patients with no pretreatment evidence of psychosis, 
and 4) placebo-treated patients with pretreatment evi- 
dence of psychosis. A two-way analysis of variance 
was performed. The hypothesis that the presence of 
delusions or other evidence of psychosis con- 
traindicates the use of imipramine in depressive dis- 
orders would be supported if there was a main effect 
for drug as well as an appropriate interaction with pre- 
treatment evidence of psychosis. 

In an identical manner every item in the LORR 
MSRPP that could be considered to measure a delu- 
sion (i.e., implausible belief, conviction of per- 
secution, belief in external control, and conviction of 
sinfulness) was analyzed individually using the proce- 
dure described for Factor F. We also analyzed for item 
combinations that seemed particularly relevant to the 
concept of ‘psychotic’ depression. We believe this 
would allow a clinician to decide which item or combi- 
nation of items contraindicates use of imipramine and 
which do not. 

As a further test of whether delusions or other psy- 
chopathological features of the psychotic state were 
specifically associated with poor response to imipra- 
mine treatment, pretreatment scores on MSRPP items 
measuring the psychotic state were correlated with 
GIS scores within each drug group. Other items from 
the MSRPP such as depressed mood were also corre- 
lated with GIS scores to allow perspective on the ex- 
tent to which other nonpsychotic features of the de- 
pressive syndrome are associated with favorable out- 
come. 


RESULTS 


Thirteen patients were randomly assigned to pla- 
cebo and 21 to imipramine. The 4 placebo-treated psy- 
chotic patients (1.e., those having a positive score on 
any F scale items) had a mean GIS score of 10.5+.58, 
and the 9 placebo-treated nonpsychotic patients had a 
mean GIS score of 11.67+2.18. The total mean score 
of these 13 patients was 11.31. The 9 imipramine- 
treated psychotic patients had a mean GIS score of 
12.56+2.79, and the 12 imipramine-treated non- 
psychotic patjents had a mean GIS score of 
12.92+1.16. The total mean score of these 21 patients 
was 12.76. The total mean score of the 13 psychotic 
patients was 11.92; for the 21 nonpsychotic patients it 
was 12.88. 

A two-way analysis of variance indicated a signifi- 
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TABLE 1 
Analysis of Variance of GIS Scores of 13 Psychct. 


psychotic Depressive Patients and Imipramine Versus 


Sum of Mean 
Source of Variation _ Squares df Squai. 


Diagnosis (psychotic- 


nonpsychotic) 4.20 | 4 N 
Treatment (imipramine- 

placebo) 19.67 1 156 
Diagnosis X Treatment Riz I 1] 
Error 116.14 30 38 
*One-taiied. 
TABLE 2 6 


Analysis of Variance of GIS Scores of 5 Patients wit’ 
lief and 29 Patients with No Implausible Belief arc: 
sus Placebo 
Sum of Mean 
Source of Variation Squares df Square 
Presence or absence 
of implausible be- 


lief .009 ] .009 i 
Treatment (imipra- 

mine- placebo) 18.34 ] 18.346 4 
Presence or absence 

of implausible be- 

lief x Treatment 6.23 l 6.23 ao 
Error ILLIS- 30° . 3:70 
*One-tailed. 


cant main drug effect (p=.032) (see t. 
interaction of drug effect and pretreat: ` 
state was not significant. This indicat. 
mine is an effective treatment in depress 
gardless of pretreatment evidence oi r+ 
As a further test of the usefulness c: 
depressed psychotic patients, the surg. 
treated with imipramine was studied ax. 
fect. There was no significant difference 
for the imipramine-treated group wiit 
evidence of psychosis compared with ! 
out pretreatment evidence of psycho- 
t=.405). Imipramine was useful in pote 
not there was pretreatment evidence o 
Data were analyzed and presentcé 
fashion for items measuring different m-: 
delusions and other psychopathologic.: 
ciated with psychosis; that is, the sem - 
vided into four cells on the basis of 
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treated patients with no implausible belief had a mean 
score of 11.42+.93. The total mean score of these 13 
patients was 11.31. The total mean score of the 5 pa- 
tients who showed implausible belief was 13.20; for 
the 29 patients who showed no implausible belief it 
was 12.03. 

An identical analysis was done dividing the sample 
on fhe basis of presence or absence of conviction of 
sinfulness (see table 3). The 11 imipramine-treated pa- 
tients who showed conviction of sinfulness had a mean 
GIS score of 12.64+2.34, and the 10 imipramine- 
treated patients with no conviction of sinfulness had a 
mean score of 12.90+1.60. The total mean score of 
these 21 patients was 12.76. The 7 placebo-treated pa- 
tients who showed “conviction of sinfulness had a 
mean GIS score of 11.71+2.36, and the 6 placebo- 
treated patients with no such conviction had a mean 
score of 10.83+1.17. The total mean score of these 13 
patients was 11.31. The total mean score for the 18 
patients with a conviction of sinfulness was 12.28; for 
the 16 patients without this conviction it was 12.13. 

The same analysis was done dividing the sample on 
the basis of presence or absence of conviction of per- 
secution (see table 4). The 3 imipramine-treated pa- 
tients who showed this conviction had a mean GIS 
score of 12.67+1.15, and the 18 imipramine-treated pa- 
tients without this conviction had a mean score of 
12.78+2.10. The total mean score of these 21 patients 
was 12.76. The 3 placebo-treated patients who showed 
this conviction had a mean score of 10.67+.58, and the 
10 who did not had a score of 11.50+2.12. The total 
mean score of these 13 patients was 11.31. The total 
mean score of the 6 patients who showed a conviction 
of persecution was 11.67; for the 28 patients who did 
not it was 12.32. 

The same analysis was done dividing the sample on 
the basis of presence or absence of implausible belief 
and/or belief in external control (see table 5). The 4 
imipramine-treated patients who showed either of 
these beliefs had a mean GIS score of 14.0+.82, and 
the 17 imipramine-treated patients who showed nei- 
ther belief had a mean score of 12.47+2.07. The total 
mean score for these 21 patients was 12.76. The 2 pla- 
cebo-treated patients who showed either or both of 
these beliefs had a mean score of 10.50+.71, and the 
11 who did not kad a mean score of 11.45+2.02. The 
total mean score of these 13 patients was 11.31. The 
total mean score of the 6 patients who showed the be- 
liefs was 12.83, and the score of the 28 who did not was 
12.07. 

The same analysis was done dividing the sample on 
the basis of presence or absence of any evidence of 
‘psychosis (see table 6). The 16 imipramine-treated pa- 
tients who showed evidence of psychosis had a mean 
GIS score of 12.75+1.98, and the 5 who did not had a 
mean score of 12.80+2.17. The total mean score of 
these 21 patients was 12.76. The 9 placebo-treated pa- 
tients who showed any evidence of psychosis had a 
mean score of 11.44+2.13, and the 4 who did not had a 
mean score of 11.0+1.41. The total mean score of 
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TABLE 3 

Analysis of Variance of GIS Scores of 18 Patients with Conviction of 
Sinfulness and 16 Patients with No Conviction of Sinfulness and 
imipramine Versus Placebo 


Sum of Mean 

Source of Variation Squares df Square F* Significance 
Presence or absence 

of conviction of sin- 

fulness 761 1 761 19 p=.33 
Treatment (imipra- 

mine-placebo) 17.84 1 17.84 4.54 p=.02 
Presence or absence 

of conviction of sin- 

fulness x Treat- 

ment 2.61 1 2.61 .66 p=.21 
Error 117.70 30 3.92 
*One-tailed. 
TABLE 4 


Analysis of Variance of GIS Scores of 6 Patients with Conviction of 
Persecution and 28 Patients with No Conviction of Persecution and 
imipramine Versus Placebo 


Sum of Mean 
eS di Square E! 


Signifi- 


Source of Variation cance 





Presence or absence of 
conviction of persecution 1.08 1 1.08 .273 p=,30 

Treatment (imipramine- 
placebo) 

Presence or absence of 
conviction of persecution 
x Treatment .§3 i -63 16 

Error 118.94 30 3.96 


*One-tailed. 


13.06 1 13.06 3.29 p=.03 


p=.34 


TABLE 5 

Analysis of Variance of GIS Scores of 6 Patients with Belief in Externai 
Control and/or Implausible Belief and 28 Patients with Neither and 
imipramine Versus Placebo 





Sum of Mean Signifi- 

Source of Variation Squares df Square F* cance 
Presence or absence of 

belief in external control 

and/or implausible belief 36 l .36 .09 p=.37 
Treatment (imipramine- 

placebo) 22.66 1 22.66 6.10 p=.01 
Presence or absence of 

belief in external control 

and/or implausible 

belief x Treatment 6.85 1 6.85 1.84 p=.09 


Error 


*One-tailed. 


these 13 patients was 11.23. The total mean score of 
the 25 patients who showed any evidence of psychosis 
was 12.28; for the 9 who did not it was 12.00. 

In all of these analyses there was a main effect for 
drug (patients given imipramine improVed more), no 
main effect for presence of delusions or other psychot- 
ic features, and no significant interaction, indicating 
that imipramine-treated patients with these psycho- 
pathological features improved as much as patients in 
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TABLE 6 l 

Analysis of Variance of GIS Scores of 25 Patients with Any Evidence of 
Psychosis* and 9 Patients with No Evidence of Psychosis and Imipra- 
mine Versus Placebo 


Sum of Mean Signifi- 


Source of Variation Squares df Square F** cance- 


Presence or absence of 
any evidence of 


psychosis 24 l 24 .06 p=.40 
Treatment (imipramine- 

placebo) 15.46 1 15.46 3.86 p=.026 
Presence or absence of 

any evidence of 

psychosis x Treat- 

ment .329 l .329 .09 p=.36 
Error 120.02 30 4.0 


“Includes implausible belief, belief in hallucinatory voices, conviction of per- 
secution, belief in external control, conviction of sinfulness, and irrelevant 
speech. 

*One-tailed. 


whom these features were absent. That is, depressed 
patients with pretreatment evidence of implausible be- 
lief, conviction of sinfulness, conviction of per- 
secution, or belief in external contro] benefited from 
treatment with imipramine. 

To further test whether the presence of delusions 
contraindicates the use of imipramine, the mean GIS 
score of imipramine-treated delusional patients was 
contrasted with that of imipramine-treated non- 
delusional patients by means of two-tailed t tests. This 
was done for each of the specific forms of psycho- 
pathology. In all cases the differences between means 
was nonsignificant. For presence or absence of im- 
plausible belief the t was .802, for conviction of sinful- 
ness the t was .301, for conviction of persecution the t 
was .040, for implausible belief and/or belief in ex- 
ternal control the t was .802. and for any evidence of 
psychosis the t was .060. In this sample, delusional de- 
pressive patients treated with imipramine did as well 
as nondelusional imipramine-treated patients. 

Table 7 presents correlations between pretreatment 
scores on MSRPP items and GIS scores within the pla- 
cebo and imipramine groups. Since a positive correla- 
tion indicates that high pretreatment pathology is asso- 
ciated with improvement, support of the hypothesis 
that imipramine treatment is contraindicated if delu- 
sions or other aspects of psychosis are present re- 
quires significant negative correlations. Six items were 
associated with the psychotic state. For imipramine- 
treated patients the 6 correlations tended to be either 
positive or essentially zero (see table 7). 

The item “‘ideas of reference,” which we believe is 
not pathognomonic of psychosis, had an insignificant 
negative correlation. This analysis is consistent with 
the analysis of variance and suggests that the presence 
of delusions deés not contraindicate imipramine treat- 
ment in primary depressive illness. 

Caution 1s required in generalizing from these data 
to other groups of deluded depressive patients. Delu- 
sions and hallucinations were not prominent features 
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TABLE 7 
Correlation Between GIS Scores and Pretreatment £: 
Items 

Patients 

Given 

Placebo 
Item (N=]3. 
Suicidal preoccupation 18 
High hostility 59° 
No mood swings ~— 20 
Overinhibited — Ol 
Belief in hallucinatory voices none 
Implausible belief ~ 2! 
Feelings of external contro! ~ 05 
Ideas of reference ~ 12 
Conviction of sinfulness Pa 
Frequent use of complaints -38 
Extreme body concern —. 54t 
Belief in hallucinatory visions none 
Conviction of persecution -J6 
Irrelevant speech | 
Emotionally unexpressive none 
Slow reactions 09 
Undertalkative — 24 
Self-depreciatory ~ 11 
Depressed mood 06 
Emotionally unresponsive —.10 


*p<.001, two-tailed. 
**n< 05, two-tailed. 
***n<.01, two-tailed. 
łp<.10, two-tailed. 


TABLE 8 
Analysis of Variance of Age of 23 Patients W: ^ 
Patients Without Delusions and Imipramine Vesi : 


Sum of Nig 
Source of Variation Squares df Sq 
Presence or absence of 
delusions 118.85 LO Tes 
Treatment (imipramine- 
placebo) 635.80 1 63° 4 
Presence or absence of 
delusions x Treatment 1.22 ] a 
Error 5204.48 30 I-45 


*Includes any positive rating for implausible be c 
secution, conviction of sinfulness, or belief in ex: 1 
**One-tailed, 
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There were no significant effects or even trends sug- 
gesting that sex affected treatment outcome. We also 
examined the ages and sex distribution of patients with 
delusions to determine if there was anything dis- 
tinctive about each of these groups. For this analysis 
any evidence of implausible belief, conviction of per- 
secution, conviction of sinfulness, or belief in externa! 
confrol qualified the patient as delusional. Seven men 
and 16 women met these criteria, and 5 men and 6 
women did not. We examined the ages of these pa- 
tients by treatment and presence or absence of these 
psychopathological features. There was a non- 
significant trend for patients receiving imipramine to 
be older, but there was no difference in age of patients 
with and without delusions (see table 8). The 14 delu- 
sional patients treated with imipramine had a mean age 
of 38.42+14.7, and the 7 nondelusional patients 
treated with imipramine had a mean age of 
42.50+9.68. The total mean age of these 21 patients 
was 40.29. The 9 nondelusional patients given placebo 
had a mean age of 28.44+8.5, and the nondelusional 
patients given placebo had a mean age of 33+20.3. The 
total mean age of these 13 patients was 29.85. The total 
mean age of the 23 delusional patients was 34.09; for 
the 11 nondelusional patients it was 39.04. The two- 
tailed t test contrasting the means for the patients who 
received imipramine showed insignificant differences 
(t=.774). 


COMMENT 


The data presented in this paper do not support the 
hypothesis that imipramine is contraindicated in the 
treatment of primary depressive illness tf delusions or 
other evidence of psychosis are present. 

What possible explanations are there for the dis- 
crepancy between our data and those of Glassman and 
associates (1)? Their sample consisted of 12 women 
and 1 man; the average daily dose for the women was 
about 200 mg (3.5 mg of imipramine/kg of body 
weight). Hordern and associates (6), using a maximum 
dose of 200 mg/day, also found that the presence of 
delusions was associated with poor response to treat- 
ment with imipramine and amitriptyline. 

In the present,study all patients received 300 mg/day 
of imipramine. Previous studies contrasting tricyclic 
dosage regimens of 300 mg/day and 150 mg/day in de- 
pressed inpatients found the higher dosage regimen 
more effective on a variety of measures (7, 8). It is 
possible that doses of 200 mg/day are inadequate for 
deluded depressive patients. In addition, the patients 
‘of Glassman and associates received treatment for 
four weeks and the patients of Hordern and associates 
for four (an unspecified number of Hordern and associ- 
ates’ patients received treatment for six weeks), but 
patients in the present study received imipramine for 
five weeks before a final evaluation. Perhaps delusion- 
al patients require longer than four weeks on drug to 
improve. 
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Our clinical observations suggest that the manner in 
which some depressed patients treated with tricyclics 
improve implies the presence of a threshold that, once 
reached, is followed by marked clinical improvement. 
Before achieving the threshold there is little improve- 
ment. It is possible that delusional depressed patients 
are more severely ill, have a higher threshold, and, 
therefore, require more than 200 mg/day of tricyclics. 
Another, more remote possibility 1s that delusional de- 
pressive patients metabolize tricyclics in a manner ne- 
cessitating higher doses of tricyclics to reach thera- 
peutic levels. 

Glassman and associates stated that delusional de- 
pressed patients should be regarded as diagnostically 
different from other severely depressed patients. How- 
ever, other lines of evidence indicate that the presence 
of delusions does not differentiate two classes of pa- 
tients with endogenous or major depressive disorder. 
Although not absolutely consistent, the trend in factor 
analytic studies has been to differentiate between en- 
dogenous and neurotic depressive patients rather than 
between psychotic and nonpsychotic primary depres- 
sive patients. Kiloh and associates (9), in a factor ana- 
lytic study of 145 depressed patients in Australia, con- 
cluded that they had replicated the findings of an ear- 
lier study of 143 patients by Kiloh and Garside (10) in 
Newcastle. Their major finding was that endogenous 
and neurotic depressive patients can be differentiated 
and that neurotic depression is probably a dimensional 
disorder and heterogeneous. However, the endoge- 
nous form of the illness appears to be a condition with 
‘fa restricted range of clinical manifestations, consis- 
tent with an imputed genetic or biochemical basis” (9). 
Kiloh and associates did not find that the endogenous 
group split along a psychotic versus nonpsychotic di- 
mension. 

Guze and associates (11) divided a group of patients 
with primary affective disorder into those with and 
those without psychotic features depending on the 
presence or absence of delusions or hallucinations. 
They compared these patients on 40 demographic, 
family history, or parental variables and 75 symptom 
variables. No consistent meaningful differences were 
found between those with and those without psychotic 
features. We mention this sample of studies of the phe- 
nomenology of depressive illness to show that consid- 
erable data suggest that the presence of delusions does 
not indicate a separate class of depressive patients. 

Our study fails to corroborate the claim that 
classifying affective illness into psychotic and non- 
psychotic subtypes has differential treatment implica- 
tions. Nosological formulations should be subject to 
periodic reevaluation in the light of new information. 
To clarify the existing ambiguities, studies of delusion- 
al depressive patients treated with different doses of 
imipramine for adequate periods whfle monitoring 
drug plasma levels should be done. Until these studies 
are carried out, asserting that delusional depressive 
patients form a special subgroup who require special 
treatment is premature. 
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Parent Assessment in Research on the Vulnerability of Children 


and Families to Mental Disorder 


2s 


BY JOHN ROMANO, M.D., AND ROBERT H. GEERTSMA, PH.D. 


The research methodology for a current study of the 
assessment of family factors as they relate to the 
development of psychopathology in high-risk children 
is described, Factor analysis of preliminary data from 
83 families led to the construction of 6 rating scales on 
the emotional health of the patient, spouse, and child; 
the family; and the marriage; these should prove 
valuable in predicting the outcome of the index child 
and his family. 


THE PROCEDURES and results described in this report 
are part of the project on Children and Families Vul- 
nerable to Mental Disorder at the University of Roch- 
ester School of Medicine and Dentistry. This project, 
following a high-risk paradigm, uses a convergent, lon- 
gitudinal design whereby a number of research teams 
prospectively study a population of families in which 
one parent has in the past been hospitalized for emo- 
tional illness and in which there is a male child of ap- 
propriate age. Collaboration of the research teams per- 
mits the investigation of a range of variables poten- 
tially relevant to the subsequent development of 
psychopathology in the index children. 


METHOD 
Sample 


This analysis is based on 83 families in which one 
parent had previously been hospitalized for psychiat- 
ric illness and in which there was a male child of age 4, 
7, or 10. All families were white and fell into social 
classes I to IV cn the Hollingshead index (1). Families 
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were not included in the analysis if the ill parent’s hos- 
pitalization was for organic disorder, alcoholism, or 
drug abuse. The average age of the patients was 37.83 
years. In 62 of the 83 families the ill parent was the 
mother. The diagnoses of the ill parent were distrib- 
uted as follows: schizophrenia, 24%; affective psycho- 
sis, 10%; intermediate, 19%; and nonpsychotic, 47%. 

Our investigative team engaged only the parents of 
the subject families and was generally concerned with 
documentation of interpersonal and personal (parent 
and caretaker) characteristics and the nature of care- 
taking patterns of behavior; characterization of paren- 
tal-object relations; and analysis of the ill parent’s ill- 
ness, clinical course, and diagnosis. 


Procedure 


Two techniques were used to gather data—a semi- 
structured interview and a form consistng of 36 adjec- 
tive pairs (termed the object relations schemata). The 
data-gathering procedure was as follows: Both the pa- 
tient and spouse were seen in a session lasting approxi- 
mately 2 hours. One of the investigators (J.R.) con- 
ducted an interview in which the patient was first seen 
for about 50 minutes, the spouse for about 25 minutes, 
and then both of them for about 25 minutes. All of the 
interviews were videotaped. They focused on a num- 
ber of issues, including the patient’s past illness and 
current health, the effect of the illness on the patient’s 
various social roles and on the family, child-rearing 
practices and experiences, the marital relationship, 
and the family interactions. The interviewer followed a 
preestablished format in that he systematically direct- 
ed attention to a succession of topics. The interaction 
regarding these topics was as spontaneous and infor- 
mal as the relationship with those being interviewed 
allowed. 

While the patient was being interviewed, the spouse, 
using the object relations schemata, gave descriptions 
of the following objects: self, patient before illness, pa- 
tient now, typical spouse, index child, typical child, 
and other children. Then, when the spouse was being 
interviewed, the patient gave descriptions that were 
similar, except that the ‘before illness’’ and “‘now’’ 
qualifiers applied to self. 

Within several weeks after the dat gathering Ses- 
sion the investigators watched a playback of the video- 
taped interviews. Notes were taken and subsequently 
used to prepare a narrative summary of the interview. 
The investigators separately scored each of 107 vari- 
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ables according to whether it was judged present (+), 
absent (-—), or unratable (0); for a handful of variables 
(such as the probable type of emotional illness of a rel- 
ative), choices were made among descriptive terms. 
The investigators’ judgments were then compared and 
a consensus reached on variables not rated similarly. 
The overall agreement between the two investigators 
and one research assistant was approximately 83%. A 
diagnostic assessment of the patient at the time of the 
key admission was made at this time, as determined 
both from the interviews and available hospital rec- 
ords. There was also a diagnostic assessment of the 
current status of both patient and spouse. On the basis 
of this information a judgment was also made regard- 
ing the accuracy of the patient’s previous hospital di- 
agnosis, and in cases of disagreement, a rediagnosis 
was made. The current level of functioning of both pa- 
tient and spouse and the patient’s level of functioning 
during the illness were rated on the Global Assessment 
Scale of Endicott and associates (2). Finally, ratings 
were made on work and social competence, the degree 
of frankness in the interview, and the general orienta- 
tion of each parent toward difficulties and problems. 

The 107 variables, which cover those discussed in 
the literature (3-29) as well as those developed by the 
investigators, deal with the marital situation, care- 
taking, and parental roles, functions, and attitudes.' A 
number of variables were derived from the process de- 
scribed above. In addition to the separate variables 
rated from the interviews, a series of six desirability 
ratios were calculated from sets of items referring to 
the major aspects covered in the interviews (marital 
relationship, spouse, parenting, family, patient, and 
extrafamilial aspects). Each of the items in these sub- 
sets has been classified as desirable or undesirable ac- 
cording to our combined judgment as to whether the 
trait or behavior in question would be likely to support 
or undermine mental health. Variables for which such 
judgments could not be made with confidence were not 
included in the ratios. Each ratio score was then calcu- 
lated by dividing the sum of variables rated in the de- 
sirable direction by the number of desirable and unde- 
sirable variables that were rated as either present or 
absent. 

The object relations schemata comprise 36 bipolar 
descriptive items that permit a response ona 1-5 scale, 
with 3 falling midway between the two poles. The 
scale has 6 items in each of 6 categories: mood, think- 
ing, task competence, activity-passivity, anger, and in- 
terpersonal] relations. One item from each category re- 
fers specifically to the family. Test-retest reliability for 
the form was determined by retesting 7 randomly cho- 
sen subjects (5 patients and 2 spouses). The average 
interval between testing was 34 days. Average test-re- 
test correlations (over 36 items) for descriptions of 
"patient before illness.” ‘‘patient now,” ‘‘spouse,”’ 
and *‘index child’’ were .79. .84, .80, and .79, respec- 


1A sample list of the 107 vartables is available from Dr. Romano on 
request. 


JOHN ROMANO AND ROBER} 


tively. Prior to use in this study the cv 
schemata items were given weights accc: 
classification by a lay population in terms 
bution of emotional illness. These wegi». 


used in the calculation of an emotion: | 
each description. Descriptions made v 
wife with the object relations schem :1 
tercorrelated to indicate the degree 
ceptions regarding themselves and t ic 
this point the data were in the forn « 
discrete variables. These variables s.i: 
related to outcome data on the index 
these become available and to variah’c. 
vestigative teams assess on the sar’c 
lation. The next phase of this stud. 
relating variables by multivariate ana: s 
the structure of the underlying dime: s 
A factor analysis performed on the &: 
59 variables yielded 8 factors. Six of t'u 
to be of major importance in deline: t 
the family situation. The factors ter. 
illness demands by children“ and ` 
sistency” were represented by high log: 


variables that their further usefulness - 


tionable and they were put aside. 
Rating Scales 


Although the factors that emerged ` 
analysis were made to yield factor sui 
another approach was taken to pr 


each family on the 6 primary dimers c - 


the factor analysis. The 3 or 4 highest k. 
on each of the 6 major factors we-c 
equivalent to their factor loadings a 
scales. Scores on each scale could t x: 
culated by using a family’s data for ‘he > 
The scales can be viewed as appre. 
original factors. This procedure eff.:c 
saving in the number of variables th: 1 
tors would be required to measure sho 
use the dimension employed in this st. . 
portant, then, to determine how uk: 
scores (based on 3 to 4 variables) e :r 
factor score coefficient counterpart- 
variables. Correlations between th. : 
over 83 families were .78, .91, .85. é” 
suggesting an excellent fit for each {i 
scales are presented in appendix I. 1: - 
that the names of the scales were b: s.: 
analysis and thus represent more +. 
used in the scales. 

Scale 1 refers to the spouse’s emot ¢ 
tributing to it are the investigators” jt: 
flected by the Global Assessment Sca’. 
tional illness indices of both pareri» . 
their spouse. It was not assumed iù’ 
tors’ judgment was entirely sufficit v. 
from the husband and wife’s descr 
spouse added important strength to ih: 


on this scale will be highest or lowes’ y. >` 


te 
— 
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sources are in agreement, although it should be recog- 
nized that the emotional illness indices reflect an in- 
direct attribution, since they are secondary scores de- 
rived from descriptions of the spouse. The factor coef- 
ficient counterpart of this scale also loaded highly the 
spouse desirability ratio, which was not used for the 
scale because it requires many judgments from inter- 
view data. 

Scale 2 represents the investigators’ judgment of the 
patient’s emotional health. It comprises variables re- 
ferring both to the past and present. Because the 
judged intensity of past illness and pre-illness compe- 
tence are substantially correlated with the current 
Global Assessment score, this scale can be viewed as 
referring to the patient’s present condition. 

Scale 3 consists of items that reflect the patient’s self 
view, its emotional illness index, and its relation to 
views of the index child and the spouse’s view of the 
patient. 

Scale 4 presents the spouse’s view of the patient’s 
emotional health. The time focus can be taken as cur- 
rent, since the spouse’s view of the patient before the 
illness appears to be highly related to his or her current 
view of the patient. This scale differs from the pre- 
vious one in that the patient’s view is not represented, 
whereas in scale 3 it is the major variable. 

Scale 5 refers to the emotional health of the index 
child. It comprises variables based on the investiga- 
tors’ judgments and the parents’ views so that, again, 
concordance of the three sources will produce the 
most extreme scores on this scale. 

Scale 6 involves the family and the marital situation. 
The variables derive solely from the investigators’ 
judgments. The 4 variables each reflect a plus (for 
present) or minus (for absent) rating given after re- 
viewing the videotaped interviews of the family. If in- 
sufficient information or clarity is encountered, then 
the variable is rated zero and not subsequently 
counted for that family. By and large, the 4 variables 
on this scale were covered well by the interviews and 
could be rated for virtually all of the families in the 
sample. Lack of satisfaction in parenting was inferred 
from the way the mother described and talked about 
her activities as a parent. For this item to be scored as 
present the mother would have expressed essentially 
no enthusiasm*or pleasure regarding her parenting 
role, and often she would elaborate on its burdens and 
difficulties. 

Freedom of expression between the parents was 
rated as present when both parents indicated that their 
relationship included bringing up and discussing their 
problems and concerns. An absent rating was given 

` when at least one parent indicated that such concerns 
were not generally aired or discussed. 

Substantial conflict between the parents was judged 
present when they indicated that the expression of dis- 
agreement occurred or was a threat on a constant 
basis. The conflict had to be frequently expressed and 
had to be continuing so that it appeared to be a virtual- 
ly permanent aspect of their relationship. 
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The presence or absence of a capacity to resolve 
child-rearing issues was inferred from parental de- 
scriptions of such issues and how they resolved them. 
Families that did not identify child-rearing issues of 
much concern to them were nevertheless rated as hav- 
ing the capacity to resolve such issues. Lack of such 
capacity was inferred from the presence of unresolved 
conflict that was an aggravation to at least one of the 
parents. 


DISCUSSION 


The data-gathering procedures of this study are 
pointed toward two types of subsequent analysis. In 
the first type, single variables (e.g., the effect of a 
shadow of an emotionally ill ancestor, the spouses as- 
suming new roles in order to maintain the family after 
the patient’s illness, the presence of support from 
members of the extended family) can be related to 
child outcome or to other variables. The variables 
rated from interview material were put in the present- 
absent format in order to avoid producing multi- 
dimensional response alternatives in one item (e.g., 
the parent’s relationship 1s trusting, subject to fre- 
quent disruptions, or based on mutual dependence). 
Although the present-absent format requires clear 
ideas of where to draw the line between presence and 
absence, it was felt that it involves judgments that are 
simpler, closer to the relevant observational data, and 
that provide a more sound basis for subsequent statis- 
tical treatment, as in regression analysis. 

The second type of analysis involves the results of 
the variable interrelationships represented by the scale 
scores. The 6 scales provide a multidimensional view 
of the structure of a family. Each dimension can be 
thought of as a strength or weakness. However, it 
should be noted that the dimensions preclude the co- 
herent interpretation of the single variables that com- 
prise them. The dimensions can be related to other 
variables singly or patternwise. For example, if the 
spouse’s emotional health were a weakness for a fam- 
ily, the presence or absence of other weaknesses could 
be crucial to the outcome for the index child. Thus a 
pattern of weakness (low score) on scale 1 would have 
implications different from those of a pattern of 
weakness on scale 1 and scale 2 (patient’s emotional 
health). 

In summary, this report of work in progress gives 
data on a partial sample of 83 families studied. As of 
July 1978 we have completed the study of 148 families 
and have as our goal the study of 150 families. How- 
ever, factorial structure has not changed significantly 
in the analyses of data from 40 families, 60 families, 
and 80 families. As is evident, we do got yet have any 
outcome data and therefore no definitive findings; this 
is essentially an exposition of methods. Factor analy- 
sis of our data led to the construction of 6 scales that 
we anticipate will be useful in predicting the outcome 
of the index child and his family. 
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APPENDIX 1 


The Six Rating Scales Used in Predicting the Cutcc - 


Child and His Family 


Scale 1: Current Emotional Health of Spous- 


Global Assessment Scale score for spouse 

Emotional illness index for spouse’s View of se : 

Emotional illness index for patient’s view 
spouse 

Correlation between spouse’s view of sclf « 
patient’s view of spouse 


Scale 2: Investigators’ View of Patient's En 
tional Health 


Intensity of patient’s illness in acute phase 
Patient diagnostic grouping 

Global Assessment Scale score for patient r: . 
Pre-illness social competence 


Scale 3: Patients View of Own Emotio: 
Health 


Emotional illness index of patient’s view of , . 
tient now 

Patient’s view of self now correlated with 1: 
tient’s view of tndex child 

Emotional illness index of spouse's self-v:: : 
subtracted from patient’s view of self 


Scale 4: Spouse’s View of Patient's Emote : 
Health 


Emotional illness index of spouse’s view ct 
tient before illness 

Correlation of spouse’s view of typical spc: t 
with view of patient now 

Emotional illness index of spouse’s view of ` 
tient now 

Correlation between spouse’s view of pa'i 
before and spouse’s view of the typical spei - 


Scale 5: Emotional Health of Index Child 


Emotional illness index of patient’s view o` 
dex child 

Correlation of patient’s view of typical ci. 
with view of index child 

Current diagnosis of index child 

Correlation of spouse's view of self s 
spouse’s view of index child 


Scale 6: Marital and Family Stability 


Mother shows lack of satisfaction in parent : 

Freedom of expression between parents 

Substantial conflict between parents 

Parents have lacked capacity to resolve cr: 
rearing issues 
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Explaining the Increased Arrest Rate Among Mental Patients: 
The Changing Clientele of State Hospitals 


BY HENRY J. STEADMAN, PH.D., JOSEPH J. COCOZZA, PH.D., AND MARY EVANS MELICK, PH.D. 


The arrest rates of nearly 2,000 psychiatric patients 
released from psychiatric centers in 1968 and those of 
nearly 2,000 patients released in 1975 were compared 
with the arrest rates of a group of 5,000 patients 
studied 25 years earlier. In general, arrest rates 
among the two recent samples were considerably 
higher than general population rates, primarily 
because of the large proportion of patients previously 
arrested. Other characteristics related to subsequent 
arrest were age and admitting diagnosis. One 
additional finding was that the number of patients with 
prior arrests had increased markedly over the years. 


VERY RARELY is the research literature as consistent in 
its findings as has been the case in the studies of arrest 
rates of former mental patients. Investigations report- 
ed before 1965 (1-4) noted that in every offense cate- 
gory former patients were arrested less often than 
were members of the general population. Since 1965 
research studies (5-9) have found that in certain of- 
fense categories, varying from study to study, former 
patients were arrested more often than were members 
of the general population. Most distressing from the 
policy standpoint was that the offenses for which the 
patients tended to be most often arrested included as- 
sault, robbery, and rape. 

All of these studies represent substantial work with 
unwieldy data that are most difficult to obtain. How- 
ever, there are some limitations in each study that 
have restricted their policy applications. For example, 
the important work by Zitrin and colleagues (8) dealt 
with but one catchment area in one city (New York 
City), while another recent study (9) reported state- 
wide data but these were from a highly rural state (Wy- 
oming), thus limiting possible generalizations to more 
populous areas. 

A further difficulty in interpreting these studies is 
that for the most part, their data relate to only one 
` study group for one time period. This limitation is im- 
portant, since these data have been interpreted as sug- 


Dr. Steadman is Director and Dr. Melick is a Research Scientist, 
Special Projects Research Unit, New York State Department of 
Mental Hygiene, 44 Holland Ave., Albany, N.Y. 12229. Dr. Co- 
cozza is Director, Bureau of Research and Program Evaluation, 
New York State Council on Children and Families, Albany, N.Y. 


gesting some unintended consequences that may have 
been precipitated by changes in mental health treat- 
ment orientations and practices. Unfortunately, the in- 
ferences about changing behavior patterns among 
former patients have rested on comparing one study’s 
data with others, rather than having multiple time peri- 
ods in the same location(s), which would directly ad- 
dress the changing arrest rates as alterations in the 
treatment systems were occurring. 

The research reported here offers comprehensive 
data on a statewide sample of persons released from 
state psychiatric facilities at two different times. More- 
over, since the setting of the research was New York 
State, we were able to compare our results with those 
obtained 30 years earlier by Brill and Malzberg (4). As 
a result, long-term trends in the characteristics and 
composition of patients in New York facilities could 
be measured. These add support to the recent data on 
higher arrest rates among persons released from state 
hospitals than for the general population. However, 
these data also provide an explanation of these chang- 
ing rates based on the changing characteristics of per- 
sons provided services within the New York State sys- 
tem. 


METHOD 


Our two major interests in undertaking this research 
were to obtain comprehensive statewide data as cur- 
rent as possible while still having a reasonably long 
follow-up period and to obtain the same information 
on a group that would have been released before the 
effects of deinstitutionalization were manifest in the 
New York State system. To meet the first need we se- 
lected a sample of former patients who were 18 years 
of age or older and who were released from psychiatric 
centers between April 1, 1974, and March 31, 1975.? 
During this time there were approximately 35,000 pa- 
tients released from state psychiatric centers. We se- 
lected every 18th release, which produced a 1975 
study group of 1,938 subjects. By following these indi- 
viduals through March 1976 we had on the average 19 
months of risk. *. 

Since the New York State program of reducing the 
number of inpatients began in earnest during the peri- 


‘This included patients who were discharged, escaped, or were put 
on leaves exceeding 5 days. 
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od 1965-19667, we wished to draw our second study 
group as close to that period as possible. Because of 
restrictions in the Department of Mental Hygiene data 
processing systems, the oldest complete data set avail- 
able was that for persons released between April 1, 
1967, and March 31, 1968. Accordingly, we selected 
every 14th person released from psychiatric centers 
during this period to produce a second study group of 
1,920 individuals. 

Two types of data were gathered for both study 
groups. First, all hospitalization histories were ob- 
tained, together with a range of diagnostic and so- 
ciodemographic items stored in the Department of 
Mental Hygiene’s data processing system. Second, the 
criminal records of those individuals who had prior 
and/or subsequent criminal records were obtained 
from the New York State Division of Criminal Justice 
Services. The division also provided the data from 
which the arrest rates of the general population were 
compiled. 


FINDINGS 


The first data we examined dealt with how many of 
our two groups of nearly 2,000 released mental pa- 
tients were arrested after release and particularly how 
many for violent crimes. Of the 1,920 ex-patients in the 
1968 study group, 131 (6.9%) were arrested during 
their first 19 months after release. Of the 1,938 subjects 
in the 1975 -study group, 183 (9.4%) were arrested. 
Looking specifically at violent crimes (murder, man- 
slaughter, and assault), 17 of the 1,920 ex-patients in 
the 1968 group (0.9%) were arrested for such offenses, 
compared with 33 of the 1,938 in the 1975 study group 
(1.7%). It 1s quite important to recognize how few of 
the persons released from state mental hospitals are 
arrested (6.9% and 9.4%, respectively, in the 1968 and 
1975 groups) and even how many fewer are arrested 
for violent offenses (N=17 [0.9%] and N=33 [1.7%], 
respectively). Too often the infrequency of such 
events is forgotten in the heat of the particularly bi- 
zarre or violent behavior of a former patient, which is 
given considerable media coverage. 

However, such absolute numbers are not sufficient 
to make the equally important comparisons with the 
arrest rates of the general population, members of 
which are also seldom arrested. To examine such 
questions, these absolute figures must be converted to 
base rates of the number of persons in the various 
groups who were arrested for every thousand people 
in each group. The data in table 1 make such a con- 
version for our two study groups and for the general 
population of New York for the same years. 

As is evident, our data show statewide patterns fair- 
ly similar to what Zitrin and colleagues (8) found local- 


*The decrease is apparent in the number of resident patients at the 
end of the following fiscal years: 1960—93,855: 1965—-89,216; 
1970—66,529; and 1975—34,032. 
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TABLE 1 
Annual Arrest Rates per Thousand for 1968 and 197° 
and the General New York State Population“ 


Arrest Rate pe 


____ 1968 Sample 
General Patient A 


Item Population Sample Fi 








Total subsequent 

arrests 27.53 73.50 
Violent crimes 

(murder, manslaughter, 

assault) 2.29 5.58 
Potentially violent 

crimes 

(robbery, arson) 1.85 9.94 
Sex crimes 

(rape, sodomy, 

sexual abuse) 0.42 0.33 
Drug crimes D6 14.77 
Crimes against 

property 

(burglary, larceny, 

forgery) 4.50 23.98 
Minor crimes 

(vagrancy, public 

intoxication) 10.19 20.34 — 


*Per 1,000 persons 18 years of age and older. 


ly in one catchment area in New Yo-k < 
all other post-1965 studies in this ave. 
strated. The major difference betwee. 2. 
others’ is that in both our study grot > 
tients were not only arrested more ofic: 
was the New York State general popu:.. 
also were arrested more often for eve- 
gory but one. The only exception to tk!- 
slightly lower rates for sex crimes in 7 
For total arrests, the 1968 group was artv 
as often than the general populatior 
group was arrested 3.0 times as ote 
vidual offense categories, excluding th: 
for sex crimes, the former patients wee 
2.1 times as often for potentially violen 
the 1968 group to 7.0 times as ofte 
crimes in the 1975 group, compared w. 
population. 

Having found these substantial dif. 
ex-mental patients and the general pop. 
tinued to analyze our data to determi - 
tain characteristics of the released p:: 
lated to their arrests after release. Our i 
strated that the overall rates in ter 
misleading. 


Factors Related to Subsequent Arrest 


In examining a wide variety of vari, 
that there were only three factors th. 
tically significant contributions in exp). 
the former patients were subsequenily - 
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TABLE 2 
Relationship Between Prior and Subsequent Arrests for 1975 Patient 
Samples During 19-Month Follow-Up* 





° Total Prior Arrests 

0 i 2 3 or more 
Number of > N = = 
Total Subseduent (N=1,428) (N=187) (N=97) (N=226) 
Arre$ts N % N % N % N Ø% 
0 1,387 97.1 158 84.5 66 68.0 144 63.7 
j 32 2.22 23 12.3 26 26.8 45 19.9 
2 or more 9 0.6 6 3.2 5 52 37 16.4 


*¥?=370.72, p<.001, @=.31. 


and admitting diagnosis.’ Table 2 displays the relation- 
ship between prior and subsequent arrests for the 1975 
study group. As we will do below in our discussion of 
the relationship between diagnosis and arrest, in the 
interests of clarity of presentation we have omitted the 
1968 data since they are very similar both in the size 
and directions of the relationships found in the 1975 
data. It is more instructive to examine this table than 
to simply view the .351 zero-order correlation between 
the two factors (.371 for the 1968 group). From table 2 
it is apparent that the strength of the relationship 
comes from the steadily increasing probability that 
those with more prior arrests will have more sub- 
sequent arrests. Whereas 97.1% of the 1975 group 
without prior arrests were not arrested, with one arrest 
this percentage decreased to 84.5%, to 68.0% with two 
prior arrests, and with three or more prior arrests to 
63.7%. Thus the factor of a prior arrest record is sys- 
tematically and strongly related to subsequent arrest. 

As expected, age was also related to subsequent ar- 
rest. The median age of those subsequently arrested in 
the 1968 sample was 42, compared with 51 for those 
not arrested. The average age of the 1975 former pa- 
tients who were subsequently arrested was 35, com- 
pared with 45 for those not arrested. The zero-order 
correlation between age and subsequent arrests was 
.112 for the 1968 ex-patients and .142 for the 1975 
group. 

The only other factor that was significantly related 
to subsequent arrest was admitting diagnosis. Table 3 
presents this relationship for the 1975 group. What is 
most apparent i$ the significant difference in the per- 
cent arrested among those given a diagnosis of sub- 
stance abuse and personality disorder compared with 
all other diagnostic groupings. Whereas no more than 
8% of the subjects in any other major diagnostic cate- 
gory were subsequently arrested, 18% of those with 
either alcohol or drug diagnoses and 28% of those with 
personality disorders were arrested. One of the factors 
apparently causing this relationship was that persons 
particularly prone to subsequent arrest were younger 
_ Individuals diagnosed as substance abusers. This inter- 
active effect ultimately indicated that the more impor- 


3The multiple R for these variables for the 1968 group was .400 and, 
for the 1975 group, .372. 
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TABLE 3 
Relationship Between Subsequent Arrest and Admitting Diagnosis 
for the 1975 Released Patients* 


Total Subsequent Arrests 


Admitting 9 1 žormore 
Diagnosis UN % N %_ N % 
Organic brain syndrome 

(N=179) 171 95.5 4 2.2 4 
Other psychoses (N=116) 109 94.9 § 4,3 pi L7 
Schizophrenia (excluding 

paranoia) (N =598) 561 93.8 27 45 10 1.7 
Paranoid states (N=393) 363 92.4 2} 53 9 2.3 
Neurosis {(N=159) 146 91.8 9 5.7 å 2.5 
Substance abuse (N=345) 283 82.0 43 12.5 19 5.5 
Personality disorder (N=56) 42 72.4 10 72.4 6 10.3 


*2=69.90, p<.001, ġ=.14. 


tant factor statistically was age. Nevertheless, the role 
of alcohol and drugs tn re-arrest rates found in earlier 
works (9) appears to receive some further support 
from our data. 


Number of Prior Arrests 


After completing our preliminary analyses showing 
a history of prior arrests to be the most important fac- 
tor associated with subsequent re-arrest, we recalcu- 
lated the rates of subsequent arrest for the two study 
groups, separating the released patients with one prior 
arrest and those with two or more prior arrests from 
the patients with no prior police record. These data, 
reported in table 4, are the most important for properly 
understanding the arrest rates of former patients. 

In fact, the arrest rate in every offense category but 
one (property offense) for those patients released from 
New York State facilities in 1975 with no prior police 
records is lower than that of the general population. 
Overall, 22.1 per 1,000 former patients with no prior 
arrests were subsequently arrested, compared with the 
general population rate of 32.5 per 1,000. Again, the 
ex-patient with no prior police record was sub- 
sequently arrested for violent crimes at a rate of ap- 
proximately 2.2 per 1,000, compared with 3.6 per 1,000 
for the general population. Those patients returning to 
the community who had no police record before ad- 
mission had substantially lower rates of arrest than did 
the general population. 

However, when we examine those released patients 
with 1 arrest before hospitalization, the total rate 
jumps to 138 per 1,000 for all arrests and to 3.4 per 
1,000 for violent crimes. Even more dramatic are the 
rate increases for persons with multiple prior arrests. 
Their rate of re-arrest for all offenses leaps to 413.5 per 
1,000 and to 60.5 per 1,000 for violent offenses. Thus 
the arrest rates for all former patients are considerably 
higher than those of the general population primarily 
due to those individuals who have been arrested be- 
fore they entered state facilities. Those with multiple 
prior arrests are disproportionate contributors. It is 
only in the multiple prior arrest group (2.9% of all 
1,938 sampled patients) that the rate of arrest for vio- 
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TABLE 4 


Annual Arrest Rates per 1,000 for the General Population, Total 1975 Patient Sample, and Patients with Zero, One, and Two or F£ > 


STEADMAN, COCOZZA, 





General Ex-Patients with 
Population No Prior Arrest 
Item (N = 12,320, 540) (N = 1,428) 
Total arrests 32.51 22.06 
Violent crimes 3.62 2.21 
Potentially 
violent crimes 2.83 0.88 
Sex crimes 0.45 0.44 
Drug crimes 2.54 1.76 
Crimes against property 5.13 8.38 
Minor crimes 19.97 7.45 


TABLE 5 
Comparison of Findings by Brill and Malzberg and Findings from 
1968 and 1975 Released Male Patients 


Brill and 
Malzberg 
Item = 1947 Sample 1968 Sample 1975 Sample 
Number of male 
former patients 5,354 1,075 1,088 
Length of follow-up 5.6 years 19 months 19 months 


Prior arrest before 
current hospitali- 
zation 

Those with prior 
arrest subsequently 


803 (15.0%) 343 (31.9%) 435 (40.0%) 


arrested 273 (34.0%)  107(31.2%) 128 (29.4%) 
Those without prior 

arrest subsequently 

arrested j 92 (2.0%) 15 (2.0%) 26 (4.0%) 


lent offenses exceeds that of the general population, 
and quite dramatically so. 

While these data are insightful in their own right, 
they become even more instructive when compared 
with the earlier work done in New York by Brill and 
Malzberg, who studied only male released patients (4). 
In looking at the statewide arrest rates of men released 
from New York State facilities in 1947, these authors 
found former male patients arrested less often than the 
general population for all categories of offenses. While 
this finding is often cited, what 1s equally important but 
usually overlooked ts that the rates of subsequent ar- 
rest among those ex-patients with prior records were 
substantially different from those of patients with no 
arrests prior to hospitalization. Table 5 compares Brill 
and Malzberg’s data in this area with those of the men 
in our two study groups. 

Most striking in the data in table 5 are the substantia! 
increases in the percentage of the state hospital male 
patients who had a police record prior to their admis- 
sion. In Brill and Malzberg’s study only 15% of the 
male patients ‘had prior police records whereas our 
1968 sample included 32% with prior records and the 
1975 group had 40%. This substantial increase is im- 
portant in interpreting patient arrest rates in that, as 
table 5 also shows, the percentage of those with prior 


Ex-Patients with 


Ex-Patients with Two or More 
One Prior Arrest Prior Arrests 
(N = 187) (N =323) 

138.00 413.50 

3.37 60.46 

3.37 31.21 

6.74 9.75 

20.21 11.70 

30.32 161.89 

57.27 118.98 


arrests and those without prior arrests v 
sequently arrested has remained practic: 


Aa 


over the 30-year-period these data corirr. . 


contributed to the increases in overall reo’: 


patients being arrested is that there are 
in state hospitals who have records, and i 
which had a substantially higher probz!- 


arrested after release in 1947 and contiz: . 


higher probability in 1968 and 1975. T 


without records continue to be arrested » 


In summary, while the annual arrest `.. 


mental patients have risen steadily in the ~ 


there has remained an easily demarcated - . 


viduals among former patients who acc. 
arrests. Because the size of this group - 
dramatically among persons admittec tc 
atric facilities, the overall crime rate of 


tal patients has increased. It is this fes. 


York, that explains the finding that fo ` 
were arrested more often than was the ’. 


lation. It is likely that a similar phenom: 
be operating throughout the rest of the - 


Herein lies the primary explanation for . ` 


research findings in this area before arc 


DISCUSSION 


A number of suggestions have been ~. ° 


plain the increasing arrest rate among ` 
patients. Dominant among these sugges’ 
that recent community treatment tdeolc 


grams have put more persons who are +> 


into the community. Further. this ex: 
pointed to the overreactions to such pro: 
states that have ‘‘dumped"’ persons no 
dependent living into high crime arees 
developments may have contributed to ` 
found over a 30-year period in New 7 
more parsimonious explanation, whick . 
cally supported from the data reported k: 
composition of state hospital populatio= 
in ways directly related to increasing the 


postrelease arrest. Rather than focusing . 


of mental health systems, our data Ic 


+ 


+ 
4 * 


` 
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ARREST RATE AMONG MENTAL PATIENTS 


more at the systems’ inputs, which have changed sub- 
stantially. 

In any group of individuals, those who have pre- 
vigusly been arrested are much more apt to be arrested 
than those without prior arrest. This, of course, is not 
to say that one could accurately designate those who 
will be arrested by this single factor without in- 
accurately selecting many who would not be arrested. 
However, if one were to gather a group of men, of 
whom 40% had previously been arrested, from the gen- 
eral population, it is quite likely that the arrest rates 
found among the 1975 former patient group would be 
duplicated or exceeded. It may be surprising, but there 
are no data to accurately indicate what percentage of 
the general population has ever been arrested. While 
police agencies at both the state and federal level can 
provide data on the rates of arrest, they are unable to 
offer current figures on how many people have ever 
been arrested. Brill and Malzberg reported an estimate 
from a correctional source that placed this figure in the 
mid-1950s at about 5% of the general population. This 
estimate contrasts sharply with the 15% of Brill and 
Malzberg’s sample of men who had previous arrests 
and even more so with the 32% and 40% in our two 
study groups previously arrested. These discrepancies 
in themselves point out why the general population 
and ex-patient rates vary so widely and why arrest 
rates of former patients have increased so sub- 
stantially over the past 30 years. 

Just why the number of patients with prior arrests 
has changed goes beyond the data we have gathered. 
The exchanges in responsibilities that may have oc- 
curred between the criminal justice and mental health 
systems over 30 years would require analyses beyond 
those possible here. Similarly, one could only guess at 
the ways in which the recent state of mental health 
litigation has contributed to these changes in patient 
characteristics. Whatever the causes, it is certain that 
there has been some shift in practice, if not in policy, 
so that persons who formerly would have been caught 
in the ‘“‘revolving cell door’’ are now bouncing back 
and forth between state hospitals and jails as solutions 
are sought in mental health treatment for what are usu- 
ally nuisance behaviors or property offenses. It is in- 
structive to note how accurate for our data are the ob- 
servations of Dus. Brill and Malzberg, who wrote near- 
ly 25 years earlier: 
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Arrests in the ex-mental hospital patients were very 
largely concentrated in a relatively small, rather well-de- 
marcated group of persons with previous criminal rec- 
ords, and their anti-social behavior was clearly correlated 
with well-known factors which operate in the general pop- 
ulation and was not correlated with the factors of mental 
illness except in a negative way. Available standards in- 
dicate that the rate of subsequent arrest among ex-mental 
patients with a record of criminal arrest prior to hospital- 
ization was, if anything, lower than rates of rearrest in 
persons with similar records who had not been in a mental 
hospital. 


The conclusion drawn from this survey is that attack of 
mental illness with hospitalization does not tend to leave 
an inclination toward criminal activity greater than that 
which existed prior to the illness and that it does not pro- 
duce such a tendency if it did not previously exist... . (4, 
pp. 12-13) 


Many changes in mental health treatments and ide- 
ology may have occurred since 1947, but the funda- 
mental explanation for the arrest rates of former men- 
tal patients posited by Brill and Malzberg remains true 
today. 
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Animal-Human Correlates of Narcotic Dependence: A Brief 


Review 


BY BARRY STIMMEL, M.D., AND STANLEY D. GLICK, PH.D., M.D. 


Knowledge of opiate action in laboratory animals can 
be of great value in developing a rational clinical 
approach to the treatment of narcotic dependence. 
Physiological alterations experimentally produced by 
narcotics have been confirmed in human subjects, and 
classical laboratory effects of conditioning and 
operant behavior also have clinical counterparts. 
Realization of animal-human correlates of narcotic 
dependence allows a better understanding of the 
strengths and weaknesses of existing therapeutic 
modalities. 


IN ATTEMPTING to provide a better understanding of 
the pathophysiology of human disorders, scientists are 
constantly searching for animal models of human dis- 
eases which they can study and more clearly define. 
Despite our similarities to mammals and even pri- 
mates, such attempts in most Instances are frustrating. 
One area that has been fruitful relates to the study of 
pharmacological and physiological effects of narcotic 
drugs in producing dependence, tolerance, and with- 
drawal. 

Although the exact mechanisms underlying these 
phenomena are still unknown, recent exciting ad- 
vances have been made with respect to the location of 
opiate receptors (1). Opiate receptor activity is found 
in the amygdala, periaqueductal gray matter of the 
midbrain, hypothalamus, caudate nucleus, and the me- 
dial thalamic area. Other areas of the thalamus and the 
cerebral cortex have also been shown to exhibit opiate 
binding to various degrees. In addition, brain extracts 
from naive animals have been found to contain mor- 
phinelike substances which not only bind to the opiate 
receptor but also have opiatelike effects on isolated tis- 
sues. Such findings will undoubtedly stimulate further 
investigations to clarify the mechanism of analgesia, 
euphoria, tolerance, and dependence readily observed 
with narcotic agents. A great deal of information has 
already been elicited concerning the behavioral effects 
of narcotic agents on the organism. These observa- 
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tions can be of help in clinically unders:: 
addicts’ compulsive craving for narec’ 
great difficulty in maintaining abstinence 

Unfortunately, this information has ro. 
disseminated and is known more by sciz“ 
engaged in research in drug dependence :‘ 
professionals clinically active in the fie « 
sulted in the proliferation of theories ab.: 
of narcotics on psychosocial behavio™ « 
ance of advocates of a particular the1an. 
to the exclusion of all others. 

The purpose of this paper is to review ` 
of animal behavior that are affected by 71: 
dence and, with the use of this knowlec«. 
the advantages and disadvantages of c.. 
ties of therapy. It should be emphasize: 
view is directed toward the health pro: 
field of drug dependence. For this resse: 
presented an exhaustive bibliography c` 
detail experiments conducted at the lel 
It is also important to realize that focusi 
cological and physiological effects of den 
way negates or minimizes the psycl. 


cioeconomic forces that undoubtedly p 


in initiating narcotic dependence ana 7 


in preventing maintenance of the abstr. ` 


addicts. 


DEPENDENCE 


Wikler (2) has used a conditioning, <! 


dependence to formulate an operatic- 


framework for relating experimente] +.. 


pects of narcotic dependence. Drug der 


fined as ‘“‘habitual, nonmedically indici” : 
ing and drug using behavior which ts cc. ‘ 


maintenance upon pharmacological x” 


not necessarily upon social reinforcers ` 
concept, one can measure the overal T. 


dependence by its resistance to extinz 


degree of physical dependence being re! 


verity of withdrawal symptoms induce: 
ministration of the drug is discontinued 
Narcotics readily produce dependenc. 


animals. Although the addition of mer; : 


ing water results in a bitter-tasting Iiqu . 
dence has developed rats choose morp* 


and self-administer the drug, even in t7: 
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sive stimuli (3, 4). Although it is frequently assumed 
that repeated administration of a narcotic for a pro- 
longed period is a prerequisite of dependence, this is 
nat the case. In naive chronic spinal dogs, phenomena 
indicative of hind limb abstinence can be precipitated 
by nalorphine administration 1 hour after a single dose 
of morphine (5). Similarly, in man, unequivocal phys- 
ical abstinence phenomena indicating dependence can 
be precipitated by nalorphine injection after adminis- 
tration of analgesic doses of morphine, methadone, or 
heroin four times a day for as few as 2-3 days (6). 

Physical dependence need not be present for rein- 
forcement to be obtained from opiate administration 
(7). Environmental factors or expected responses from 
injection of a specific agent may provide reinforce- 
ment, even when there is no opiate in the solution ad- 
ministered. Stolerman and Kumar (4) have demon- 
strated the presence of conditioned reinforcement in 
rats used to ingesting bitter morphine solutions. These 
animals, when offered a bitter-tasting quinine solution, 
consumed more than naive rats because of the prior 
association of bitterness with morphine reinforcement. 
Similarly, clinical experience has shown that individ- 
uals accustomed to injecting heroin cut with quinine 
may experience a ‘‘high’’ when only quinine is inject- 
ed and, indeed, may have been consuming such a poor 
quality of heroin that they may not show signs of phys- 
ical dependence when challenged with a narcotic an- 
tagonist (8). 

There is evidence that the acquisition of a drug 
“habit” may be facilitated in the presence of anxiety 
or stress. Rats will learn to self-administer amobarbital 
when a state of anxiety is provoked by the use of ran- 
dom electric foot shocks (9). Clinically, in addition to 
the fact that anxiety facilitates narcotic use, the cultur- 
al phenomena surrounding the injection of narcotics 


introduce the user into a defined social group, albeit a ` 


deviant one, which also serves as a positive reinforce- 
ment. 


TOLERANCE 


Narcotics also have the ability to produce tolerance 
on repeated injection. The development of tolerance 
also affects the self-administration of the drug, neces- 
sitating higher doses for a pleasurable effect to persist. 
It is not surprising that the response of laboratory ani- 
mals does not differ from that of humans in this re- 
spect. Daily intravenous self-administration of mor- 
phine by rhesus monkeys will increase gradually over 
a course of 4-6 weeks and then stabilize, presumably 
‘indicating that tolerance has developed (10). 


CHRONIC EFFECTS OF OPIATE USE 
Physiological alterations produced by narcotics 
have been shown to persist long after administration of 


a narcotic has been discontinued and in the absence of 
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obvious withdrawal symptoms. Altered responses of 
laboratory animals to painful stimuli have been found , 
up to 12 months after production of morphine depen- 
dence (2, 11). Loss of tolerance to morphine analgesia 
in rats was incomplete up to 12 months after morphine 
withdrawal, with EEC responses to morphine chal- 
lenge remaining different from those of naive control 
animals (11). Clinically, alteration of the respiratory 
center of man to atmospheres containing carbon diox- 
ide has likewise been shown to persist for prolonged 
periods of time following discontinuation of narcotic 
agents (12). 


ABSTINENCE AND WITHDRAWAL 


The physiological disturbance of the abstinent state 
can be well demonstrated in the laboratory animal. 
This is not only related to the actual physiologic and 
pharmacologic effects of ceasing narcotic administra- 
tion but also can be the result of conditioning. A condi- 
tioned abstinence syndrome can be produced by the 
use of paired nonaversive stimuli given during the pro- 
duction of abstinence when the animal is dependent. 
Thus narcotic-free rats will undergo withdrawal when 
placed in an environment that has been associated 
with production of the abstinent state during previous 
physiological withdrawal (13). Monkeys that have 
been narcotic-free for up to 4 months will experience 
withdrawal in response to a visual or auditory stimulus 
previously associated with a withdrawal+inducing nal- 
orphine injection (14). Wikler (6, 15) has been able to 
provide evidence for the conditioning ability of nalor- 
phine-precipitated abstinence in man by producing ab- 
stinence when saline injections were substituted for 
nalorphine. This conditioning effect has long been 
known ‘‘on the street,” where addicts become uncom- 
fortable and actually develop signs and symptoms of 
withdrawal when, in the narcotic-free state, they enter 
an environment where they had previously experi- 
enced withdrawal. 

It is also important to realize that symptoms and 
signs of withdrawal, although most prominent in the 
immediate postnarcotic dependent period, have also 
been found to persist for considerable periods of time. 
Narcotic-dependent rats exhibit signs of abstinence 
that may persist for 5 months after withdrawal of mor- 
phine (16). Similarly, monkeys have been shown to ex- 
hibit abstinence phenomena for up to 120 days after 
discontinuation of narcotics (17). Such animals, if pre- 
viously trained to self-administer opiates, will relapse 
promptly after morphine withdrawal. Rats will con- 
sume a significantly larger volume of an opioid solu- 
tion than control animals for up to 1 year postaddiction 
(16). This may be associated with inqreases in meta- 
bolic rate, norepinephrine excretion, and locomotor 
activity (18). Whether such a relapse results from per- 
manent physiological alterations in the organism in- 
duced by initial morphine dependence, a protracted 
physiological abstinence state, a conditioning process, 
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or a combination of all three has not been. clearly de- 
termined. Nonetheless, such effects do persist, have 
been documented in man for up to 30 weeks post- 
withdrawal, and must be considered in the therapy of 
heroin dependence (19). 


THERAPEUTIC GOALS 


After consideration of the knowledge gained from 
animal experiments, it becomes important to outline 
desirable objectives when dealing with the narcotic 
addict. It is not sufficient to merely withdraw the ad- 
dict from narcotics either abruptly or with slow detoxi- 
fication. One must address 1) reasons leading to nar- 
cotic use, 2) actual physiologic changes produced by 
chronic narcotic use as well as acute and chronic abstt- 
nence, 3) existing stimuli associated with narcotic re- 
inforcement, 4) operant behavior surrounding self-ad- 
ministration, 5) existing stimuli associated with with- 
drawal, and finally 6) means of altering long-term be- 
havior so as to maximize the possibility of an individ- 
ual remaining narcotic-free. However, it should be 
emphasized that, if the physiologic changes produced 
by chronic narcotic use in an individual are sufficiently 
profound, maintenance of abstinence may not be real- 
istic. In such cases therapeutic goals would be directed 
toward the first five factors, with alteration in long- 
term behavior implying the ability to lead a socially 
productive and personally fulfilling life without absti- 
nence being a primary goal. 


RESIDENCY HOUSES 


Most persons respond to pain or anxiety in one of 
several ways: fear, rage, or isolation. Manifestations 
of the fear are flight or denial; of rage, acting out; and 
of isolation, internal withdrawal or “‘encapsulation.”’ 
Heroin use facilitates the ‘“encapsulation’’ response 
by allowing the addict to build a shell around himself 
that must be removed before the therapeutic process 
can begin. Residency houses attempt to explore the 
individual’s feelings and get through the ‘“‘impene- 
trable” barrier by group processes centralized in en- 
counters, either pro- or introspective. Existing stimuli 
associated with drug reinforcement and withdrawal 
are removed through the encounter mechanism as well 
as by forced compliance with the ‘“‘house rules.” De- 
viation is not tolerated, infractions are dealt with, of- 
ten severely (e.g., aversive stimuli). The operant be- 
havior surrounding narcotic administration ts attacked 
through incarceration (albeit voluntary) within the 
community setting, associated with close observation 
by not only staff but also other residents. Verbal thera- 
py through encounter groups as well as individual con- 
tact serves to facilitate extinction of previously condi- 
tioned responses. Gradually the support offered by the 
staff as well as the punishment they deliver creates a 
role model through which the individual is able to alter 
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behavior on a prolonged basis in the abs. 


sive stimuli. Education and training, inii: 
by assigning jobs of increasing difficul:. 


house setting, can be expanded to profe: 
tional training and/or formal education. 
Such therapy would be most success 
persons whose physiologic dependercc 
has not been firmly established or v h? 
traordinarily high degree of motivaticn í 
narcotic use. The presence of actual p- 
dence is easily identifiable in the abse- 
testing with a narcotic antagonist, eve - 
of prolonged narcotic use exists. Blac.) 
over 40% of applicants to a methaden: 
program with a positive history of he:o © 
oin in their urine showed no withdrav< 
following naloxone administration. Ait!:. 
psychologically dependent on the drug, 


have not developed a true physical dz-. 


cause they have used an extremely pev < 
oin or have used the drug intermitteniI: . 
hand, individuals who are not able to tei. 
environment or who have a severe oer. 
narcotic agent may find great difficuliy | 
their increasing anxiety in such settirgs. 


plain the high ‘‘split’’ rate seen in rr- 


houses, as well as the use of alcohol or t- 
lieu of narcotics. When the closed env. 
primary inhibiting factor, benefit may 5e ' 
drug-free programs on an ambulatory Do- 
experience has indicated that ambu‘ai. 


usually does little to remove the existii. - 


ciated with drug use or the operant beh: 


ing self-administration. For this reason -~ . 


are rarely effective in enabling an indi. 
tain the abstinent state. 


NARCOTIC ANTAGONISTS 


The use of narcotic antagonists (cy<2}" + 
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the euphoric effect of heroin should :t be 
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relapse. If, however, persistent physiological and bio- 
chemical alterations induced by narcotic drugs are 
prominent, once abstinent such a person might find 
great difficulty in maintaining the drug-free state, and 
administration of narcotic antagonists might intensify 
the physiological effects of chronic abstinence. In this 
regard, it is also important to realize that most narcotic 
antagonists also have an agonistic effect and are mild 
analgesics with the capacity to alter mood and cause 
some degree of euphoria and dependence. Although 
euphorigenic effects without sedation, associated with 
increased activity, have been considered to enhance 
rehabilitation efforts (21), the danger of dependence 
upon such antagonists is real and must be considered 
quite carefully (22). Cyclazocine and nalorphine can 
produce physical dependence similar to that seen with 
morphine. Discontinuation of these agents also results 
in a comparable abstinence syndrome, somewhat 
slower in onset and associated with drug-craving or 
drug-seeking behavior (23). Naloxone is an exception 
in that it has only antagonist effects. Unfortunately, 
the short duration of action of naloxone, associated 
with its relatively low potency and its high cost, has 
prevented its use as a long-term pharmacologic agent 
(24, 25). Naltrexone, the cyclopropylmethy! analogue 
of naloxone, is also reported to have minimal agonistic 
properties and is currently under study (26, 27). Fur- 
ther work is necessary before these agents can be rec- 
ommended as standard alternative therapeutic modali- 
ties for heroin dependence. 

The use of narcotic antagonists in combination with 
behavioral therapy has been advocated by Wikler (15). 
With this technique the addict who has been detoxified 
and maintained on an antagonist in an inpatient setting 
is presented with controlled conditioned stimuli to 
elicit the conditioned response, which is subsequently 
eliminated through supervised self-injection of the nar- 
cotic in doses insufficient to overcome the antagonist 
blockade. It is anticipated that subsequent to the repe- 
tition of this process, previously experienced stimuli 
will cease to evoke a conditioned response. Once the 
patient is discharged, therapy with the narcotic antag- 
onist might be continued for at least a year to maintain 
extinction should a relapse to previous conditioned 
stimuli occur in the ambulatory setting. 


METHADONE MAINTENANCE 


The substitution therapy most often used in this 
country is methadone maintenance. The reasons for 
_ using methadone rather than other narcotic agents re- 
late to its long duration of action, its effectiveness 
when administered orally, and its inability to cause eu- 
phoria or somnolence when given in appropriate doses 
to tolerant individuals. Thompson (28) has demon- 
strated experimentally the ability of methadone to sup- 
press self-administration of morphine, thereby dimin- 
ishing the probability of seeking further drug reinforce- 
ment. Methadone extinguishes the operant behavior 
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associated with withdrawal. When administered in ap- 
propriate dosages so as to slowly raise the tolerance. 
threshold, it will also extinguish morphine-seeking be- 
havior by preventing euphoria following injection of 
street heroin. This last point is worthy of emphasis, 
since methadone, like any other narcotic, can cause 
euphoria and/or narcosis when administered to a non- 
tolerant individual or in a dose that exceeds the indi- 
vidual’s tolerance. Administration of methadone, 
therefore, allows the addict to remain comfortable, 
free of both the psychological anxieties and physiolog- 
ical realities associated with withdrawal. The pro- 
tection against the ‘‘high’’ is similar to that achieved 
with narcotic antagonists, although, unlike the person 
on antagonists, there is no discomfort related to absti- 
nence. Methadone also eliminates operant behavior 
surrounding self-administration, but only of the nar- 
cotic agents. If anxiety still exists, the individual will 
seek other mood-altering drugs. This explains the not 
infrequent association of polydrug abuse in methadone 
programs, most prominently drugs in the alcohol-bar- 
biturate-tranquilizer group. 

Methadone and other pharmacological modalities, 
however, do not address either the factors that lead to 
heroin injection or the alteration of behavior to effect 
long-term changes. For this reason pharmaceutical 
agents should be only one component in the rehabili- 
tative effort. Such programs should be staffed with 
multidisciplinary professional personnel to provide the 
ex-addict with the psychological and vocational sup- 
port necessary to allow the fullest realization of his or 
her potential. It should be emphasized that not every- 
one is a candidate for long-term methadone mainte- 
nance. For those whose addiction is of short duration 
or is intermittent rather than constant, another thera- 
peutic modality may be of value. 


CONCLUSIONS 


It is quite important, regardless of what modality is 
recommended, to realize that many factors related to 
persistent heroin use are not imagined but are based on 
solid experimental evidence. It is extremely difficult 
for a heroin addict to give up the “‘habit.’’ This diffi- 
culty is not necessarily associated with a weak person- 
ality; it is related to the existence and persistence of 
pharmacological, physiological, and conditioned be- 
havioral changes. Each person must be individually 
evaluated to assess the prominence of these factors, 
with subsequent recommendations to appropriate mo- 
dalities. When this is done, the chances of successful 
rehabilitation are maximized to the benefit of both the 
individual and the community. 
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Causes for the Premature Interruption of Psychotherapy by 


Private Practice Patients 


BY PERITZ LEVINSON, M.D., LEITH MCMURRAY, M.D., PAUL PODELL, M.D., 


AND HOWARD WEINER, M.D. 


Thirty patients who discontinued private 
psychotherapy prematurely were evaluated. Factors 
stemming from the dynamic interaction between the 
patient and the treatment process were the most 
common reasons for dropping out, followed by 
chronic character traits such as impulsivity and 
masochism. It is hoped that this assessment of 
variables in the premature termination of therapy will 
serve to alert the therapist to the probability that 
treatment will be aborted, suggest which mechanisms 
will cause interruption, and enable the therapist to use 
preventive measures sooner. 


THERE IS AN established bibliography dealing with out- 
come in psychotherapy, predictability, and reasons for 
patients dropping out. However, the studies in this 
area are generally limited to the measurement of fac- 
tors that are not difficult to define, objectify, and quan- 
tify. They include demographic variables such as age, 
social class, and intelligence, which can be readily and 
objectively measured, in addition to such factors as 
the patient’s ego strength, diagnosis, and motivation 
and the therapist’s empathy, which are also not very 
difficult to assess. What is lacking in this area of re- 
search Is an effort to elucidate psychodynamic factors 
in the therapeutic process that lead to premature inter- 
ruption and their interaction with other variables. Only 
with this more subtle information will the therapist be 
able to deal effectively with premature termination, 
both preventively as well as when the crisis develops. 
Without these data the therapist is equipped only with 
information as t8 which patients are likely to drop out 
of treatment and which are not. 

This area has not been researched adequately be- 
cause of the difficulty in tdentifying psychodynamic 
elements on a cause-and-effect basis from a myriad of 
alternatives. This requires a degree of inference that 
makes the resulting judgments vulnerable. Another 
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recognized difficulty is defining the psychodynamic 
variable itself (such as transference) so that several ex- 
perienced judges will share a commonality of meaning. 


LITERATURE REVIEW 


Brandt (1) reviewed 25 studies of adult patients who 
were in individual long-term psychotherapy at out- 
patient clinics and terminated clearly without the ther- 
apist’s concurrence. ‘‘Acceptors’’ of treatment had a 
high level of education, annual income, and motivation 
and were more likely than the “‘rejectors’’ to have been 
referred by physicians, courts, and themselves rather 
than by social agencies. McNair and associates (2) 
found that remaining in therapy was related to the de- 
gree of interest the therapist expressed in the type of 
problem presented by the patient. Borghi (3) observed 
that termination of therapy was a result of incon- 
gruence between expectations of the patient and the 
therapist. Shapiro (4) studied 24 child and adolescent 
clinic patients and found that premature termination 
may be a behavioral reaction to the negative feelings of 
therapists and that families seem to evoke less nega- 
tive countertransference than do individual patients. 
Weber and associates (5) observed that unfavorable 
outcome was related to severity of pathology, such de- 
fense mechanisms as denial and projection, fragile per- 
sonality organization, a proclivity for strongly depen- 
dent transference relationships, and a tendency to elic- 
it negative countertransference. 

In a comprehensive review Luborsky and associates 
(6) examined 166 ‘‘valid’’ quantitative studies of fac- 
tors that influenced the outcome of individual psycho- 
therapy for selected adult patients from 1946 through 
1969. Among patient factors, adequacy of general per- 
sonality functioning, motivation, expectation of 
change, payment of fee, intelligence, anxiety, and af- 
fect all correlated positively with outcome and non- 
termination, as did self-awareness, interest in human 
relations, achievement, and likability. Ethnocentrism, 
defensiveness, and somatic concern were negatively 
related to outcome. Among therapist factors, level of 
experience, skill, and interest as welf as empathy, 
warmth, and genuineness were positively correlated, 
as was similarity between the therapist and patient in 
social class, interests, values, and orientation to inter- 
personal relations. Seeman (7) noted that terminators 
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remained unaccomplished. Each of us ha: to¢ m 
cases. All patients were treated contin: !/y n 
schedule of 1 or 2 sessions per week. Th) vce b 
duration of treatment was 9 months and: cal wi 
ber of sessions 41. Most of the patients © i dre p 
out of therapy within 6 months of the ti. “ra asi 
were presented, and 67% of the subjects’. <11 & 


tended to drop out of therapy with the advent of trans- 
ference elements similar to those that were prominent 
and troublesome in adolescence and that led to avoid- 
ance instead of intrafamily confrontation and resolu- 
tion. 

Weiner (8) attributed psychotherapeutic impasse 
primarily to incongruence of the therapist’s and pa- 


tient’s goals, inappropriateness of the therapy pre- 
scribed, lack of rapport, and an antitherapeutic al- 
liance. Kohut (9) discussed analysands who quit sud- 
denly because of a narcissistic insult or threatened 
deprivation. Cooperman (10) emphasized the need of 
the patient dropout to defeat the therapist by thwarting 
the treatment or breaking it off. Rosenfeld (11) under- 
scored the interruption of therapy based on a negative 
therapeutic reaction. Loewald (12) observed that the 
more intractable negative therapeutic reaction was re- 


ment during the project; hence we were EER 


of premature termination and the fact: 
Cases were not presented until 4 month- 
nation to ensure that they were true terr ° 
not just “‘recesses.”’ 

In constructing the inventory of reason, 
leaving therapy, we attempted to be ove: : 
listed variables that could prove valid as - 
that we thought would not. Although a * 
was used to rate the degree to which a ca. 


at 


was involved tn the termination of thers: {te m 
number of cases falling into each point r: ov. c 
sary to regard the variable as existent o > tc ste 
rather than as quantitatively assessed. 
definitions were continuously discusse. . F 


fractory to interpretation because of guilt and the need 
for punishment. Stone (13) identified the causes for 
premature interruption in the therapy of wealthy indi- 
viduals as extreme narcissism and manipulation by the 
patient and envy, contempt, and corruptibility through 


overcharging by the therapist. would retain a reasonably uniform undi: :¢ 
the terms and concepts.! In addition to t: “mon, 
ry items, several other factors were d: arel - 
METHOD consensus to lead to premature terminat. ic: cc 
sisted of social position (using the tuc- cer a, 
We undertook to study a series of 30 prematurely [14]), ego strength (using six separate cr: “i ce or 
terminating private outpatients from the standpoint of | and diagnostic category. Diagnoses fole +‘ VW 
psychodynamic as well as fixed variables. Our sample (15) except for the inclusion of the cate. vof Ch. 


derline’’ as defined by Gunderson and $ <i. ), 
Reliability, as measured by instances > ¿auf zro 
ment among the 4 of us, was computed © {xc ar, 
methods on a randomly selected samn!} ~“ i? . as: 
The first method was percent agreemer: 
each item (see table 1). Seventy-five-r- . Z 
ment meant that we agreed on the scorim ` oer ! 
out of every 4 cases. The overall agrecr., . aas 7 


was different from that in most studies of patient drop- 
outs, which have dealt with clinic patients from a 
lower socioeconomic group. 

We met on alternate weeks. We were similar in that 
we ranged in age from 38 to 46, had been in practice for 
12 to 17 years, were university trained, and spent most 
of our workweek in private practice in Manhattan 
doing primarily psychoanalytically oriented psycho- 


therapy of a supportive-expressive type. One case was The second method of computing relias: vis n 

presented at each meeting, with an emphasis on data basis of percent agreement on the 22i: « & œ 

concerning the premature interruption of therapy. The case. The average amount of agreemei i 82 

time at each session was divided approximately as fol- which meant that we were in total agrus «ct it 

lows: | hour for a general presentation of the case and I rating level on 18 of every 22 items.” «. c. Is 

30 minutes for a discussion of factors specifically re- agreement remained uniform throughor . 

lated to the interruption of therapy. Each of us, using 

an inventory of causative factors, then rated the case . 

independently in order to assess rater reliability. This 

was followed by another 30 minutes for general dis- ne ETS 

cussion and elucidation of the data. Finally, there was Sse , , ; y , l 

a composite rating of factors based on the four individ- The principal findings in this stud, i> 9 
prevalence of causes for patients leavin? «ia í 


ual ratings. 
There was no preselection of patients in that each of 
us presented all of the cases qualifying as premature 


table 2). Most of the causes for droppir: aie ir 
ment could be divided into four major e. #215 .° 


interruption that occurred in our practice froma point largest category, “‘reactive to treatme> or ce 
2 years before,the beginning of the project. The criteria 87% of the panenis and involved factor fc 
for premature termination of therapy were as follows: {dynamic interaction of an evolving th: py y 9¢ 
1) the patient had weekly sessions for a minimum of 3 with the patient's anxieties and conflict | te 
months and 12 treatment hours, 2) the ending was rela- this category were more treatment-evoi . jz: o 
tively abrupt, 3) termination was unilateral and with- *A list of selected category definitions is availabl-> > 


out the therapist’s concurrence, and 4) the main goals son on request. 
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PREMATURE INTERRUPTION OF PSYCHOTHERAPY 


TABLE 1 
Percent Agreement Among Four Psychiatrists on Rating of Causes for 
Patients Leaving Therapy* 


Cattse Percent Agreement 
Fear of loss of defenses 75 
Fear of dependence 67 
Fear pf aggression or sexuality 67 
Transference 42 
Decompensation 75 
Masochism 83 
Poor motivation 100 
Negativism 75 
Flight into health 92 
Gratification of frustrated drives 75 
Need to fail 75 
Paranoia . 92 
Unrealistic expectations 67 
Fear of mental illness 92 
latrogenic factors 75 
Countertransference 67 
Interpersonal factors 75 
Reality factors 58 
Absence of therapist 92 
Cultura! factors 100 
Physical illness 92 
Drugs 92 


*Rating within | level on the S-point scale. 


TABLE 2 
Prevalence of Causes for Patients Leaving Therapy 


Patients (N=30) 


Causes Number Percent 
Reactive to treatment 26 87 
Fear of loss of defenses 14 47 
Fear of dependence 12 40 
Fear of aggression or sexuality 11 37 
Transference 18 60 
Decompensation I 3 
Intrinsic factors 17 57 
Masochism 8 27 
Poor motivation 3 10 
Negativism 6 20 
Flight into health 2 7 
Gratification of frustrated drives 2 7 
Need to fail 7 23 
Paranoia 2 7 
Unrealistic expectations ] 3 
Fear of mental illness I 3 
Therapist factors 11 37 
Iatrogenic factorse 2 7 
Countertransference 10 33 
Reality factors 12 40 
Interpersonal factors 7 23 
Reality factors I 3 
Absence of therapist 6 20 
Cultural factors 0 
Physical illness 0 
Drugs 0 


items. The second major category, “‘intrinsic factors,”’ 
which involved 57% of the dropouts, was based on 
chronic personality characteristics of the patient that 
preceded the therapy process. The third category, 
‘therapist factors”? (37%), consisted of counter- 
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TABLE 3 
Diagnoses of Patients Leaving Therapy 


Patients (N=30) 


Diagnosis Number Percent 

Neurosis 0 

Personality disorder 16 53 
Obsessive-compulsive 4 13 
Hysterical 7 23 
Dependent 2 7 
Passive aggressive 2 7 
Schizoid I 3 

Borderline personality 9 30 

Schizophrenia 5 17 
Chronic undifferentiated 2 7 
Affective type I 3 
Paranoid I 3 
Undefined 1 3 


transference and iatrogenicity. The last category, 
“reality factors’? (40%), included interpersonal 
causes such as family or spouse interference, reality 
factors such as moving away and loss of money, and 
therapist absence when it was not iatrogenically 
based. In regard to this last factor, all absences were 
within reasonable expectable limits in respect to tim- 
ing and duration. 

In studying table 2, it is important to keep in mind 
that premature interruption of therapy appeared to be 
a multidetermined action with a mean of 3 causative 
factors per case in this group of patients. Transference 
factors, fear of loss of defenses, fear of dependence, 
and fear of aggression or sexuality, in that order, were 
the most common individual causes for dropping out. 
Transference was listed as one cause of the inter- 
ruption in 60% of all cases. The most frequent non- 
treatment-reactive factor was countertransference, 
which appeared to be a cause for dropping out in one- 
third of the cases. Other causes listed in at least 20% of 
the cases were interference from family or spouse, 
masochism, negativism, fear of success (or need to 
fail), and complications related to therapist absences. 
Interestingly, reality factors, which are often offered 
to rationalize leaving therapy, caused premature inter- 
ruption in only 1 case. 

Table 3 presents diagnostic data on the 30 patients. 
More than half were diagnosed as having a personality 
disorder, 30% as borderline personality, and 17% as 
schizophrenic. None of the 30 dropouts was diagnosed 
as having a neurosis. 

We also analyzed the epidemiological and treatment 
characteristics of the total dropout group, excluding 
categories that did not show significance or trends, and 
the breakdown by causes for leaving therapy.” The fol- 
lowing can be noted: 

Transference, which was the most,common cause 
for leaving therapy, tended to occur among those who 
were married, Catholic, had more frequent therapy 


2A table presenting these data is available from Dr. Levinson on 
request. 
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sessions, were not schizophrenic, and who approached 
_ 50% of their treatment goals. (Goals in all cases in- 
cluded symptom relief as well as restructuring.) Trans- 
ference was particularly related to leaving therapy 
when the diagnosis was personality disorder. 

More men than women left therapy because of fear 
of loss of defenses or fear of dependence. However, 
men who left for fear of loss of defenses were more 
likely to be married, whereas those who left for fear of 
dependence tended to be divorced. 

There were fewer Jews and more Protestants and 
Catholics among those who left for fear of depen- 
dence. Those who left for this reason tended to be 
diagnosed as borderline; none were diagnosed as 
schizophrenic. They also tended to achieve 50% of 
their goals. 

Of the 11 subjects who left for fear of aggression or 
sexuality, 9 also left because of transference. There- 
fore, a separate analysis was not done for the category 
of fear of aggression. However, chi-square analysis in- 
dicated that women, Jews, and patients with less ego 
strength were less likely to drop out for this reason. 

Those who left due to intrinsic factors tended to be 
slightly older and married or divorced, very few were 
single. More of these patients were diagnosed as bor- 
derline and schizophrenic than those who did not leave 
due to intrinsic factors. 

Of those who left because of therapist factors, more 
tended to be single and few divorced. More were 
schizophrenic, compared to the total group, and they 
tended to leave therapy gradually; few left semi- 
abruptly. These patients tended to approach 50% goal 
achievement. 

The fourth category, reality factors, was not includ- 
ed in the analysis because it played a relatively small 
role in termination and did not show any particular 
trends. 

Those subjects with greater ego strength were more 
likely to have a personality disorder than a more se- 
vere illness and to have more goal achievement. Great- 
er ego strength was associated with dropping out due 
to treatment-reactive causes, mainly fear of loss of de- 
fenses and fear of aggression or sexuality. This is logi- 
cal in view of the ‘‘stronger’’ patient having fewer 
chronic, intrinsic personality traits, inciting less nega- 
tive therapist response, and constructing a life featur- 
ing less destructive family influence and less social and 
economic instability and impermanence. 

Another finding was that the reasons for leaving 
therapy which involved therapist-patient interaction 
(transference, dependence, therapist factors) led to 
achievement of more of the therapy goals than did oth- 
er reasons for terminating. It appears that involvement 
with the therapist, even in an aborted therapy, is pro- 
ductive to the well-being of the patient. Perhaps thera- 
pists ought not to consider patient termination as much 
of a failure when the cause of termination is related to 
their interaction with the patient. 

The following vignette concerns termination of ther- 
apy due to therapist-patient interaction. 
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A 29-year-old actor prematurely terminate 
ter 8 months of once-per-week sessions. Alt: 
personality disorder, his main symptom Ww. - 
anxiety, which was severely restricting his ¢. 


an only child; his mother had been very scx. . 


father jealous and threatening. The son rep ` 
and competitiveness toward his father, was v 
and was a genital exhibitionist in childhco ' 
stage he consciously dreaded that a good rei 
make the women in the audience fall in love 

As the treatment progressed the patie 1 
tudes of resentment and submission tow a. 
With the formation of the transference vi- 
urges, which were attributed to the doctar 
supported by explicit dream material. In or, 
tient intended to kill his teacher, but he o de 
of the gun and gently dissuaded him. 

Premature termination was consensuall, . ° 
tile and homosexual factors in the transferer.. 
mitting aggression or sexuality in the sessio 
implied and provided a second factor in tle .. 
other cause was the fear of continuing |: 
one being repression of homosexual urges 
ered but not selected as important were ihe 
lack of money. The latter turned out to be s 
Decompensation had not yet set into corir.. 
ruption. 


CONCLUSIONS 


A vivid profile of the dropout pater’ 
derived because of the variability in s...° 
overlap and multidetermination of cais.- 
stacles were presented by the small nui 
each cause category and the absence o- 
ent control group, although matcni-~’ 
dropped out for a specific reason w: 
dropped out for all other reasons prov! . 
group comparison. Still, this study revr. - 
to struggle with a difficult methodolyog . 
order to alert the therapist to the proba- 
ment will be aborted, to suggest wal. `’ 
will cause interruption, and to enable : >. 
use preventive measures sooner, 


REFERENCES s 


I. Brandt LW: Studies of ‘‘dropout” patien’s - 
review of findings. Psychotherapy: Theory. : 
2:6-12, 1965 

2. McNair DM, Lorr M, Callahan DM: Patica: 
ences On quitting, in Psychotherapy Reseu . 
ings. Edited by Stollak GE, Guerney BG <r. ¥. 
cago, Rand McNally, 1966 

3. Borghi JH: Premature termination of psy: 
tient-therapist expectations. Am J Psychothe 

4. Shapiro RJ: Therapist attitudes and preu: 
family and individual therapy. J Nerv Ve: 
1974 

5. Weber JJ, Moss LM, Bradlow PA, et al: Pre: 
in psychoanalysis and analytic psychothe . 
48:117-149, 1974 

6. Luborsky L, Auerbach AH, Chandler M, ci 


eae 
“ny 
š 


mwaud 
* 


PREMATURE INTERRUPTION OF PSYCHOTHERAPY 


encing the outcome of psychotherapy: a review of quantitative 
research. Psychol Bull 75:145-185, 1971 

7. Seeman MV: Patients who abandon psychotherapy. Arch Gen 
Psychiatry 3:486-491, 1974 

& Weiner MF: Psychotherapeutic impasse. Dis Nerv Syst 35:259- 
261, 1974 

9. Kohut H: The psychoanalytic treatment of narcissistic personal- 
ity disorders: outline of a systematic approach. Psychoanal 
Study Child 23:86-113, 1968 

10. Cooperman M: Defeating processes in psychotherapy, cited in 
Transactions of the Topeka Psychoanalytic Society. Bull Men- 
ninger Clin 34:36-38, 1970 

11. Rosenfeld H: Negative therapeutic reaction, cited in Transac- 
tions of the Topeka Psychoanalytic Society. Bull Menninger 


830 


12; 


13. 


14. 


15. 


16. 


Am J Psychiatry 135:7, July 1978 


Clin 34:189-192, 1970 

Loewald HW: Freud’s conception of the negative therapeutic 
reaction, with comments on instinct theory. J Am Psychoanal 
Assoc 20:235--245, 1972 

Stone MH: Treating the wealthy and their children. Inter- 
national Journal of Child Psychotherapy 1:15-46, 1972 

Myers JK, Bean LL: A Decade Later: A Follow-Up of Social 
Class and Mentai Illness. New York, John Wiley & Sons, 1968, 
pp 235-237 

American Psychiatric Association: Diagnostic and Statistical 
Manual of Mental Disorders, 2nd ed. Washington, DC, APA, 
1968 

Gunderson J, Singer MT: Defining borderline patients: an over- 
view. Am J Psychiatry 132:1-10, 1975 


Am J Psychiatry 135:7, July 1978 


Sudden Infant Death Syndrome: Impact on Families and a 


Direction for Change 


BY STANLEY E. WEINSTEIN, M.S.W. 





Until recently, there were no standardized approaches 
to the diagnosis of sudden infant death syndrome 
(SIDS), the leading cause of death in the age group of 
one week to one year in the United States. This has led 
to confusion among professionals and hardships for 
parents and families. The Sudden Infant Death 
Syndrome Act of 1974 provided funding for the 
dissemination of information, counseling, and 
education. The author reviews the scope of the SIDS 
problem, the ways in which it affects families, and 
mechanisms by which community resources can be 
mobilized to assist families. 


SUDDEN INFANT DEATH SYNDROME (SIDS), common- 
ly referred to as “‘crib death,” is the leading cause of 
death in infants between the ages of 1 week and | year 
in the United States. SIDS is the unexpected death of 
an apparently healthy infant for which thorough post- 
mortem examination fails to find an adequate cause. 
The syndrome occurs more often in the colder seasons 
and usually when the infant is sleeping. Accurate sta- 
tistics are not available for the incidence of SIDS in the 
United States because, until recently, autopsies were 
performed in only 50% of the cases and many commu- 
nities did not list SIDS as an approved category on 
death certificates. However, it 1s estimated that be- 
tween 8,000 and 10,000 infants die each year of SIDS. 
Diagnostic procedures and official causes of death 
vary from community to community. 

The ambiguous nature of SIDS makes many physi- 
cians, clinical investigators, and pathologists uncom- 
fortable. Theories of causation have included enlarged 
thymus gland, allergy to cow’s milk, suffocation from 
bedding, infection, and immature heart. Some impor- 
tant areas of current research include studies relating 
to prolonged sleep apnea (1), chronic oxygen defi- 
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ciency (2), and enzyme abnormalities: 
have yielded promising results. Other ~ 
of the SIDS pattern tend to include 
mothers under 20, preceding cdlds. an 
cidence at 2-4 months of age (3). Upri. 
infections have been associated with S' > 
infants who die of SIDS have suffered froe- 
tions. Only recently have investigators i< 
at SIDS as the end result of an interac: :' 
factors, which may not be the same in a. 

Bergman (4) reported that 14% of the > 
sample said they had not been told wij 
died, 50% felt that they were not giver 
explanation of the cause of death, and «©: 
the death was caused by a disease tha’ . 
from the cause listed on the death certi” : 
of the 74 primary counties reported in tr 
considered to have an organized appre: - 
with problems related to SIDS. 

Bergman attempted to assess how cc: ` 
knowledged the problem of SIDS anc tis- 
offered. One variable examined was ` 
sources.” Bergman found that only once » 
association out of 48 had an organized :. ° 
local health departments were involvcc . 
grams, and no state health department <: 
gram. The community resources Berz- 
were physicians (usually pediatricians; 
edgeable public health nurses, occasior: ` 
gist, and, at best, a chapter of a parent 
the International Guild for Infant Surv: 
the National SIDS Foundation. In na, 
were no community resources for 'r 
SIDS. The services offered by the few « 
sources that did exist were the proves: : 
tion and/or counseling. Bergman conc’: 
lies which did not have a private phys.c - 
apt to receive the worst care and atten: < 
poorer families in our society have ait. ` 
of SIDS and the least access to inform:.’ 
seling available through community res: : 

Information about SIDS is necessary | : 
involved and for the general public. Tne ° 
to have all of the available informatior 
order to understand the disease as mucr 
This may have been less of a concern iz’ 
other diseases (e.g., tuberculosis, sr: 
monia) were claiming the lives of more ¢ . 
however, SIDS ts the leading cause of in : 
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accounting for almost one-third of infant deaths after 1 
week of age (3). 


THE FAMILY’S RESPONSE TO SIDS 


Families experiencing a SIDS death generally face 
multiple problems. The situation may have been worse 
in the past, but it is still bad today. The parents are 
often young and may be experiencing the death of a 
relative for the first time. It is often the first major 
stress on their marriage. They had waited nine months 
for the birth and were just sampling the joys and ad- 
justment of parenthood when their infant child died. 
They ask the logical question—‘‘Why did my baby 
die?” They look to their physician for answers, but he 
does not have them. They want to make sense out of 
nonsense and put the pieces together in a way that will 
enable them to see a cause and effect. If there is no 
autopsy, they will wonder about the cause even if it is 
listed as SIDS, and they will have no knowledge about 
possible genetic defects. The autopsy is a procedure 
that says to parents, ‘‘We have looked and found no 
other known cause of death.” The cause of death may 
be reported as pneumonia, particularly if there is no 
autopsy or if a coroner does not recognize SIDS as a 
cause of death. This may imply neglect on the part of 
the parents, and even if others do not say this, the par- 
ents certainly consider it themselves. If the parents 
have a lifestyle that is at variance with that of middle- 
class America, they may even be accused of child 
abuse. A number of parents have been charged with 
child abuse and imprisoned, even while their infant 
was being buried. It is often not realized that for the 
age range of one week to one year many more deaths 
are caused by SIDS than by child abuse. An autopsy 
can rule out abuse. Parents and families look for a rea- 
son—a germ, a defect, or some logical cause. The at- 
mosphere of not knowing the cause generally leads 
parents to dwell on their own doubts or doubts sug- 
gested by others and to blame themselves for doing— 
or failing to do—something that led to the death. ‘‘If I 
had stayed home, I would have heard him.” “If the 
window wasn’t open.” “‘If I had taken him to the doc- 
tor sooner.” “‘If I hadn’t left him with a babysitter.” 
These statemen{s may reflect the parent’s feeling that 
“IFI were a better parent” or “‘If I hadn’t sinned,” the 
child would be alive. 

A common denominator of SIDS parents is guilt. 
The guilt, the grief, and the lack of knowledge together 
constitute major emotional stress for the parents both 
as individuals and as a couple. Guilt can exacerbate 
‘previous psychiatric conditions and marital problems. 
The grief and mourning are doubly hard because the 
parents had no preparation—the infants were viewed 
as thriving and healthy, not sickly. If the family has 
other children, what do they tell them? If the sibling 
shared a bedroom, do the parents wonder if the other 
child somehow caused the death? Could normal sibling 
jealousy or ‘‘death wishes” confuse the sibling to the 
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point of believing he or she killed the infant (magical 
thinking)? What about future pregnancies? Could this 
happen again? How soon should the couple try to have 
another child and what can they do to prevent a recur- 
rence of this tragedy? There are many concerns and 
many questions, but where do these families turn? The 
Bergman study (4) noted that physicians and parent 
groups were the two main community resources. 

In the past the marital pair, the family, and the kin- 
ship group were considered the best support systems. 
The family is still the major support, although in our 
complex society the family is unable to handle all 
problems. As our industrialized society moved away 
from total reliance on the extended family to cope with 
family stress, formal community care-giving agencies 
were developed to provide these resources. The death 
of an infant, with the grief and mourning that follows, 
generates a crisis for all individuals within a family. It 
is important to note that this crisis may temporarily 
induce behavior that appears similar to mental illness, 
but “‘a state of crisis is not an illness” (6) and should 
not be seen as such. “‘Crises ... represent mental 
health turning points or way stations. The balance may 
come down on one side or the other; there is the op- 
portunity for a healthier development and the danger 
of a move toward pathology” (7). Some families grow 
closer as a result of dealing with crisis and others de- 
velop major problems. Studies show that before a state 
of illness, physical or mental, there is often a crisis that 
upsets a person’s or family’s previous level of func- 
tioning (8). Other studies (9-11) show the later effects 
of a child’s death on siblings and parents. Thus a se- 
vere problem caused by the sudden infant death syn- 
drome can affect the health of all family members. 
Community resources not only serve to help at a time 
of stress but can also serve a preventive function. 


THE SUDDEN INFANT DEATH SYNDROME ACT 


OF 1974 


Parent groups were the first community resource or- 
ganized to deal with problems related to SIDS. The 
first such organizations were developed during the 
early 1960s by SIDS parents to provide information to 
newly bereaved families, educate the general public, 
support research, and facilitate change in the way 
communities respond to the problem. They also began 
to counsel SIDS families on a number of issues, in- 
cluding their guilt, their other children, the children 
they may have in the future, and their grief reactions. 
They attempted to provide these services because 
there was no other organized community resource 
available, and they knew that the circumstances sur- 
rounding this death were unique, generating many 
unique problems and requiring a uniqieé kind of coun- 
seling. However, community response was slow to 


change and more families needed service than these _ 


groups could accommodate. These groups, along with 
some interested professionals, took their concerns 
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about SIDS problems to the United States Congress 
for hearings in 1972 and 1973. The Bergman study (4) 
was presented as evidence, and the result of the hear- 
ings was the passage of the Sudden Infant Death Syn- 
drome Act of 1974. The act directed the Department of 
Health, Education, and Welfare to fund a number of 
SIDS projects around the country through the Bureau 
of Community Health Services, Maternal and Child 
Health Services. 

These SIDS projects are specialized community re- 
sources set up to provide counseling services to fami- 
lies who have lost a child through SIDS, to educate the 
general public, and to mobilize and educate special 
groups of people who come in contact with these fami- 
lies. These special groups are defined as police, physi- 
cians, funeral directors, emergency room personnel, 
ambulance drivers, clergymen, and pathologists (12). 
These are not just special groups; they are also profes- 
sional caregivers. Thus it is incorrect to say that there 
were no resources in the communities Bergman stud- 
ied; rather, there were community resources that were 
not being used as support systems for families who ex- 
perienced SIDS. Viewing community resources this 
way, one can also consider a number of others such as 
the medical examiner, the family service agency, the 
school counselor, the psychiatric clinic, and parent 
groups. All of these community resources are impor- 
tant, and for a given family in a community one cannot 
predict which resources will be received in the easiest 
or most meaningful way or will offer the best help. As- 
suming all community resources were good and avail- 
able to all families, factors such as the culture of the 
family and history of the family’s association with the 
particular resource, plus the age and sex and socioeco- 
nomic level of the family members, might determine 
which resources would be utilized. 


COMMUNITY RESOURCES 


How does one identify, educate, and support com- 
munity resource systems? One starts by evaluating a 
particular community to see what resources exist at 
both state and local levels and in the public and private 
sectors. First, it is necessary to determine whether 
services should be built into existing delivery systems 
or whether new systems should be developed. To elicit 
effectively the support of other community agencies 
and professional caretaking groups, it is necessary to 
understand their view of their role and the way in 
which they perceive SIDS and the families of SIDS 
victims. One way to do this is to appoint professional 
agency representatives as consultants to the SIDS ed- 
ucational and counseling program. For example, in or- 
der to change the type of service SIDS families receive 
in hospital erférgency rooms, it would be necessary to 
develop an educational program tailored to this goal. 
However, one must first understand the current serv- 
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various community hospitals, large ar: 


and private, would be of great assistanc : 

Another question that needs ans ` 
should do the educating. Should the 
DHEW-funded projects do the educati ` 
someone else? Community resources si’ 


ined so that one can understand how 
training or Inservice educational proz. 
The DHEW project staff can do the e. 


selves or work toward using existing cv : 


grams. Often it is better to take tke 
through consultation with and educat.c 
ing teachers instead of providing outs < 

formation is more likely to be accepie,. 

sented by someone from within the sys:: 
perceived outsider with special skills. Tı 
educational program run by police ac. 


tors with SIDS project staff as consu - 


better received than a program provis 
project staff. 


ASSISTING A SIDS FAMILY THROLC. 
OF COMMUNITY RESOURCES 


Listed below are guidelines that are . 
portant in dealing with a sudden infant: : 
vance of each of these to particula? a: 
viduals will depend to some extent on <? 


case and their relationship to the fami 
1. Life-saving measures should Fe 
those first on the scene (1.e., ambulare 
police officers), if for no other reasor 
the family that every effort was made -: 
fant. Parents often look to ambulance . 
sonnel as the people most likely to i- 
save their infant. A parent's feeling o' 


increased when the professionals do r: < 


2. There should be provisions for . 


ents to the hospital and for seeing th:: : 
are looked after. Once at the hospitai. - 


be afforded privacy and access to a tei. 
to contact relatives, a clergyman, cr i` 


cian, and an emergency room staff me ` 
assigned as a link between the staf . 


while efforts are made to revive the 
formed of the death, parents shouid i; 


portunity to see the infant again shou . : 


and the infant should be clothed or ce 
ately. 


3. The need for an autopsy within | < 


be emphasized and results of the au: 
shared immediately with the family. ~ 
examination in all communities shoule 


so that there is agreement among path - 


use of the discrete category of SIDS. 
4. Those dealing with the family 


stages should maintain a nonjude-. 


- 
. oo 
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doing their utmost to avoid implication » 
pability in the infant’s death. Often, : 


ice and the views of the emergency room staff toward 
change. An advisory group of representatives from 
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must be investigated by the medical examiner’s office 
or the police. In such cases, only factual data should 
be collected. Possible concerns about suspected child 
abuse can be clarified by the autopsy. If SIDS is sus- 
pected as a cause of death, the family should be re- 
ferred to available literature and provided with sugges- 
tions for counseling. 

5.eThose who might be sought by the family for 
counseling, e.g., physicians, clergymen, public health 
nurses, psychiatric clinics, health departments, com- 
munity agencies, or funeral directors, should acquaint 
themselves with the problems faced by such families 
and should be aware of other community resources to 
which they can refer the family. 

6. Above all, those dealing with death should be 
concerned with the needs of the living—the family 
members whose distress could result in prolonged 
emotional problems, concerns about having additional 
children, or difficulties with further pregnancies if they 
are not given appropriate support in their time of crisis 
(12, 13). These families, including extended family 
members and siblings, often require specific guidance 
in such areas as making funeral arrangements. They 
may also need help with future crisis points, including 
the anniversary of the birth and death of the infant, the 
birth of other children, and Mother’s Day and Father’s 
Day. 

Those assisting SIDS families should also be aware 
of the informal network of friends, relatives, employ- 
ees, etc., who make up a large and often significant 
source of support for family members (14). These in- 
formal resources are usually available to families in 
crisis, and often their existence minimizes the need for 
long-term support from more formal community re- 
sources. 

Caplan (7) has stated that ‘‘we can never aim at re- 
moving all problems from the world . . . we can, how- 
ever, assist community leaders to arrange facilities so 
that people who are facing inevitable stress situations 
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may be helped to solve their problems in a healthy 
way.” The families experiencing the stress of sudden 
infant death syndrome deserve the care, concern, and 
assistance available through resources in their commu- 
nity. 
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Father-Son Incest: Underreported Psychiatric Problem? 


BY KATHARINE N. DIXON, M.D., L. EUGENE ARNOLD, M.D., AND KENNETH CALESTRO, *%1. * : 
E ee ee ee ey ee peer relationships. His IQ scores were in thek + 1c ce 
Six families are described in which 10 sons were tal retardation range. His mother, a depender ¢ ir ot 
involved incestuously with a natural father (N =4) or woman, had been married and divorced twicz toa hi. 
step-father (N=2). Father-son incest as a part of the from each marriage. 

spectrum of child abuse appears to be a more frequent After Larry had been in treatment fbr a year: cun lP 
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reported spontaneously that his natural father 


clinical entity than was thought previously. ted | 
put his ding-dong where I go pooh-pooh . 


a 
ent 
wet? F 
poe’ 


The natural father was known to have been zt) sab ih. 
sive when Larry was an infant. He reportedly © ¿r ip 
THERE HAS BEEN increasing public and professional blanket and threw him into the crib froma ! vice Ti 
awareness over the past decade of parental sexual ex- €Pisode of sexual molestation probably occu." «at to 
ploitation of children as a form of child abuse. The ‘pond was caring for Larr ee Mrs. A's 3) sen 
sychiatric literature contains a number of studies de- aT Was YEATS AT et ey areas > cae 
pele oe : à obtained a divorce from the father. The father + œs. th 
scribing clinical features and suggesting dynamic for- of Larry appeared to be more upsetting and dii ~es Uh 
mulations associated with heterosexual parent-child mother than to Larry. 
incest (1), but there is a significant lack of discussion 
dealing with homosexual parent-child incest. It is un- Case 2 
clear whether this conspicuous dearth of information Doug B, a 6-year-old boy who was the oldes: <. 're: ch- 
reflects a very low incidence of homosexual incest, as dren, was hospitalized for evaluation of possi) 2c rd u 
suggested by some authors (2-4), a tendency to label by the father. Since Doug had begun talkir. ie 
this behavior pattern as simply homosexual rather complained to his mother that the father wa ici: 
than incestuous, as Cory (5) has implied; clinicians’ genitals and putting his mouth on Doug's » Me Gt 
these incidents were witnessed by the mothe +' 21° sfc 


failure to recognize the problem; or a combination of 
all three factors. 


I 
and bite marks were sometimes found aroung © iss ctr 
During a period of 4 years, cases involving six fami- 


The mother reported finding bruises on the ch: i .. "1 
claimed resulted from his father striking him. } gie sle 


lies with homosexual incest have come to our atten- aa double hed wih his falhet SCE Bira cae 4 
tion. We were not looking for incest but, rather, were mother slept in a single bed in the same roor  . me “ft 
impressed by the accidental finding of such a large younger children was molested by the fathe- 

number of homosexual incest cases in our population In a clinical interview, Doug was observedii onto ne 
in view of the lack of attention the phenomenon has overactive and became particularly agitate. cn v: 
received to date in the literature. All of our cases in- tioned about his father. His remarks about th: ‘leo: o: 


th 
ed “‘He stinks. He’s drunk. He hits me. ld  -‘3k F 
and burn down his bar.” It was reported that ` 
feces in a can and often urinated on the livingi: gi 


volved father-son incest, and we are aware of no cases 
of mother-daughter or mother-son incest in the same 
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clinical ulation. i z 
VAROR Mrs. B filed for divorce because of Mr. Bs: iaie s 
ual abuse of the child. Mrs. B had a histor’ ` 3 ast) It: 
and psychiatric hospitalization, and custody <° cow s 
CASE REPORTS awarded to the father during the divorce proce ites Jan 
ATE, was not seen for follow-up or treatment. 
, Case 3 
Larry A, 51⁄2 years old and the oldest of two children, was . 
seen in the clinic over a period of 2 years for problems of Steve C, 11 years old and the oldest of fou i lw v. 
hyperactivity, aggressive behavior, encopresis, and poor brought to the outpatient clinic by his me cifs + 
learned that her husband, Steve's stepfather 2 xoa. 
gaging Steve in sexual activity over the prs. ¿a 2 x 
The authors are with the mortar aN o. P PA a fai The three daughters, natural children of this : s | d> 
lescent Psychiatry Division, the Ohio State University, Columbus, f ; rsa neg 
° Ohio 43210, wher@ Dr. Dixon is Assistant Professor, Dr. Arnold is been sexually abused. Steve’s natural fathe pane 
when Steve was 18 months old, but Steve was: vi. >to 


Associate Professor, and Mr. Calestro is Psychologist and Clinical 
Specialist. Mr. C was his stepfather. 
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intercourse with the babysitter. Mrs. C displayed some hys- 
terical features and claimed that her husband often had inter- 
course with her while she was asleep. Steve had apparently 
watched at least one of these episodes on his stepfather’s 
invitation. 

During the two-year involvement with his stepfather, 
Steve had a series of accidents which included two near- 
drownings, several falls, and being struck by an automobile. 

Mrs. C divorced her husband, but Steve did not continue 
his outpatient contacts with his therapist. He was next seen 
34 years later when he was admitted to the Adolescent In- 
patient Service for refusing to attend school, conflict with his 
mother, defiance, running away, drug abuse, and at least one 
drug overdose. He was an anxious, insecure, and impulsive 
adolescent who was concerned about his own sexuality. His 
intelligence was in the low normal range. In a therapeutic 
program, Steve made positive gains with his many self-de- 
feating, self-destructive, and maladaptive behaviors and was 
discharged home to his mother. 


Case 4 


Joe D, age 13, was the oldest of three children. He was 
referred for psychiatric treatment by the county children’s 
services agency after discovery of his bisexual incestuous 
activity in his home. Police raided the family’s trailer after 
receiving information suggesting that the patient’s stepfather 
was moonshining and selling alcohol to minors. During the 
course of their investigation, they also discovered approxi- 
mately 300 pornographic photographs depicting various sex- 
ual activities between Joe and his 11-year-old sister and his 
stepfather, and between the stepfather and Joe’s sister. Sub- 
sequent physical examination of Joe’s 3-year-old brother 
supported the children’s later reports that he also had been 
repeatedly sodomized by Mr. D, who was this child’s biolog- 
ical father. 

The psychiatric evaluator found Joe to be a plump, imma- 
ture, effeminate-appearing adolescent. He refused to discuss 
the home situation other than to say, ‘‘My father is rotten.” 
His intelligence was above average (full scale IQ of 118 on 
the Wechsler Intelligence Scale for Children), and there was 
no evidence of a psychotic disorder or of significant depres- 
sion. Results of psychological testing were essentially within 
normal limits, although there were indications that Joe was 
passive, submissive, cynical, and confused concerning is- 
sues of sexuality, rejecting the stereotypic masculine role. 
He also expressed overt hostility toward the father figure. 
Neither of Joe’s siblings was referred for psychiatric evalua- 
tion. Short-term psychiatric admission was requested by and 
for Joe as a form of asylum from the notoriety this case had 
received in his shall rural home community. Although the 
intrafamuilial sexual activity had existed for at least 1 year, 
the patient was performing satisfactorily at school and no 
other problems were reported at the time of referral. 

The patient’s mother, who was in her mid-30s at the time 
of his admission, had suffered a stroke when Joe was 2 years 
old. Following this episode she showed significant personal- 

ity and behavioral changes that interfered with her ability to 
care for herself and her young children. She was deserted by 
her first husband soon after her stroke and married Mr. D 
when Joe was 10 years old. She was pregnant with her 
youngest child at that time. She apparently was not a direct 
‘participant in the family’s sexual activities with the children, 
although she was present during the photographing. The 
mother stated that she was fearful of physical violence from 
her husband and claimed she could do nothing to stop him. 
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The stepfather, who was in his mid-40s, was described as 
violently explosive and had a record of convictions for man- 
slaughter, bootlegging, and sale of pornography. 

Mrs. D went into hiding for 3 months after the police dis- 
covered the family activities, later stating that she feared 
reprisals from her husband owing to her preliminary testimo- 
ny. She subsequently refused to testify against Mr. D, as did 
the children. Their refusal, as well as the fact that the photo- 
graphs could not be used because they had been seized with- 
out a warrant, led to the assault charges against Mr. D being 
dropped. He was convicted of selling liquor to, minors and 
served a short sentence. 

A 2-year follow-up revealed that Mr. and Mrs. D had sepa- 
rated and Mrs. D and her children had moved out of state. 
Joe’s adjustment was reported as good, with no difficulties at 
school, home, or on his part-time job. 


Case 5 


David E, a 15-year-old boy, was originally seen for a psy- 
chiatric consultation on the surgical service, where he had 
been admitted for evaluation of headaches and neck pain. 
David had complained of various somatic problems for the 
previous 6 months, including chest and abdominal pain. For 
3 months he had become progressively more withdrawn and 
depressed, with anorexia, insomnia, and self-mutilation. Da- 
vid and his mother led the consultant to believe that the de- 
pressive symptoms were temporally related to a change from 
special classes to a regular classroom, where he was unable 
to keep up with the work. 

After several nonproductive sessions in which David re- 
mained withdrawn and uncommunicative, emergency psy- 
chiatric hospitalization was required for a crisis in which Da- 
vid was cutting his arms and legs and threatening harm to 
himself and his father. After his admission, with urging from 
his mother, David divulged the family secret that his father 
had been sexually abusing all six children in the family (two 
daughters, ages 13 and 14, and four sons, ages 8, 10, 12, and 
15) over a period of 10 years. The youngest son had been 
treated for rectal incontinence at a pediatric clinic, but ap- 
parently no inquiries had been made to determine the cause. 
The mother claimed she had overt knowledge of this activity 
for only 11⁄2 years but had taken no action to protect the chil- 
dren. The father’s relationship with the children included a 
clear sadistic component, and he often beat them in combi- 
nation with his sexual abuse. When the family noted the fa- 
ther to be in a ‘‘bad mood,” the oldest daughter or son would 
‘‘offer’’ herself or himself to protect the younger children. 

All of the children in this family had significant school 
problems and several of them, including David, were in 
classes for the educable mentally retarded. David’s achieve- 
ment scores as a 9th grade student were on second, third and 
fourth grade levels. David’s IQ, reported as 64 on a Stanford 
Binet at age 11, rose to 88 after his hospital admission and 
sharing the family secret. 

The mother was able to follow through with divorce pro- 
ceedings but then allowed the father to return home to live. 
None of the family appeared in court to testify against the 
father on the incest charges, which were consequently 
dropped. 

At follow-up 3 years after the initial contact, the father had e 
moved out of the home and remarried, though he continued 
to live across the street from the family home. He remained 
involved with the children at least to the extent of intruding, 
into the relationships between his daughters and their 
boyfriends. All of the children continued to have school and 
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emotional difficulties. The oldest daughter sought counsel- 
ing, and David called his former therapist once asking for 
advice about his impotence with his girlfriend. He was, how- 
ever, unwilling to become involved in further treatment. 
None of the children received further help because the 
mother did not want to “‘open up old wounds.” 


Case 6 


Richard F, 16 years old, was the second of five children. 
He requested psychiatric admission for ‘‘nervousness,”’ 
which he attributed to several years of sexual abuse by his 
father. He had not attended school for the previous year and 
had spent his time “‘sitting around the house.”’ In addition to 
running away frequently, he used alcohol and marijuana ex- 
cessively. A history of accidents” since age 12 included a 
gunshot wound in the chest deliberately inflicted by a friend, 
burns from “‘lying on a register,” a fall from a roof, and as- 
sorted hand and knee injuries. There were numerous other 
clinical indicators of anxiety and depression. 

Richard’s parents had an 18-year history of marital and 
sexual problems. Mrs. F was aware when she married Mr. F 
that he had been involved homosexually with his brother and 
her brother. She suspected his sexual involvement with 
Richard from the time Richard was 10 but never attempted to 
confirm her suspicions. On a number of occasions she awak- 
ened in the middle of the night and heard Mr. F in the son’s 
room, but accepted at face value her husband’s explanation 
that he was ‘“‘just checking Richard.” Father and son were 
involved homosexually almost nightly from the time Richard 
was 14, and only when Richard openly confronted his 
mother 2 years later did she take any action. The charges she 
filed with the police against her husband were almost imme- 
diately withdrawn ‘‘at the children’s insistence,” she 
claimed. 

Mr. F, a fifth grade drop-out, had been unemployed for 
several years, disabled due to ‘‘nerves.’’ He drank exces- 
sively and was physically abusive with all his children. He 
whipped one son with a belt for 20 minutes ‘‘because he 
wouldn't cry.” He openly admitted the sexual relationship 
with his son, blaming it on the poor sexual relationship with 
his wife. 

Mrs. F, an anxious, suspicious, hostile woman, stated that 
she was unable to leave her husband because she could not 
support the family herself. Her history indicated that she 
was able to do little other than complain about the many ter- 
rible things her husband had done. She appeared over- 
whelmed by family and marital conflict but was unable to use 
the support of a social agency to help her cope with her prob- 
lems. 

Although there were four sons and a daughter in the fam- 
ily, only Richard had been singled out for his father’s ad- 
vances. An older son had a history of impulsiveness, exces- 
sive alcohol use, and drug abuse. At age 19, he had been 
married and on welfare for 2 years. One year after the initial 
contact, a younger son was seen on an emergency basis in 
the psychiatry outpatient clinic because of threatened vio- 
lence and increasing conflict with the father. Fearful of being 
forced into a homosexual relationship, as Richard had been 
at his age, he was having some difficulty sleeping and was 
feeling homicidgk toward his father, whom he accused of 
doing “awful” things. 

No significant changes occurred within the family as a re- 
sult of the family’s and sons’ psychiatric contacts, and after 

ichard’s second admission he was discharged directly to 
the Job Corps. 
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DISCUSSION AND CONCLUSIONS 

It is generally agreed that father-daug. i 
volves more than two people and is ane. 
intrafamilial conflict and pathology. Som: 
ingredients conducive to father-daughter . 
poor marital relationship, an overbur: 
adequate mother who has usually abdica . 
role, and a father with a poor sexual acz. - 

Although firm generalizable conclus. 
factors associated with father-son ince- 
drawn from these six families, there i- 
table patterns that warrant attention | 
identified patients were the oldest of mui. 
However, younger siblings were also r- - 
fathers generally had histories of alcolh:: < 
athy, or both. Four fathers were know” 
and physically abusive with the childre> 
had a history of poor judgment and imr 
None was known to be homosexual.y 
other than immediate family or close re!: 

There seemed to be a high degree of <. 
the part of the mothers. In severai c: 
known about the sexual activity, overi!; 
for several years before community reco . 
problem or direct confrontation by the : 
them to take some action that could :: 
vention. They often appeared overwte ~- 
able to protect their children, even with < . 
some cases. 

In father-daughter incest, the daugh:: . 
anger and resentment toward both parer - 
as perpetrator and the mother as nonpr:. « 
cases, the sons expressed intense rez: 
even homicidal wishes, toward the fathe . 
of the families did the son describe tre 
nonprotector. 

Homicidal and/or suicidal ideatio2 s 
four of the six identified patients. Thre: 
fied patients had a history of self-dest- . 
some form, ranging from suicidal gestu"c 
tilation to reckless use of drug combinu 
tiple ‘‘accidents.’’ None of the 10 bs. 
families was psychotic. 

All six families were white, even thc: : 
population includes a substantial prape. 
races (approximately 20% black). Heo.» 
skew could occur by chance in a serie; ° 
of the families were in the lower three 
socioeconomic classes, and five of 1: 
were urban. The clinic serves primarily : 
and the socioeconomic distribution of < 
normal. 

There did not seem to be a consistex. , 
ther-daughter sexual abuse in the prese ` 
sexual incest. Five families had both re: 
children. In two of these families, bot” 
male children were sexually used by thc : 
three families the sons were the only ta: : 
ther’s sexual abuse. 
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FATHER-SON INCEST 


Following public disclosure of the family secret, at 
least one family member was extruded from the family 
system, usually the father or son. In one case, the 
mother was essentially extruded when custody was 
awarded to the father in a contested divorce. In one 
case, the disclosure was made after the father had left 
the home. 

In general, there seem to be more parallels between 
father-son and father-daughter incest than between fa- 
ther-son and mother-son incest. This would suggest 
that the sex of the parent is a more important variable 
than the sex of the child. 

The clinical experience from which these cases were 
drawn consisted of approximately 1500 cases of male 
child and adolescent’patients. Thus, these cases repre- 
sent 0.4% of our male child psychiatry patients. Since 
our patient population is not atypical in other regards 
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for a child. psychiatry service, it seems reasonable to 
expect that the frequency of father-son incest in the , 
overall child psychiatric clinic population is higher 
than has been assumed. 
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Effect of Haloperidol and Apomorphine Treatment on Dopai: 1e 


Receptors in Pituitary and Striatum 


BY WILLIAM C. FRIEND, M.SC., GREGORY M. BROWN, M.D., PH.D., GEORGE JAWAHIR, 
TYRONE LEE, PH.D., AND PHILIP SEEMAN, M.D., PH.D. 


Prompted by an interest in the similarity of brain and 
tuberoinfundibular systems, the authors studied 
butaclamol-specific neuroleptic and apomorphine 
binding in pituitary and striatum after chronic 
haloperidol and acute apomorphine treatment. 
Striatal binding increases but pituitary binding 
decreases in haloperidol-treated rats. Pituitary 
binding changes rapidly in response to apomorphine 
exposure and striatal binding does not. These findings 
suggest that factors influencing binding differ in these 
two tissues. 


CONSIDERABLE INDIRECT EVIDENCE indicates that 
neuroleptic drugs act by blocking dopamine receptors. 
For example, the molecular structure of chlorproma- 
zine, in its preferred conformation, can be partially su- 
perimposed on the dopamine molecule and so might 
act by fitting into the dopamine receptor (1). Neurolep- 
tics produce the parkinsonian symptoms of rigidity, 
tremor, and akinesia (2), which can be partially re- 
versed by L-dopa treatment (3, 4). Neuroleptics block 
the effects of apomorphine (5)-and amphetamine (6), 
accelerate dopamine turnover (6, 7), increase the firing 
rate of dopamine neurons (8), and increase homo- 
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vanillic acid accumulation (9). Further. 
fective inhibitors of dopamine-sensitive : 
clase (10, 11). The recent finding that 
compete with dopamine for stereospecific 
in membrane fractions in vitro and that tI 
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the dopamine receptor-blocking action c! 
(12-14). 
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might serve as a convenient model of brain dopamine 
systems such as the nigrostriatal and mesolimbic sys- 
tems. For example, the measurement of pituitary hor- 
mones, which can now be done with relative ease, 
might provide an index of the extent of central dopa- 
mine blockade produced by neuroleptics. As a test of 
whether the tuberoinfundibular-pituitary system could 
be used in this way, it seemed appropriate to compare 
the response of dopamine receptors in pituitary and 
striatum to chronic neuroleptic blockade and short- 
term apomorphine exposure. 


METHOD . 

Male rats were maintained on a graduated dosage of 
haloperidol, beginning with 0.32 mg/kg twice daily for 
4 days. This was followed with 0.64 mg/kg twice daily 
for 4 days, and 1.25 mg/kg twice daily for 4 days. Fi- 
nally, the animals received 2.5 mg/kg twice daily for 8 
days. A second (control) group was maintained on the 
vehicle of tartaric acid in water. All injections were 
intraperitoneal and the total drugging period was 20 
days. On the 7th day after the last injection, animals 
were injected with 0.08 mg/kg of apomorphine, 0.32 
mg/kg of apomorphine, or a vehicle of 0.1% sodium 
meta-bisulfite (an antioxidant) in water. They were 
killed by decapitation 30 minutes later, and pituitaries 
were immediately removed and frozen on dry ice. 
Brains were also removed and cooled on ice. Later, at 
the completion of the procedure (about 2 hours), 
striata were removed and frozen at —20° C. 

The dopamine receptor assay was carried out ac- 
cording to the method of Seeman and associates (12, 
21). This assay measures the binding of tritiated halo- 
peridol or apomorphine to membranes and uses the 
positive (active) enantiomer of butaclamol to define 
nonspecific binding. The specific component of bind- 
ing can be calculated as that amount of tritiated ligand 
bound in the absence of (+)-butaclamol minus that 
bound in the presence of (+)-butaclamol. For homoge- 
nization and assay, striatal and pituitary tissue were 
pooled within groups. The results are stated as femto- 
moles per milligram of protein. For statistical analysis, 
we used a two-way analysis of variance and Student’s 
t test. . 


RESULTS 


The results of [?H]haloperidol binding are shown in 
table 1. Chronic haloperidol administration caused an 
' 18.3% increase in [*H]haloperidol binding in striatum 
(p=.003). However, a 54.8% decrease in binding oc- 
curred in pituitary (p<.001). Exposure to apomor- 
phine 30 minutes prior to decapitation did not signifi- 
\cantly alter binding tn striata of either normal or halo- 
peridol-pretreated rats. However, in pituitary an 
interaction effect appeared; that is, the influence of 
apomorphine on receptor number was altered signifi- 
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TABLE 1 
Specific [7H]Haloperidol Binding in Rat Pituitary and Striatum 


Rat Striatal Rat Pituitary 


; Tissue* Tissue** 
Experimental ee 
Conditions Mean SE Mean SE 
No haloperidol 

No apomorphine 217.95 17.75 47.4] 0.54 
Apomorphine 
0.08 mg/kg 236.66 9.57 30.69 11.43 
0.32 mg/kg 256.81 13.97 24.92 2.48 
Haloperidol 
No apomorphine 292.39 6.97 21.42 0.61 
Apomorphine 
0.08 mg/kg 280.01 16.69 38.16 6.31 
0.32 mg/kg 268.86 17.91 46.94 4,42 


*Each experimental group represents 9-12 determinations made on approxi- 
mately 7 animals. 
**Each experimental group represents 3 determinations made on approxi- 
mately [4 animals. 


cantly by pretreatment with haloperidol. Apparently in 
pituitary, short-term apomorphine exposure causes a 
dose-dependent decrease in binding in normal rats but 
a dose-dependent increase in rats chronically main- 
tained on haloperidol (p=.004). 

Animals treated chronically with haloperidol showed 
a 20.6% increase in butaclamol-specific [7H]apomor- 
phine binding in striatum (14.99+0.98 versus 18.08+ 
1.13 fmol/mg of protein, p<.05). However, binding 
decreased in pituitary by 42% (10.68+0.75 versus 
6.19+0.15 fmol/mg of protein, p<.05). In striatum 
both experimental groups represent 23 determinations 
each from 13 animals. In pituitary both experimental 
groups represent 2 determinations each from 9 animals. 


DISCUSSION 


The finding that chronic haloperidol treatment will 
produce an increase in specific [>H]haloperidol binding 
in striatum is not new (22). Burt and associates (23) 
have reported that not only haloperidol! but other anti- 
schizophrenic drugs such as fluphenazine and reser- 
pine can increase striatal [>H]haloperidol binding, ap- 
parently by an increase in receptor number rather than 
an increase in receptor-ligand affinity. The increase in 
specific striatal binding with chronic haloperidol treat- 
ment provides an explanation of the supersensitivity to 
apomorphine observable in rats following chronic 
neuroleptic exposure (24) and the development of 
striatal dopaminergic hyperactivity, seen clinically as 
choreiform movements, during chronic neuroleptic 
therapy. However, the receptor regulatory factors in 
pituitary tissue seem to be different from those in , 
striatal tissue, since the response of [?Hjhaloperidol 
binding in pituitary tissue to haloperidol exposure is 
opposite from that in striatal tissue. In the present, 
study, we did not determine whether the observed 
changes in binding are a result of changes in receptor 
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number or avidity. Differences between the tuberoin- 
.fundibular-pituitary dopamine system and the striatal 
system have been observed previously. Schmidt and 
Hill (25) were able to detect dopamine-sensitive 
adenylate cyclase in striatal but not pituitary tissue. 
Also, haloperidol increases dopamine turnover in the 
corpus striatum but not in the median eminence, in- 
dicating that regulatory mechanisms in the dopaminer- 
gic neurons differ in the nigrostriatal and tuberoinfun- 
dibular systems (26). 

Creese and associates (27) have suggested that the 
dopamine receptor exists in either an agonist or antag- 
onist state. Agonists of dopamine would display a 
higher affinity for the agonist state receptors, and an- 
tagonists of dopamine would display a higher affinity 
for antagonist state receptors. For this reason we were 
interested to see if the receptor-binding changes mea- 
surable with [?H]haloperidol were a reflection of an en- 
tire pool of dopamine receptors or just those in the an- 
tagonist state. Since we observed similar changes us- 
ing either the dopamine antagonist, [*H]haloperidol, or 
the dopamine agonist, [*Hjapomorphine, we con- 
cluded that the alteration in binding after long-term 
haloperidol administration involves both agonist and 
antagonist state receptors. 

The prompt changes in pituitary [?H]haloperidol 
binding observed with brief exposure to apomorphine 
indicates that pituitary tissue is capable of rapidly 
modifying either the number or affinity of dopamine 
receptors. Furthermore, the history of the pituitary is 
critical in determining the direction in which the recep- 
tors will be modified in response to a stimulus. In con- 
trast, receptors in the striatum do not seem to be 
acutely modifiable by apomorphine. 

It appears that pituitary dopamine receptors differ 
from striatal dopamine receptors, and therefore the 
tuberoinfundibular-pituitary dopamine system may be 
a poor model for the nigrostriatal system. Whether 
there are major differences between the mesolimbic 
dopamine receptor, which is probably involved in 
schizophrenia (28), and the tuberoinfundibular-pitui- 
tary dopamine receptor remains to be determined. 
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Psychiatric and Neurologic Sequelae of Infectious Mononucleosis 


BY NELSON HENDLER, M.D., M.S., AND WILLIAM LEAHY, M.D. 


Infectious mononucleosis is usually thought to be a 
benign disease with occasional neurologic sequelae. 
Depression, incoordination, a reduction in intellectual 
ability, and altered KEG patterns were found in two 
patients; one recovered and the other seemed to have 
permanent residual effects. The possibility of 
tranylcypromine as a treatment for the depression and 
appropriate counselling of patient and family are 
discussed. 


INFECTIOUS MONONUCLEOSIS (IMN), considered to be 
a disease of adolescence, presents as a febrile illness 
associated with lymphadenopathy, hepatospleno- 
megaly, pharyngitis, malaise, and myriad other com- 
plaints. The yearly incidence for this normally benign 
disease ts 38 per 100,000, and 1 per 3,000 of these pa- 
tients dies, usually as a result of neurologic complica- 
tions (1). Nonfatal central nervous system in- 
volvement was first reported in 1931 (2), and reviews 
since then have reported a wide spectrum of neurolog- 
ic dysfunction including meningoencephalitis (3, 4), 
encephalitis (5-7), the Guillain-Barre syndrome (8, 9), 
and mononeuritis (10). Schnell and associates (11) 
found one case in which neurologic findings were the 
only presenting symptom of IMN, and Bonforte (12) 
has reported convulsions as a presenting sign. Occa- 
sionally, personality changes such as irritability, emo- 
tionality, asocial behavior, and destructiveness have 
been described (13). Rapid and complete recovery 
from such involvement has been the rule; however, 
Cadie and associates (14) found that 13 of 20 women 
suffered depression and anxiety for as long as 1 year 
after IMN. We found prolonged neurologic and psy- 
chiatric conseqfiences in the following two cases, one 
with confirmed and the other with presumptive se- 
guelae of IMN. 


CASE REPORTS 


Case 1. John, a 14-year-old male, reported an inability to 
concentrate, a loss of athletic ability, a feeling of depression, 
irritability, and suicidal ideation for 5 months, ever since an 
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attack of IMN, documented by a positive mono spot test, 
lymphadenopathy, splenomegaly and tenderness, general 
malaise, leukopenia, and fatigue. Before contracting IMN, 
he was well adjusted socially, and his only major medical 
illness was thyroiditis 4 years earlier. 

John’s father is a prominent physician, and his mother is a 
housewife and part-time nurse. His mother had hypothy- 
roidism, and a maternal aunt had a I-year depressive epi- 
sode. His developmental history was normal, with an ab- 
sence of both febrile convulsions and dyslexia. John’s men- 
tal status examination showed that he had no difficulty with 
concentration, memory, or recall. The neurologic examina- 
tion was normal. An EEG revealed diffuse slow activity (2-7 
cps) and diffuse low voltage, fast activity (15-25 cps). At the 
start of therapy, his verbal IQ was 145, but his performance 
IQ was 112. 

Initially, John was placed on imipramine, 150 mg h.s., and 
sodium liothyronine (Cytomel), 25 mg every morning for I 
month; no improvement was noted. Imipramine was discon- 
tinued, and he was then placed on tranylcypromine, 20 mg 
b.i.d., which improved his concentration and eradicated his 
depression. After 2 months, John wanted to discontinue 
medication. Within 1 week, he was again depressed, sul- 
cidal, and had difficulty concentrating. The medication was 
reinstituted, and within 2 weeks John felt better. He was 
maintained on tranylcypromine, 15 mg b.i.d., for an addi- 
tional 2 months. 

In therapy, John talked about the guilt associated with his 
poor school performance, his anger about the disability 
created by the IMN, and his frustration at the inability to 
control his concentration and motor skills. Repeated psycho- 
logical testing 9 months after the initial visit resulted in a 
verbal IQ of 147 and a performance IQ of 131. This marked 
improvement in perceptual motor tasks, paralleled by a 
change in school performance from a D level to his previous 
honor role status, was accompanied by a normal EEG. 
There were no residual signs of depression, and his motor 
skills at the end of treatment had returned to his premorbid 
level. 


Case 2. Jane, a 16-year-old single high school student, pre- 
sented with the chief complaint of ‘‘] want to die and life is 
not worth living.” She was admitted to an inpatient psychiat- 
ric unit after a suicide gesture. Her psychiatric disturbance 
began when Jane contracted mononucleosis at age 9. She 
was out of school for 5 months and failed a grade after she 
returned. The IMN precipitated reduced concentration, abil- 
ity to perform calculations, and general difficulty with school 
work. She also reported that her fine motor coordination was 
greatly impaired after the disease. *e 

Jane attributed her difficulty at home to the fact that both 
her mother, a dance teacher, and her father, a prominent 
lawyer, were pressuring her to do well in school. She fejt 
guilty because she could not live up to their expectations. 
Her psychiatric and developmental histories were unremark- 
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able, and she had been a well-adjusted child until the onset of 
IMN. 

The pediatrician who diagnosed IMN documented the dis- 
ease by obtaining a heterophile titer, which was 1/320 initial- 
ly, progressed to 1/1792 10 days later, and was accompanied 
by lymphadenopathy, hepatosplenomegaly and tenderness, 
SGOT of 148 IU, and lymphocytosis. There is no family his- 
tory of thyroid disease, diabetes, alcoholism, or mental ill- 
ness. On physical examination, there was some questionable 
asymmetry of pupil size, the left side being slightly (1 mm) 
larger than the right, minimal dysdiadochokinesis, minimal 
ataxia, and some difficulty with tandem walking. She had a 
fine, bilateral intention tremor, and mildly increased deep 
tendon reflexes on the left. EEG showed a great deal of dif- 
fuse low voltage activity (15-25 cps) and considerable 
amounts of diffuse low to medium voltage activity (2-7 cps). 
Echo results were suggestive of an enlarged right lateral ven- 
tricle, and cerebral mantel thickness measured 2.6 cm on the 
right and 3.4 cm on the left. The mental status examination 
revealed that her concentration, memory, and recall were 
intact. She admitted to feeling depressed but denied any 
vegetative signs of depression. She had a verbal IQ of 104 
and a performance JQ of 104. Family therapy centered 
around convincing her parents that their expectations for 
Jane were somewhat unrealistic in light of her intellectual 
and motor functioning, which probably resulted from the 
IMN and not from rebellion. Once the parents recognized 
that their hopes for Jane might have been in excess of her 
abilities and eased their pressure on her, Jane reported feel- 
ing more relaxed and less depressed. Three years later she 
finished high schoo! and is now living comfortably with her 
husband. 


DISCUSSION 


There are some similarities between these two cases 
that are worthy of recognition. Both children had good 
premorbid adjustment, good grades in school, and sup- 
portive family situations. Both patients felt that their 
psychiatric difficulties began after they contracted 
IMN, and both reported difficulty with concentration, 
fine motor activity, and with understanding what had 
wrought the changes in their mental functioning, phys- 
ical skills, and personality. Both had reported depres- 
sion after their bouts with IMN. Both suffered dramat- 
ic changes in their school work, which compounded 
their depression. Both came from upper-middle-class, 
achieving families and regarded impaired intellectual 
functioning as disastrous. Both had minimal, if any, 
significant localizing neurologic signs, and both had 2- 
7 cps diffuse low to medium voltage activity and 15-25 
cps diffuse low voltage fast activity on their EEG. 
Both had reduced IQ scores, although one score was 
transient and the other could have been due to other 
causes. 

Viral diseases (such as cytomegalovirus) may pro- 
duce a wide spectrum of psychiatric disturbances, 


* varying in both intensity and duration (15). Anxiety 


and guilt reactions are most commonly appreciated 


...(13); more devastating stages range from confusion, de- 


lirium, and affective psychoses to the more profound 
‘toxic organic’ psychoses associated with severe 
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mental disturbance and coma (16). Lipow, T7 


Imboden (18) have advanced the notion <43 03} 


logical variables determine the length ofre: «y 
IMN. Slow recovery has been assoclax< viih 


scores of ego strength (19), and since the: + 2:08. L 
environment is also changed by an infecti. > - 1s.. si 
‘‘there is a tendency for the observed sy © 3. te op 
to be strongly tied to the premorbid persec: <5 s “r 
ture upon which the disease impinges’ (2: «i X 
noted that some conduct disorders occu > 12: al 
similar to minimal brain dysfunction. and. v2 27 
and Cadie and associates (14) reported :: : s oF 
experienced anxiety and depression afte: `> ¢ d 
and associates (14) also noted an increas a. ae 
symptoms after IMN. This incr€ase in `> i: 3) €o 
pression, and somatic concern is not unlix : ye 
seen in most people with a chronic iline~ ae 

Neurologic sequelae of IMN have been i mie c> 
sively described. EEG abnormalities hi. e © 
ported in acute cases of IMN (11) and sì sod ioe 
range (4-7 cps) activity in either paroxysi cu c 
continuous patterns. However, several of ° is. on, 
ported had diffuse activity ranging from I-- t+ ‘jr, 
the early phase of the illness (days 1 to 2t) «i nc 1s 
our patients, theta activity (2-7 cps) wa. 2. "1 D. 
both patients also showed diffuse low vo. x ici vi: 
(15-25 cps), as well as unstable posterior « = io 2 -2¢ 
um voltage (8-10 cps) alpha rhythm; how: r % 1° 
the EEGs were obtained after the acute p’. gsi CID 
Localizing, unilateral neurologic finding ..2 ec 
reported, manifesting as weakness ar. . cil oi 
clumsiness in the use of hand and foot (22 crau ‘les 
eral Gordon and Chaddock reflexes (24) . (se gr 
of ataxia, slurred speech, decreased abikiy sic: ce 
trate (25), and disorientation (7) have als). ¿zve o 
ed. Silverstein and associates (26) repori © ‘i vt: w 
neurologic complications are the first ar 3 se ti 
signs of IMN, some of which, like metam ` iip 4 
‘*Alice-in-Wonderland’’ syndrome, may . cist ke 
as drug-induced states or psychiatric d.wi : Y 

Some authors (3, 26) have report: ( No i 
volvement as a heralding feature of the eel 
others (10) find that CNS involvement :. acon’ 
the acute illness and note that the neuro): .14.9° -¢ 
ten may predominate or obscure the usui + tse ct. 
systemic symptoms. The incidence ofen2) opis. Do 
function in IMN varies, but most author, <an, © 
mately a 1% rate. One-year follow-up in’: 2.00 pm. 
hensive series (1, 26, 28) showed ratherre ~ ce œ 
plete recovery from IMN. However. the 5 |. 235. 54 
have presented reveal that persistem ne: ccseje Gs 
function, as well as mental aberrations, m: csa 
though a reactive depression in respons: Mo 
likely consideration, an organically «: sxi -c 
ponent, secondary to CNS involvement,” s327 e 
bility. Intellectual, depressive, and moi; ic. m 
ities should not be dismissed on the bas. “ia p re 
reactive and/or volitional component (co:- uaus. U. 
conscious). 

Understanding that family as well è = rri ¢ 
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pectations may need to be altered as a result of CNS 
involvement secondary to IMN may significantly help 
the patient to accept difficulties that he or she experi- 
ences. Unrealistic expectations, or assigning psycho- 
logical interpretations to a physiological response, can 
create undue stress on the patient. Reassurance of pa- 
tient and family are necessary to ensure a successful 
treatment for the depression (no matter what its etiol- 
ogy) associated with IMN. The monoamine oxidase in- 
hibitor tranylcypromine may also be useful in the treat- 
ment of post-IMN depression, in part because of its 
amphetamine-like structure, although its mechanism 
of action is due to presynaptic accumulation of norepi- 
nephrine. This suggests that the CNS involvement af- 
ter IMN is similar t¢ minimal brain dysfunction, since 
both conditions respond to amphetamine-like sub- 
stances, are associated with difficulty in school, and 
may be secondary to viral diseases that affect the 
CNS. 
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A National Survey of Resident Assessment Methods 


BY WARREN PROCCI, M.D., CLAUDE FRIEDMANN, M.D., GILLA PRIZANT, M.D., 
AND SHERWYN M. WOODS, M.D. 


sary skills. We undertook this study to ‘> 
following two questions: 1) What mets. 
programs currently use to determine a 
formance? and 2) What changes, if any 
anticipate making in the next fivé years” 


The authors distributed a questionnaire regarding the 
assessment of psychiatric residents to 130 directors of 
residency training programs. Formal examinations 
were required by 37% of the programs and were being 
considered by an additional 49%, suggesting that 
formal examinations may be an integral part of 
residency training programs within five years. The 
authors believe that this trend toward utilization of 
objective measures reflects a growing national 
concern with accountability in medicine. 


METHOD 


A 12-item questionnaire was distrinuic 
bers attending the 1976 Annual Meet as. 
can Association of Directors of Psychic’ 
Training (AADPRT).! A follow-up m: 
ONE OF THE notable developments in medicine during responders and members not in atterc: 
the 1970s is the emphasis on accountability. Psychia- ducted two months later. 


try is not exempt from it (1-3), witness the recent deci- Each program director was asked to « 
sion by the American Psychiatric Association (4) to re- lowing: program name, geographic loca: < 
quire evidence of continuing education for mainte-  Cility, number of residents, number ci“: 
nance of membership. Similarly, many states now ment methods currently used, weight v.. 
require such education for maintenance of licensure. | method, any exams used and their n.: 
The American Board of Psychiatry and Neurology, sequences, persons involved in plarn = 


Inc., (ABPN) is currently studying the feasibility of re- methods, and any contemplated change- 
certification procedures for psychiatrists, and the 

Group for the Advancement of Psychiatry (GAP) (5) 

has suggested that Part I of the ABPN examination be RESULTS 

given before graduation from residency programs. 


It is organized psychiatry’s responsibility to insure Responses were obtained from 179 
quality control, not only of practitioners, but also of 176 residency programs listed in the ¢.’ 
residents in training. Although such formal self-scru- bership. Response rates did not differ a. 
tiny has not previously been characteristic of the medi- geographic areas (South, West, North, <. 


cal profession, it has now become a necessity (6). It east, Mid-Atlantic). Not all responces - 
has been pointed out (7) that the training of competent each item in the questionnaire, so thc 

psychiatric clinicians is both a matter of public con- item does not necessarily equal 130. ° 
cern and the primary responsibility of the psychiatric residents in the responding programs ri ò, 
educational community. This goal is achieved in part the case of several programs in planitin | - 


by the assessment of the educational quality of resi- The number of full-time faculty ir «: 
dency programs, which is essential because it helps to ranged from | in a planned program .¢ © 
assure requisite educational opportunities for becom- in several large programs. Ninety-ore t - 


ing a qualified specialist. However, the presence of identified as primarily university prea: 
adequate educational opportunities in no way ensures 39 progr ams, which were affiliated w tl 

that individual residents will use them. An important Vate, and military hospitals, were consi. ` 

question then is to determine the means by which pro- as nonuniversity programs. 

grams decide whether residents have acquired neces- Table 1 lists the evaluative methods «u. 

chiatric residency programs, the numbe. 

p ` age of programs that used each, and íi. 

Dr. Procci is Assistant Professor, Dr. Friedmann is a resident, Dr. ranks assigned by the training directors . 
Prizant is an intern, and Dr. Woods is Professor and Director of ods they considered most important. Te 

.. Graduate Education, Department of Psychiatry, University of 

* Southern California Schoo! of Medicine, LAC/USC Medical Center, 


1934 Hospital PI., Los Angeles, Calif. 90033. Address reprint 1A copy of the questionnaire is available f.o 
requests to Dr. Proce. request. 
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TABLE 1 
Evaluative Methods in Psychiatric Residency Training Programs 





Residency Programs 


. (N=130) Mean 
Importance 
Evaluative Method Number Percent Ranking* 
Written evaluation 
By, clinical supervisor 119 92 4,22 
By unit chief 99 76 3.64 
By seminar leaders 56 43 2.62 
Self-evaluation by resident 37 28 2.75 
Written exam 
Year-end 27 2i 2.83 
At end of individual courses, 
seminars, rotations 24 18 2.41 
Oral exam 
Year-end è 18 14 2.15 
At end of individual courses, 
seminars, rotations 13 10 2.76 


*Derived from training directors’ ranking of the 5 evaluative methods they 
considered most important; 5=most important. 


TABLE 2 
Type and Use of Examinations in Psychiatric Residency Programs 


Residency Programs 


(N=130) 

Characteristic Number Percent 
Type of examination 

Involuntary, nonanonymous 33 25 

Involuntary, anonymous 15 iz 

Voluntary, nonanonymous 10 8 

Voluntary, anonymous 18 14 
Use of exam 

Evaluation of resident progress 43 33 
Consequences of failure 

Remedial work 43 33 

Drop from program 12 9 

Repeat of year 8 6 


that 48 programs (37%) required formal examinations; 
it also shows how many programs allowed anonymity 
on exams and how they used exam results. 

Some definite future change in the assessment proc- 
ess was contemplated by 101 of the programs (78%); 
the changes planned are summarized in table 3. Since 
some programs had multifocused designs, the total 
number of items in the table exceeds the number of 
respondents. œ% 

University and nonuniversity programs were com- 
pared on the following items: techniques of assess- 
ment used, use of techniques to evaluate progress, 
changes planned in assessment techniques, personnel 
involved in planning resident assessment, whether ex- 
ams were voluntary, whether anonymity was allowed 
‘on examinations, and the use of a variety of examina- 
tion modalities (e.g., direct observation of resident in- 
terviews, APA Self-Assessment Examination, etc.). 
There were no significant differences between univer- 
sity and nonuniversity programs. 

Similar analyses were conducted for the various 
geographic regions and for program size. No consis- 
tently, significant patterns were noted. 
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TABLE 3 
Changes in Assessment Contemplated by Psychiatric Residency Pro- 
grams 


Proposed Assessment Method Number of Programs 
Written evaluation by supervisor 10 
Self-evaluation by resident 7 
Examination 
Oral 12 
Written 18 
APA Self-Assessment 22 
Mini-boards 6 
Unspecified 6 
Subtotal 64 
Use of videotaping 19 
Unsure 14 
Other 26 
DISCUSSION 


This study indicates that assessment practices in 
psychiatric residencies are relatively uniform across 
program type, size, and location. Written evaluations 
by clinical supervisors and unit chiefs, relatively sub- 
jective forms of evaluation, are emphasized currently. 


. Formal written or oral examinations, which are con- 


sidered more objective measures, were used much less 
frequently, but many programs were planning to im- 
plement such techniques. If these plans actualize, we 
predict that within the near future such exams will be 
an integral part of the assessment procedure in virtual- 
ly every program. We can speculate that this trend to- 
ward increased utilization of objective measures is at 
least in part a response to the growing concern with 
accountability (5, 8). 

A quarter of all programs responding (N=33) gave 
involuntary, nonanonymous examinations that were 
used in evaluating resident progress. The consequence 
of poor performance on such examinations was most 
commonly remedial work, but in some programs poor 
examination performance resulted in repetition of a 
training year or even termination from residency. 
Since the number of programs using examinations is 
likely to increase in the near future, an increasing num- 
ber of residents may find such accountability awaiting 
them during their years in training. 

It is interesting to note that 25% (N=33) of the pro- 
grams polled indicated that they were currently using 
or planning to use the APA Self-Assessment Examina- 
tion as an evaluative method. This indicates that with 
the encouragement of a professional organization new 
and innovative assessment methods can be made 
available and acceptable to a large portion of its mem- 
bership. Such leadership can provide impetus for the 
profession as a whole in the ‘‘interwoven issues of life- 
time education, government supervisign, and the con- 
stant updating of knowledge” (9). 

With any such shift in emphasis, there ts always a 
possibility of overemphasis, especially if the presum- . 
ably quantifiable and objective results of these exami- 
nations are seen as a path of least resistance for as- 
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suaging the need for accountability. At best, a formal 
written examination measures a certain cognitive data 
base but in no way measures a variety of other skills, 
such as the ability to conduct an interview, elicit per- 
tinent data, and formulate a diagnosis based on those 
data. These skills are obviously also important for a 
psychiatric trainee to possess. Similarly, other forms 
of examination have limitations (10). 

Another caveat of giving examinations is that over- 
emphasis on apparently objective measures, especially 
if other methods are ignored, may result in a uniformi- 
ty of product and a stifling of creativity. Also, it is very 
difficult to correlate examination performance with 
performance in actual clinical practice (11-13). There- 
fore, we would urge programs to consider the use of a 
wide variety of assessment methods that would em- 
phasize a more global approach to the evaluation of 
resident skills (14). 

The importance of clarifying educational goals for 
residents early in their training has been stressed (11, 
15). Examinations without clarification of objectives 
may well lead to their being viewed as threatening 
rather than as a measure of mastery. Although the es- 
tablishment of goals and objectives is a worthwhile en- 
deavor that has long been neglected, this process does 
have limitations. Difficulties may arise if the resident 
views such goals as comprehensive rather than as 
guidelines. Of course, it would be unrealistic to as- 
sume that the educational process is complete when 
specified objectives are attained. 

Change is often met by resistance, and the degree of 
resistance is directly related to the distance between 
those experiencing the change and those establishing 
it. A majority of the programs polled involved resi- 
dents in assessment planning (N=85) but a sizeable 
number did not. Smooth implementation of new eval- 
uative methods in residency training programs is likely 
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to occur if there is meaningful participatic ? 
by the residents involved. We hope that s 
pation during residency will provide the : r 
tive involvement in professional account: ! 
one’s entire career. Lest psychiatry beco > 


with government and lay regulatory 
default (7, 8), such an active role is obiic : 


REFERENCES 


1. American Psychiatric Association: Position s<: . 
review in psychiatry. Am J Psychiatry 130:38- 

2. Naftulin DM: ‘Credentials consciousness”: ~- 
tinuing education and peer review in psychiai-, 
try 130:653-657, 1973 

3. Small SM: Recertification for psychiatrists: t > 
now. Am J Psychiatry 132:291-292, 1975 

4. Shader RI: The Council on Medical Education : 
velopment. Am J Psychiatry 133:473-478, 19°¢ 

5. Group for the Advancement of Psychiatry: R> 


- 


Look at the Issues. Report 96. New York. G4 ¢ 


6. Jason H: The relevance of medical educatior : 
tice. JAMA 212:2092-2095, 1970 

7. Cancro R: Residency training: the need for vecs : 
sented at the 127th annual meeting of the Amc 
Association, Detroit, Mich, May 6-10, 1974 

8. Langsley DG: Peer review: prospects and prot 
chiatry 130:301~304, 1973 

9. Werkman SL: An opportunity to stimulate s< f 
learning (editorial). Am J Psychiatry 133:213-/ | 

10. Small SM: Limitations and values of evalua?. > 
psychiatric education. Am J Psychiatry 132-57 

11. Taylor RL, Torrey EF: The pseudo-regulaticr 
chiatry. Am J Psychiatry 129:658-662, 1972 

12. Goran MJ, Williamson JW, Gonnella JS: The + 
management problems. J Med Educ 48:17 1-17’ 

13. Wingard JR, Williamson JW: Grades as pa 
cians’ career performance: an evaluative lte. 
Med Educ 48:311~322, 1973 

14. Raskin DE: Mini-boards: a means of evaluatir: | 
dents. Am J Psychiatry 128:1126-1127, 1972 

15. Yager J, Pasnau RO: The educational objectiy< » 
residency program. Am J Psychiatry 133:217- ; 


~ 


n 


af: 
wha Te 
> 

i 

` 


$ 


iau 


Hias 


le ES ATG 


1 


K a, F 


€ 231 


Ct 


BRIEF COMMUNICATIONS 


Am J Psychiatry 135:7, July 1978 


The Children’s Psychiatric Hospital Unit in the Community: 


I. Concept and Development 


BY BARTON J. BLINDER, M.D., WILLIAM M. YOUNG, M.D., KENNETH R. FINEMAN, PH.D., 


AND STEPHEN J. MILLER, M.A. 


The authors describe a children’s mental health unit 
(CMHAV) in a generakhospital and cite the need for 
short- and intermediate-term children’s psychiatric 
facilities within the community. They point out the 
special need for psychiatric inpatient units for the 3-13 
age group and note that in their CMAU the average 
length of stay and patient turnover ratio compare 
favorably with adolescent units, which they attribute 
to the emphasis on diagnosis and treatment rather 
than long-term rehabilitation. 


RECENT STUDIES (1-5) point to the increasing need for 
short- and intermediate-term children’s psychiatric 
hospital units in the community. Von Mering and Car- 
penter, as cited in the 1970 report of the Joint Commis- 
sion on Mental Health of Children (2), emphasized the 
need for timely, specialized community child mental 
health services that include centers for the treatment 
of autistic children, therapeutic nurseries for the eval- 
uation of complex developmental problems, and cen- 
ters for more comprehensive diagnosis and treatment 
of atypical ego development in children. 

The lack of comprehensive child mental health serv- 
ices leads to delayed detection of more serious devia- 
tions in child development, which results in complex 
adverse consequences for the emerging individual and 
for society. Often families experience ambiguity in the 
diagnostic efforts of unintegrated services, which in- 
terferes with effective intervention (5). 


© 
Portions of this paper were presented at the 26th annual meeting of 
the American Association of Psychiatric Services for Children, New 
York, N.Y., Nov. 20-24, 1974, and at the 128th annual meeting of 
the American Psychiatric Association, Anaheim, Calif., May 5-9, 
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Despite efforts by individual agencies and clinicians, 
few children identified as needing mental health serv- 
ices receive them. Von Mering and Carpenter (2) esti- 
mate that, of the 93 million young people (under age 
24) in the United States, 1 to 3 million are seriously 
disturbed and identified as mentally ill or impaired. An 
earlier study (6) of inpatient treatment reported that 
facilities exist for approximately 7% of youths who re- 
quire treatment. 


THE CHILDREN’S MENTAL HEALTH UNIT 
Location 


The purpose of this article is to define a children’s 
psychiatric inpatient unit in a community general hos- 
pital that provides easily accessible diagnosis and 
treatment of children without resorting to a more for- 
mal psychiatric institution. Our model is the Chil- 
dren’s Mental Health Unit (CMHU) at Huntington In- 
tercommunity Hospital in Huntington Beach, Calif., 
founded in 1973. The extreme pressure of population 
growth, the high youth-dependency ratio, the lack of 
coordinated diagnostic and therapeutic services for 
children, and the reasonable availability of funding 
sources render this area a laboratory for innovations. 


Staff 


The attending psychiatric staff at CMHU consists of 
5 child psychiatrists who provide the administrative di- 
rection and medical supervision of all admissions to 
the unit. The CMHU team is comprised of a child psy- 
chiatrist, consultant pediatric neurologist, pediatri- 
cian, clinical and educational psychologist, special 
education staff, art therapist, consultant speech and 
language pathologist, psychiatric social worker, and 
nursing staff. Members of the multidisciplinary team 
collaborate in formulating a treatment plan appropriate 
to the physical and emotional needs of each child. 


Indications for Admission 


The CMHU offers a range of treatment programs. 
For example, a short-term stay of 1 week might be ap- 
propriate when a family disaster results in a post- 
traumatic reaction in the child. Crisis intervention may 
be required for child and adolescent suicide attempts .. 
or episodes of antisocial acting-out. A longer period of 
hospitalization (3-6 weeks) might be appropriate for 
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children who require careful diagnostic evaluation and 
some longitudinal observation; this category includes 
borderline psychotic children, children with seizure 
disorders and secondary behavioral difficulties, and 
children with cerebral dysfunction that requires care- 
ful delineation and control. Longer term admission for 
3 months might be appropriate for stabilization and 
more intensive treatment of the acutely psychotic 
child. Reevaluation and assessment of the chronically 
psychotic or autistic child might be required to estab- 
lish maximum educational milieu intervention in addi- 
tion to efforts for appropriate placement. Reconstruc- 
tive milieu treatment would be useful in helping to re- 
solve a period of acute, severe preadolescent turmoil 
or in interrupting a deteriorating child-parent relation- 
ship. 

These situations are a sample of disorders for which 
an inpatient unit for children within a community gen- 
eral hospital can serve usefully and appropriately. 
Other conditions that represent potential admissions 
are early detection of developmental deviation and de- 
velopmental delay in the first 5 years of life (these ad- 
missions might be coordinated with concomitant day 
care therapeutic nursery programs); complex juvenile 
diabetes; and such entities as juvenile colitis, rheuma- 
toid arthritis, asthma, obesity, and anorexia, or more 
rare entities, such as compulsive tic and dysauto- 
nomia. If the CMHU were located in a large children’s 
hospital, the incidence of psychophysiological dis- 
orders would probably be higher. 


Characteristics and Disposition of Patients 


Of 117 patients admitted to the Huntington CMHU 
between April 1973 and April 1975, 91 (78%) were 
boys and 26 (22%) were girls. In addition, 7 boys were 
readmitted. The average length of stay was 51 days 
(range 4-225 days), and the mean age was 9.7 years 
(see table 1). Patients with discharge diagnoses of per- 
sonality disorder, developmental disorder, and reac- 
tive or crisis disorder accounted for 65% of the admis- 
sions! (see table 2). The relatively small number of 
psychotic disorders (10%) may be representative of 
the incidence of psychosis among referred children in 
the community at large. The availability of alternative 
diagnostic and treatment facilities in the area (table 3) 
has limited the admission of children with primary 
mental retardation. 

Table 3 refers to the discharge disposition of pa- 
tients at CMHU. Seventy-two percent returned home. 
Another 10% were placed in foster or group homes, 


1In the ‘‘personality disorder’’ category the largest number of chil- 
dren fit into the ‘‘unsocialized aggressive” category. ‘‘Develop- 
mental disorder” refers to developmental hyperactivity and vari- 
ants of developmental delays and deviations, including atypical ego 
development. ‘Reactive or crisis disorder” includes children who 
were from pathélogical family environments (involving depriva- 
tion, abuse, and difficulties in limit-setting) or were undergoing re- 
actions to sudden disruptions, such as the death of a parent or sib- 
ling, physical illness, or moving. In the ‘“‘reactive or crisis dis- 
* sorder’’ category we saw | terminal patient who was admitted 
postoperatively with craniopharyngioma; he was admitted because 
of severe hyperphagia and a reactive behavior disorder. 


* 
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TABLE 1 
Age of Patients Admitted to Huntington Intercom: K; Rae pre 
Children’s Mental Health Unit 

S Number (N= 117) o 
Age Range Male Female Tota’ Pse 
3-5 years I] 3 16 4 
6-9 years 40 8 4k vl 
10-13 years 40 13 a 5 
TABLE 2 
Distribution of Diagnostic Categories at the k: ‘won pi: 


community Hospital Children’s Mental Health Unit 


Admission Diagnosis Di~ ° "9e. Ai 
Number Ne 

Disorder (N=117) Percent (5-0 x © ue 
Psychosis 9 8 K 
Personality disorder 33 28 19 
Primary neurological 

disorder with 

secondary behavior 

problems 9 8 10 
Neurosis 10 9 i t) 
Reactive or crisis 

disorder 29 25 : % 
Developmental disorder 22 19 : è 
Psychophysiological 

disorder 5 4 § 
Mental retardation 0 2 


*Final discharge diagnosis was not available for 1] pate- - 


TABLE 3 
Discharge Disposition of Patients Admitted to +. «73. In: 
community Hospital Children’s Mental Health Uri? 
Number 

Disposition i _ (N=139 re 
Returned home 94 va 
Placement 

Foster homes i3 HE 

Foster homes 7 4 
Group treatment homes 6 : 

Residential treatment facilities 9 7 
Death STE : 
*The original 117 patients studied plus 13 for whom d+: eee Te 
available at the time of follow-up. 
and 7% entered programs in residenti t: our. n, 
ities. The CMHU offers short- and inte. eef, ie 
intervention in a setting close to the hom: i'l: g) 
criteria for community psychiatric serv roo. n. 
immediate intervention, and discharge: XGN u. 
setting). 
DISCUSSION 
Community Needs 

In 1971 psychiatric hospital units fo  ņridr 2; 
counted for an estimated 9% of all inpai «cu. ¢. 
sodes among children under 18 in state, nu ʻo’ 


ty hospitals (4). A typical inpatient trea’r ort cit: 
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children and adolescents has fewer than 50 beds; is 
city, county, or state operated; and admits either ado- 
lescents only or both children and adolescents. Signifi- 
cantly, only 8% of psychiatric inpatient units restrict 
their admissions to children under 13. Therefore, less 
than 1% of all psychiatric episodes took place in what 
might be properly termed a children’s psychiatric hos- 
pital unit. 

The average age of admitted patients in the general 
hospital children’s inpatient unit is 15, the average age 
in the children’s psychiatric hospital unit is 13, and the 
average age in the residential treatment center is 14. 
This contrasts markedly with the average age in the 
CMHU described here—9.7 years. Clearly, there is a 
paucity of units devoted exclusively to the care of 
younger children, resulting in a restriction of adequate 
attention to their special needs. Appropriate program 
development for this group—age 3-13—constitutes a 
special need. 


An Alternative to Residential Treatment Centers 


Conclusions from the NIMH report on children’s 
hospital units for emotionally disturbed children (4) in- 
dicated that general hospital inpatient units and chil- 
dren’s psychiatric hospitals had fewer exclusions of 
suicidal and psychotic children than did residential 
treatment centers. This is appropriate due to the spe- 
cial status of the community unit as a resource for 
crisis intervention. The general hospital setting offers a 
wider variety of trained specialists for the assessment 
and treatment of the disturbed child than does the resi- 
dential treatment center. Therefore, the hospital set- 
ting is more amenable to the diagnosis and treatment 
of the more complex and problematic cases. 

The report noted that units restricting services to 
children had a longer length of stay and a slower turn- 
over rate than did adolescent units. This has not been 
our experience. Our data indicate that the average 
length of stay (51 days) and the patient turnover ratio 
compare favorably with units restricting services to 
adolescents and are explained by the emphasis on psy- 
chiatric diagnosis and treatment as opposed to long- 
term rehabilitation. 

A CMHU in the community appears to be an eff- 
cient service model representing the coordinated ap- 
plication of the kighest level of professional training to 
both treatment-management planning and meaningful 
discharge and follow-up care. 

Part II of this study will follow up children admitted 
to the CMHU in the areas of functional improvement, 
developmental progress, need for readmission, and 
need for reliance on longer term facilities. 


~ 


CONCLUSIONS 


_ The concept of residential treatment for children has 
evolved in part out of the necessity to remove the most 
severely disturbed children from their families and 
community. The roots of many existing institutions de- 
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rive from foundling homes, orphanages, and religious 
and charitable homes for children and youths. The . 
concept of community responsibility for the rearing of 
the child has been extended now to a concept of inter- 
vention in the child’s development at critical junctures 
where family, school, and existing community support 
systems fail. 

Since the end of World War II, the community gen- 
eral hospital has matured as an institution of service 
and leadership in providing comprehensive health 
care. The development of adult psychiatric inpatient 
services parallels that progress. At present, the major- 
ity of acute psychiatric admissions are referred to gen- 
eral and community hospital facilities. 

For several reasons, there has not been a parallel 
development of inpatient facilities for children in the 
community. Ideologically, the child guidance clinic 
with its multidisciplinary-team approach has been 
home- and family-centered. Despite innovative out- 
reach to schools and social agencies, significant inter- 
vention and comprehensive clinical data-gathering are 
inhibited by the appointment structure and recurrent 
problems in staff communication. Consequently, 
many seriously disturbed children and families are 
maintained for months and years without definite fo- 
cus in all determinants of the clinical problem or refer- 
ral to alternative management options (7). The avail- 
able models for residential treatment have posed limits 
to our conceptualization, leaning primarily on state 
hospital units or various therapeutic residential 
schools located outside urban areas. 

The community general hospital is a natural focus 
for a diagnostic and short-term child psychiatric treat- 
ment unit. Its advantages are 1) proximity to major 
population areas, 2) ready availability of large num- 
bers of staff physicians and specialists for diagnosis 
and treatment, 3) easy accessibility to related social 
agencies, and 4) outpatient treatment programs for ul- 
timate referral. The attending staff of child psychia- 
trists provides the same leadership as other medical 
and surgical specialties within the hospital and, in con- 
junction with the supporting staff, coordinate a mean- 
ingful diagnostic and treatment program. The major 
emphasis for any particular child may be on careful 
diagnostic delineation, intensive crisis resolution for 
child and family, redirection of an inadequate manage- 
ment and treatment program, and the setting of realis- 
tic limits and goals for the child’s later development. 
These functions are unquestionably valuable and, un- 
fortunately, are frequently not performed optimally in 
current existing models of child guidance centers, pri- 
vate outpatient treatment clinics, and individual prac- 
tices. 
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Extrapyramidal Side Effects with Lithium Treatment 


BY JOHN KANE, M.D., ARTHUR RIFKIN, M.D., FREDERIC QUITKIN, M.D., 


AND DONALD F. KLEIN, M.D. 


The authors neurologically examined 38 patients who 
had received lithium carbonate for from 3 months 

to 5 years to determine the presence of extrapyramidal 
side effects. No patient had received neuroleptics 

for 3 months before examination. Definite cogwheeling 
was found in 2 patients. The results confirm 
previously reported occurrence of cogwheeling in 
lithium-treated patients. 


LITHIUM CARBONATE, now an established treatment in 
the prophylaxis of certain affective disorders (1), con- 
tinues to be applied experimentally in the treatment of 
other conditions (2). Considerable experience has 
been accumulated with regard to potential toxicity (3), 
yet the first report suggesting that extrapyramidal 
symptoms (EPS) might frequently occur with lithium 
treatment (4) appeared only recently. 

Shopsin and Gershon (4) examined 27 patients tak- 
ing lithium and reported that 15 of 20 patients on lith- 
ium for over 1 year showed evidence of cogwheeling. 
None of these patients had received neuroleptics dur- 
ing their lithium treatment. Intravenous administration 
of 4 mg of benztropine mesylate to 9 randomly se- 
lected patients with cogwheeling resulted in some im- 
provement in 2 patients and no change in 7. The cog- 
wheeling they observed occurred in the absence of 


Dr. Kane is Dire@tor of Research, Department of Psychiatry, Long 
Island Jewish-Hillside Medical Center, Glen Oaks, N.Y. 11004. Dr. 
Rifkin is Research Psychiatrist, Dr. Quitkin is Director, Depression 
Evaluation Service, and Dr. Klein is Director, Office of Research 

` Development, New York State Psychiatric Institute; Drs. Rifkin, 
Quitkin, and Klein are also Lecturers, Department of Psychiatry, 
College of Physicians and Surgeons, Columbia University. 


other extrapyramidal symptoms (EPS) < : 


symptoms except intermittent tremor. 


suggested that the presence of cogwhe 
lated to length of treatment (no patieni = : 
ium for less than 8 months manifested : 
rather than age, sex, dosage, blood level, ` 


Using the Simpson Angus Scale (5) ar: 
al item for cogwheeling, Branchey and 


examined 36 outpatients receiving lithi. 
months to 7 years. No patient had rece: - 
tics for at least 6 months before exami?” : 
taking antidepressants. In3 patients whe ` 
ing lithium for 2 or more years, some «=: 


wheeling was present (each scored | 


scale), together with limb rigidity and trc- 
er patients had been taking lithium for 2y. 


Six other patients had rigidity (not cf 
type) and tremor; 15 had tremor but: . 
these, 4 also had positive glabella tap), £. 
ity but no tremor. No patient received « ` 
than 1 on any scale item related to rigis ‘ 

This study, undertaken to determine - ` 
of EPS in patients receiving lithium tres 
from prior reports in that all examinatio- - 
out by a rater blind to the patient’s diagr : 
ment. 


METHOD 


int 


Thirty-eight male and female outpatic: ‘ 


36 years) who had received lithium ca i : 
least 3 months without concomitant neu « 


examined for EPS. The examination w ı 
by a physician (A.R.) blind to the patien ` 
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(i.e., patients receiving lithium and patients receiving 
neuroleptics were examined). Patients were rated on 
the following 7 items from the Simpson Angus Scale 
(5); gait, arm dropping, shoulder shaking, elbow rigid- 
ity, fixation of position or wrist rigidity, tremor, and 
salivation. We added items for cogwheeling dystonia 
and akathisia and two items to assess akinesia (sponta- 
neit¥ of speech, gestures), all on a 5-point scale. Cog- 
wheeling was measured by moving the patient’s fore- 
arm while the patient remained relaxed in order to as- 
sess the amount of fluctuating resistance. 

The sample consisted of 36 bipolar manic-depres- 
sive patients and 2 schizo-affective patients, diagnosed 
according to the Research Diagnostic Criteria of Spit- 
zer and associates (7). Seven patients were receiving 
Imipramine (range, 50-250 mg/day) in addition to lith- 
ium carbonate. Two patients were receiving diazepam 
up to 10 mg/day. 

Patients were receiving a mean lithium dose of 1300 
mg/day (SD, 396; range, 900-2700). The mean serum 
lithium level was 0.79 mEq/liter (SD, 0.22; range 0.50- 
1.30). Mean duration of lithium treatment was 15.6 
months (SD, 13.2; range, 3-60). 


RESULTS 


Of the 38 patients examined, only 2 manifested evi- 
dence of cogwheel rigidity, and both of them manifest- 
ed additional signs of extrapyramidal disorder, al- 
though of minor significance. The most frequent posi- 
tive rating was for tremor (N=17), which was fine and 
rapid and usually of mild to moderate severity. Several 
of the patients with tremor were subjectively unaware 
of it before the examination. Few patients complained 
of drug side effects. Neither of the 2 patients exhibiting 
cogwheel rigidity were receiving any medication other 
than lithium carbonate. 

One patient received several abnormal ratings (gait, 
+1; arm dropping, +3; elbow rigidity, +2; wrist rigid- 
ity, +2; tremor, +3; and akathisia, +1). None of these 
abnormalities responded to benztropine mesylate, 2 
mg I.M. We referred this patient for further neurologic 
workup, which led to a diagnosis of normal pressure 
hydrocephalus. This was the only patient who re- 
ceived ratings gseater than I on any item other than 
tremor or cogwheeling. 

Six other patients received ratings of 1 on the fol- 
lowing items: akathisia (N=2), spontaneity of speech 
(N=1), wrist rigidity (N=1), arm dropping (N=1), and 
gait (N=1). We feel that scores of 1 are not clinically 
significant and cannot be considered as definite abnor- 
malities. One patient with +1 akathisia was receiving 
100 mg/day of imipramine and the patient with +1 arm 
dropping was receiving 50 mg/day of imipramine. 

We explored in great detail the medication histories 
of the 2 patients exhibiting cogwheeling with the pa- 
tient, from chart review, and by contacting previous 
physicians. One patient had been exposed to neurolep- 
tics for 6 weeks during the treatment of an acute manic 
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episode, which had occurred 8 months before neuro- 
logic examination. This patient was reexamined on 
several occasions during the 6 months after neurologic 
examination, and the cogwheeling persisted at the 
same level of intensity. The patient did not experience 
a sensation of rigidity. The other patient had received 
several courses of neuroleptic treatment, including 
chlorpromazine, trifluoperazine, thioridazine, and flu- 
phenazine decanoate. She had not received any neuro- 
leptic medication for 5 months before neurologic ex- 
amination. It is conceivable that, despite a 5-month in- 
terval, the last medication she had received, an 
injection of 25 mg of fluphenazine decanoate, contrib- 
uted in some way to the development of persistent 
cogwheeling; however, the patient continued to mani- 
fest this sign 4 months after the original examination 
(i.e., 9 months after the injection). Neither of these 
subjects had a rating greater than 2 on any other item. 
Both patients were suffering from bipolar illness. The 
first was 19 years old and had been receiving lithium 
for 8 months (dose, 1800 mg/day; blood level, 0.8 mEq/ 
liter); the second was 55 years old and had been re- 
ceiving lithium for 20 months (dose, 1200 mg/day; 
blood level, 0.9 mEgq/liter). Both were subsequently 
treated on two separate occasions with benztropine 
mesylate, 2 mg I.M., and examined 1 hour after treat- 
ment. Cogwheeling did not improve in either patient. 


DISCUSSION 


Our findings are consistent with those of Branchey 
and associates (6), who found cogwheeling in 3 of 36 
patients receiving lithium carbonate. This report dif- 
fers from previous studies in that our examinations 
were carried out by a rater blind to the patient’s medi- 
cation. Even in the physical examination of patients, 
considerable subjectivity and variation in inter- 
examiner reliability occurs (8). 

Our finding of a relatively high prevalence of tremor 
is consistent with the reports of others (4, 9). Since the 
tremor that occurs frequently with lithium treatment 
does not respond to antiparkinsonian drugs, it has 
been felt that the tremor is not related to the extra- 
pyramidal system (3). 

The occurrence of cogwheel rigidity, however, is 
surprising and difficult to explain. Although lithium 
has been reported to produce a variety of side effects 
(9), extrapyramidal involvement, except in toxic 
states, has rarely been reported. Despite its low preva- 
lence, cogwheeling as a side effect of lithium treatment 
requires explanation. Further investigation of poten- 
tial neurologic side effects with lithium treatment is of 
clinical and heuristic importance. 
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CLINICAL AND RESEARCH REPORTS 





This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ‘‘Infor- 
mation for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the author. 


Psychiatric Illness in Relatives of Patients with Parkinson’s Disease: An Expanded 


Survey 


BY ANDREW WINOKUR, M.D., PH.D., JOHN DUGAN, JOE MENDELS, M.D., AND HOWARD I. HURTIG, M.D. 


Several recent reports have suggested that there 
may be an association between Parkinson’s disease 
and some forms of depressive illness (1-3). This 
prompted us to study the prevalence of affective dis- 
orders in first-degree relatives of patients with Parkin- 
son’s disease. It was proposed that the genetic factors 
predisposing to these two conditions might overlap, 
and that the lifetime prevalence of depressive illness in 
the first-degree relative of probands with parkinsonism 
might be greater than that in the general population. In 
order to test this hypothesis, a pilot study involving 
seven patients with Parkinson’s disease was carried 
out, and a 24% frequency of primary affective disorder 
was observed in the first-degree relatives of these pa- 
tients (4). On the basis of these data, we have studied a 
larger number of subjects but have been unable to rep- 
licate our previous findings of a high frequency of af- 
fective disorder in the relatives of patients with Par- 
kinson’s disease. 


Method 


Patients were selected from the Movement Disorder 
Clinic and the Neurology Group Private Practice of the 
Hospital of the University of Pennsylvania. The sub- 
jects were 25 consecutive patients who agreed to par- 
ticipate in the study, had minimal or no dementia, and 
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had a first-degree relative available to accompany 
them for the interview. The patient, at least one first- 
degree relative, and, in many cases, the patient’s 
spouse were interviewed together in a semi-structured 
format. Information was obtained for every first-de- 
gree relative regarding possible indications of affective 
disorder, schizophrenia, and alcoholism. Attempts 
were made to contact any living relative whose history 
was suggestive of affective disorder. Interviewed fam- 
ily members were diagnosed according to the Re- 
search Diagnostic Criteria (RDC) (5) and noninter- 
viewed relatives according to the Family History-Re- 
search Diagnostic Criteria (FH-RDC) (6). 


Results and Discussion 


The 25 probands had a total of 113 male and 109 fe- 
male first-degree relatives. Of these relatives, only 4 
males (3.5%) and 7 females (6.4%) had clear histories 
of affective disorder. Even when the criteria for in- 
clusion were eased to take into account relatives who 
had suggestive but incomplete histories of affective 
disorder, only 10 female relatives (9.2%) were identi- 
fied. It should also be noted that few unequivocal cas- 
es of schizophrenia and alcoholism were encountered 
in these relatives. 

It is reasonable to consolidate the data obtained 
from the 7 patients reported on previously with the 25 
probands described in the current publication, since all 
32 patients were obtained from the same clinic and 
were studied according to the same protocol. Informa- 
tion was thus available for a total of 138 female first- 
degree relatives of the 32 probands with Parkinson’s 
disease. Fourteen of these female relatives (10.1%) . 
had clear histories of affective disorders. Figures for 
the lifetime prevalence of depressive illness for fe- 
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males in the general population have been estimated to 


„be as high as 9% (7). 


Thus, even with the inclusion of the original pro- 
bands in our total of 32 patients with Parkinson’s dis- 
ease, we are unable to substantiate the earlier sugges- 
tion that relatives of such patients might show a higher 
than expected lifetime prevalence of affective dis- 
order. 
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Caffeine-Induced Delirium During Prolonged Competitive Stress 


BY VERNER STILLNER, M.D., M.P.H., MICHAEL K. POPKIN, M.D., AND CHESTER M. PIERCE, M.D. 


Excessive consumption of caffeine is a practice 
commonly used to overcome drowsiness and forestall 
sleep. Ritchie (1) has contended that dosages of 1000 
mg of caffeine are capable of producing untoward reac- 
tions referrable in large part to the central nervous sys- 
tem. Such responses are said to entail restlessness and 
excitement, which may progress to mild delirium with 
sensory disturbances. McManamy and Schube (2) de- 
scribed a caffeine-induced psychotic state in a 1936 
case report. Caffeine has also recently received atten- 
tion as an etiologic factor in certain anxiety states (3). 
However, a review of the literature to date has not re- 
vealed other clinical reports corroborating Ritchie’s 
contentions. This paper is a self-reported account of a 
caffeine-induced delirium (consistent with Ritchie’s 
description) that occurred during a prolonged com- 
petitive stress situation. 


Case Report 


Mr. A, a 28-year-old single Alaskan fisherman and trap- 
per, was entered in the 1977 Iditarod Trail International Sled 
Dog Race. The Iditarod spans 1,049 miles between Anchor- 
age and Nome, following a route used decades ago by run- 
ners bringing diphtheria serum to Nome. Each March since 
1973, ‘‘mushers’’ have proceeded overland by sled with dog 
teams for prize money (4). 
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In the third week of the 1977 competition. \ : 
an of two races, chose to mush continuously . 
48 hours. He was only 2-4 days from Nome. i 
racers, was unwilling to yield time to sleep : : 
juncture of the race. Following an evening i 
chops, two cups of brewed coffee, and three c 
resumed mushing in subzero temperatures 
winds. Despite this intake of an estimated 270- : 
feine (5) with his meal, he experienced incre. - 
staying awake. Two hours after the meal, he ir: 
of caffeine (2 tablets of Vivarin, an over-the-co 
tion). Approximately 20 minutes later, he ing. 
tional 400 mg. Thus, in less than 3 hours he I: 
than 1000 mg of caffeine. 

Half an hour later, he noted the emergerc: 
sion of several symptoms. His hands became: : 
he experienced a pronounced buzzing in his : 
ceived his miner’s headlamp as emitting no m 
row band of light. The ascent of a long hill s>? 
were a flat plain riddled with white stars.” V 
and he tumbled twice from his sled in a sho 
experienced doubt as to whether he was reel 
feared being alone. This veteran driver, accus 
cult conditions and sleep deprivation dugir; 
managed to continue mushing. With the light : 
the passage of an interval of 6 hours (still w:t> > 
symptoms abated without subsequent diffe : 
rence. He arrived in Nome 3 days later and re. 
rience to one of us (V.S.) within hours of fin » 
status examination in Nome within 24 hou: 
pletion of the race revealed no aberrations anc ~ 
A toxicology screen was negative. Compile: - 
and blood chemistries were within normal lir 
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proximately 1070 mg of caffeine, he noted a variety of 
symptoms. He experienced tremor, impaired memory, 
altered levels of consciousness, vertigo, pronounced 
anxiety, and sensory disturbances, including visual il- 
lusions and hallucinations. This picture is consistent 
with delirium (6). 

With the advent of daylight after 6 hours, the symp- 
toms fully remitted before he was able to warm himself 
or sleep. Hence, sleep deprivation or hypothermia ap- 
pear insufficient factors to explain a transient and self- 
limited delirium. Rather, we believe the picture is 
likely best explained as a caffeine-induced delirium 
such as that suggested by Ritchie (1). The resolution of 
the delirium within a brief number of hours would not 
be inconsistent with*the known half-life of caffeine in 
man following oral intake (7). 

Mr. A neither smoked nor drank alcoholic bever- 
ages, and his medical and psychiatric history were un- 
remarkable. He reported an average daily caffeine 
consumption of 270-360 mg. Psychiatric examination 
in Anchorage shortly before the race gave no evidence 
of any aberration. In addition, full pre- and postrace 
screening performed as part of an ongoing investiga- 
tion of prolonged competitive stress (8) failed to reveal 
any striking abnormality in a battery of laboratory 
tests, including CBC, SMA-24, urinalysis, and several 
endocrine tests. There was no evidence of infectious 
process, and drug screening both before and after the 
race was negative, minimizing the likelihood of other 
toxic factors in the genesis of the delirium. Although 
other physiological contributors cannot be entirely ex- 
cluded, it appears that the principal etiologic factor in 


Antagonism of Cocaine Highs by Lithium 
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the delirium was the excessive consumption of caf- 
feine. 

This case corroborates Ritchie’s contentions about * 
toxic effects of excessive amounts of caffeine and in- 
dicates that the common practice of using caffeine to 
stay awake may give rise to hazardous sequelae. As 
little as five 200-mg tablets of readily available over- 
the-counter preparations of caffeine appears sufficient 
to generate a delirium. Even smaller amounts may lead 
to sufficient sensory and motor disturbances to prove 
dangerous in situations such as long-distance driving. 
Such effects of caffeine merit closer attention. 
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BY ALVIN J. CRONSON, M.D., AND ABRAHAM FLEMENBAUM, M.D. 


Beneficial effects of lithium treatment for ampheta- 
mine abuse were reported by one of us (A.F.) in two 
patients who spontaneously stopped abusing ampheta- 
mine while they were taking lithium because they no 
longer experienced the expected high. A third patient 
receiving lithium and amphetamines for weight reduc- 
tion did not experience appetite suppression, highs, or 
the subjective effects of the amphetamines until lith- 
ium was discontinued (1). This concept was further 


‘supported by a placebo-controlled double-blind study 


of nine severely depressed patients. Lithium treatment 
resulted in a 60% reduction in their activation and eu- 
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phoric responses to d-amphetamine and almost com- 
plete abolition of response to L-amphetamine (2). 
There is a large body of evidence, both direct and 
indirect, regarding the beneficial effects of the use of 
lithium in amphetamine abuse, although the reports 
are still controversial (3-7). . 
Recently, Flemenbaum (8) demonstrated an inhibi- 
tion of hyperactivity and stereotypic behavior in 10 
rats (serving as their own controls) given doses of up 
to 19 mg/kg of cocaine. In this paper, we will report 
some clinical experiences that appear to support the 
hypothesis of an inhibition of cocaine highs by lithium. 


Case Vignettes 


Mr. A, a 28-year-old married man, had been detoxified , 
from heroin and was drug-free. He was stabilized on lithium 
because he had symptoms of affective disorder. He reported 
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he had obtained and used ‘‘pure coke” but had noticed no 
reaction. He had once taken cyclazocine and knew that it 
*blocked the effects of heroin, and he asked whether lithium 
had a similar effect on cocaine. 

Mr. B. a 25-year-old man, was on methadone maintenance, 
90 mg/day. He was difficult to manage until he was started on 
lithium because of drug abuse and arrogant, manipulative, 
and impulsive behavior. He reported having no response to 
cocaine when he was receiving lithium, although his com- 
panions became ‘‘quite high on it.”’ 

Mr. C, a 28-year-old former addict and alcoholic, had 
been placed on lithium to control his mood swings, violent 
temper, and impulsiveness. He tried cocaine and found to 
his surprise that he had no reaction. He was grossly obese 
and thought that this would prevent him from getting a job, 
so he was given amphetamine on a careful experimental 
basis. He reported that while the amphetamine controlled 
his appetite, he felt no high and did not “‘crash’’ when the 
effects wore off, even if he took more medication than was 
prescribed. He lost 13.6 kg and was only 9.1 kg overweight 
when he completed treatment. 

Mr. D, a 23-year-old single man with a diagnosis of manic 
depression, was placed on lithium with excellent results: he 
became stable in his interpersonal relations and employment 
and stopped abusing hypnotics and alcohol. He went to a 
Christmas party where a group of people were using cocaine. 
He had had some brief experiences with cocaine in college 
and looked forward to getting high, but he had no response 
to the drug, which ‘“‘everyone else thought was great.” 

Ms. E, a 32-year-old single actress with a history of bipo- 
lar manic depression, had been diagnosed and successfully 
treated at several well-known lithium clinics. In spite of her 
good response, she had multiple rehospitalizations. During 
her most recent hospitalization, cocaine was discovered in 
her urine and her lithium level was negligible. Once stabi- 
lized, she confided that she liked the cocaine high but could 
not obtain it while she was taking lithium, so she had dis- 
continued the lithium several times. 


Discussion 


Jefferson and Greist (3) have noted that ‘‘There is 
presumptive evidence in man that lithium can attenu- 


Bromism: Alive in Well 


BY IRA BRENNER, M.D. 


Bromism was first recognized 50 years ago, and re- 
ports abound to remind us that the entity persists (1, 
2). In these reports, the source of the ion is usually 
traced to over-the-counter or prescribed medications 
(3, 4). To my knowledge, bromide intoxication from 
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ate the activating and euphorogenic efr. 


phetamine, but firm conclusions will no‘ 


until there are more well-designed studic. — 


Although our report is anecdotal, we : 
further illustrates the potential ability of `. 
hibit drug highs. We recognize that the Y 
this action may be indirect, Le., by 
masked affective disorder lithium may :¢ 
creased need for the highs obtained frer 
We also recognize potential biases of no” 
tions, but we conclude that the evidence 
support a potential use of lithium in the ' 
drug abuse, including cocaine, and that < ` 
serves further scientific evaluation. 
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contaminated well water, as seen in the z: 
scribe, has not been reported previous: 


Case Report 


A 51-year-old woman came to the emeig. ` 
cause of recurrent suicidal impulses, ea ly < 
ening, anorexia, and increased alcohol cons. 1 
the previous week. She had not worked thai . 
had an overwhelming sense of hopelessness . ° 
denied taking any medications, either prescri'> : 
counter. Her history revealed a 12-year epi: 
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alcoholism and depression that required four psychiatric 
hospitalizations for detoxification and supportive psycho- 
therapy. The most recent hospitalization was 2 years before 
this admission. There were many stresses in her life, which 
were seen as precipitants. Previously, she had been diag- 
nosed as having depressive neurosis with characterologic 
problems, and she had been treated with benzodiazepines. 
Her medical history included a hysterectomy 13 years pre- 
viously. She had also sustained a concussion 3 months be- 
fore admission in a single-car accident. She said she felt 
‘“‘down’”’ at the time but denied suicidal intent. At that time, 
psychiatric consultation was not obtained and bromide lev- 
els were not assessed. Her family history included alcohol- 
ism in her father. 

Mental status examination revealed a neatly dressed, 
friendly, alert, and orrented woman.with mild restlessness, 
hand wringing, and a fine tremor. Her nihilistic feelings 
reached near-delusional proportions. She was apathetic and 
her affect was restricted to dysphoric expression. Her re- 
mote memory was hazy and inconsistent, although her re- 
cent memory and recall were grossly intact. Physical exami- 
nation was unremarkable. Laboratory data, including thy- 
roid studies, B, level, and electrolyte and metabolic values, 
were essentially normal; the serum bromide was 38.3 mg/100 
ml (normal, <5 mg/100 ml). 

The patient’s mood, affect, memory, and tremor improved 
quickly following hospitalization. In addition, serial bromide 
levels showed a decrease without medical treatment, return- 
ing to normal within 1 week and remaining at normal levels. 
Further questioning and history from other sources con- 
firmed the patient’s assertion that she took no medication 
and ate no unusual or treated foods. However, for the past 5 
months she had used well water, which was assayed and 
found to have a bromide level of 2.1 mg/100 ml. (State regu- 
lations permit no bromide in drinking water, and the reason 
for the presence of bromide in the well remains unclear, al- 
though industrial wastes are suspected.) After her cognitive 
functioning and mood improved, she was able to work 
successfully on underlying dynamic issues during her 3-week 
hospitalization. She has had no recurrence of symptoms in 5 
months of follow-up. 


Discussion 


The patient presented with an agitated depression. 
In addition, she displayed subtle evidence of bromide 
toxicity, including tremor and memory disturbance. 
She was exposed to the well water for 5 months before 
her admission, and moved after her discharge from the 
hospital. She had been using the well for 2 months be- 
fore her auto atcident, and one could speculate that 
bromide intoxication may have been contributory. Her 
bromism dissipated within a week without treatment. 
A return to normal blood levels in such a short time is 
unexpected, since the half-life of bromide has been re- 
ported to be about 12 days (5). However, in that study 
the dosage produced no symptoms, and ‘‘the amount 
of ammonium bromide administered to the subjects 
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was considered to be sufficiently small as not to dis- 
turb the physiological distribution.’’ The clinical appli- , 
cability of such a study to subacute bromide intoxica- 
tion 1s questionable, since other factors such as blood 
level and duration of ingestion might alter the excre- 
tion rate. 

Our patient’s highest recorded blood level was only 
38.3 mg/100 ml, which is below the generally accepted 
range of toxicity. However, there is disagreement 
about toxic levels of bromide. Cut-off points range 
from 50 mg/100 ml (6) to 72 mg/100 ml (7), and some 
clinicians feel that mental status changes do not occur 
until even higher levels. A recent report of mania in a 
patient with a bromide level of 32.5 mg/100 ml (8) was 
criticized because of the relatively low blood level (9). 
Indeed, one might argue that our patient would have 
become symptomatic without bromide ingestion. 
However, dismissing the data as incidental is as pre- 
sumptuous as ascribing a cause-effect relationship in 
such cases. It has been noted that ‘‘bromide schizo- 
phrenia’’ primarily occurs in women with premorbid 
schizoid personalities (4), and our patient may have 
been susceptible to subtoxic doses of bromide. Given 
her propensity toward mood changes, it seems reason- 
able to assume that she could become symptomatic at 


a lower than expected bromide concentration, where- 


as others using the well water remained asymptomatic. 

It may be that our patient’s threshold was decreased 
and bromide potentiated her characteristic depressive 
response to psychic stress. A constitutional or ac- 
quired biochemical defect that would allow subtoxic 
levels of the ion to interfere with neurotransmission of 
biogenic amines could exaggerate or precipitate mood 
changes in vulnerable people. 
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Psychotic Depression and Bronchogenic Carcinoma 


BY JONATHAN G. SOLOMON, M.D., AND SANDRA SOLOMON, M.S. 


This communication was prompted by arecent case Discussion > 
in which a 5l-year-old woman with manic-depressive 
illness, depressed type, presented with what appeared 
to be her fourth episode of psychotic depression. The 
episode was similar to her three previous episodes of 


This patient’s clinical presentation v: » 
psychotic depression and occurred i. {` 
three prior episodes of similar sympter» 


eee is unwise to make a diagnosis solely G> >us > 
panes E but r A unexpectedly presenting symptomatology or psychic Ro i 
‘ gta A PrSsvure d 5 T, eae Medical evaluation is also necessary F: i Na 
WE Ay De ee O CORUS ee eee uate this patient medically would*have c. p g 


tomatology. This case highlights the importance of 


, i a i riate diagnosis and treatment. 
medical evaluation of psychiatric patients. p 8 


An organic lesion was not suspecte, EE 


Cne henoa cause of the typical appearance of affect: 3 œ% 
REAS EPO in a manic-depressive patient. A brenc^> >z. nm 
, noma was certainly unexpected inthe av. iia p. 

The patient, a 51-year-old rural housewife, had her first x S UUSAP a | 
monary symptoms such as chest pain. J> 2. e 


episode of psychotic depression when she was 35, her sec- 


ond at 39, and her third at 45. Each episode was character- ness of breath, or hemoptysis. It ts ur. i 


ized by depressed mood, anergia, anhedonia, sleep distur- this patient had another bout of affective  : : m 
bance with early-morning awakening, difficulty in thinking, tion along with the bronchogenic carcino: aie Me 
psychomotor retardation, feelings of hopelessness, loss of er the malignancy caused or contributec: . ° ry 
libido, and anorexia, with weight losses ranging from 6 to 12 toms, especially the anorexia, weight Jo, 9 °c" oN 
kg. She had never been suicidal, delusional, hallucinatory, pallor, and anemia. She had not previo. he ae 
or paranoid. Medical history was negative except for her mic. Had she been receiving maintenar.: . ¢ »: 
habit of smoking two packages of cigarettes daily. The fam- sant chemotherapy (1) an exacerbation : ` T 


ily history was negative for affective illness and alcoholism. 
Each depressive episode responded to hospitalization and 
treatment with tricyclic antidepressants. Typically, she im- 
proved gradually over a 4-6 week period and was asympto- 


ness would have been less likely to OCi:. 0 o5 
toms of weight loss, fatigue, and pails’ csr we 
been more likely to be perceived as beire se. t 


matic on discharge from the hospital. She was last dis- | Physical cause. Certainly these sympic fs 
charged on imipramine, 150 mg h.s., but unfortunately re- sence of the psychiatric or emotional cc È 
fused maintenance chemotherapy ‘‘because I don’t want to pression would have alerted the clinic: <: s x 
depend on pills.” She declined periodic office visits and only organic etiology. Although patient. 3 ` 
consented to see a psychiatrist when her periodic depressive bronchogenic carcinoma often develo: 22: on 
episodes occurred and became so severe that hospitalization secondary to their illness, depress on i 


was necessary. 

Recently she complained of a fourth episode of depres- 
sion. Her symptoms were similar to those of her three prior D D 
episodes and had begun approximately 3-4 months earlier tients with diagnosed PAROA DEERE aa 
without any evident precipitant. On admission she appeared Of the realization of the gravity of the . po 
cachectic, with marked pallor. Her appetite was poor and physical debilitation (3). 


manifestation of a bronchogenic care © : ; 
tinctly uncommon (2). Depression is . > 33 


she had lost 10.2 kg. Psychomotor retardation was noted and The differential diagnosis between c:, 
she complained of feelings of depression, lack of energy and organic illness can be difficult becat. : .+) >s 
interest in living, and inability to function at home. There symptoms can be the initial manifes: > . «€ ʻa 
was no evidence of organicity and no history of drug or alco- pathology such as an occult maligner me. 
hol abuse. Her husband stated that this MAR a typical presen- pancreatic carcinoma, retroperitoneal b f i : 
a Ep Pan Aa A as ae nemoslobin of 8.6 rain tumors, and of other illnesses. inc. > 

| ee ey es eo sclerosis, pernicious anemia, anderdos 2 is co 
mg and hematocrit of 26.0%. A chest film revealed the pres- . e i , 

such as hyperadrenocorticism, hyperi-  : `» 


ence of a bronchogenic carcinoma with metastases. Consul- 


tation with an internist was arranged and the patient was | ypothryoidism (4). Rossman (5) descri= >v n 


transferred to the medical service for appropriate chemo- Of cases in which depression dominait. (1. s” 
therapy and radiation therapy. picture and delayed the diagnosis ©. œ ..< 
oss orders; often, the lesion was an occult rr - 
reported that the erroneous diagnosis ! ; 
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or the coincidental occurrence of organic disease with 
psychiatric symptoms. 

Wingfield (6) described several patients with unrec- 
ognized organic disease causing emotional symptoms 
that prompted the referral for psychiatric treatment. 
‘‘Missed” diagnoses included epilepsy, multiple scle- 
rosis, porphyria, neurofibromatosis, and amyotrophic 
lateral sclerosis. Stokes and associates (7) reported the 
following illnesses found on a psychiatric unit and ini- 
tially misdiagnosed as psychiatric or functional: carci- 
noma, brain tumor, hypoglycemia, meningitis, thyro- 
toxicosis, myxedema, endocarditis, and pneumonia. 
Herridge (8) reported that 5% of patients admitted to 
the psychiatric unit of a general hospital suffered from 
a previously undiagnosed organic disease that was re- 
sponsible for the psychiatric symptoms, and Saravay 
and Koran (9) found that 4% of psychiatric consulta- 
tions in a large general hospital involved obvious or- 
ganic disease erroneously diagnosed as psychiatric. 

Psychiatrists would be well advised to adopt a holis- 
tic approach to patient care, including thorough medi- 


“Spice Cabinet” Intoxication 


BY ROBERT A. FAGUET, M.D., AND KAY F. ROWLAND, 


A recent clinical report (1) in this journal discussed 
nitrous oxide abuse by a 15-year-old boy who used 
aerosol cans of whipped cream to obtain the gas. An- 
other equally dangerous high has come to our atten- 
tion: nutmeg ingestion, which we have labeled “‘spice 
cabinet” intoxication. 


Case Report 


A 19-year-old student, after reading about the mind-alter- 
ing properties of nutmeg in a popular ‘‘consumer’s-guide’”’ 
book about drugs, decided to experiment. He went to the 
kitchen spice cabinet, took down a can of ground nutmeg, 
and mixed a tablespoon of it with orange juice. The combina- 
tion was distasteful, and he was able to consume it only with 
some difficulty. 

Within 2 hours he was ‘‘in trouble.” He felt flushed, dizzy, 
nauseated, and his mouth became parched. His heart pound- 
ed and a ‘‘tremendous’’ headache overcame him. Gradually 
his extremities became numb, his perception of time and 
space changed, and he became detached and restless. At one 


‘point he reported significant confusion and said he was ‘‘on 


the verge of visual hallucinations.’’ Twelve hours later, after 
very little sleep, the intoxication was over, leaving him le- 
thargic, achy, and subdued. 
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cal assessment, especially for inpatients and for the 
frequent patient with affective symptoms. 
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PH.D. 


Nutmeg is among the oldest spices in use. It is de- 
rived from the seeds of an aromatic evergreen tree, 
Myristica fragrans, which is native to the Spice Is- 
lands. Myristicine, the psychoactive ingredient, is 
found in the oil of the seeds and also exists in the seed 
coat, which is processed separately to produce mace. 
Nutmeg has been used medically as a stimulant and 
tonic for the stomach, but a 1525 account by Richard 
Banckes suggests its psychoactive properties: ‘“To 
cleanse the brain of superfluous humours, take a quan- 
tity of maces and chew them well” (2, p. 98). For 
years, prison officials have known that inmates go on 
“nutmeg jags’’ when other drugs are unavailable. 

Richard Evans Schultes, an early investigator of me- 
dicinal plants, described myristicine intoxication via 
snuffing. His first-person description is very much like 
the case reported here: 


The dose was snuffed at 5:00 p.m. Within 15 minutes, a 
drawing sensation was felt over the eyes, followed very 
shortly by a strong tingling in the fingers and toes. Then 
came a severe headache. Within half an hour, my feet and 
hands were numb. Walking became alnfost as difficult as 
when I had beriberi. I felt nauseated until 8:00 p.m. when I 
took to my hammock, overcome with drowsiness. 
Strangely, this was accompanied by muscular excitation, . 
except in my hands and feet. About 9:30 p.m. I fell into a 
fitful sleep which continued with frequent awakening until 
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morning, when a strong headache continued until noon. A 
profuse sweating and, probably, fever persisted through- 
out the night. My pupils were strongly dilated during the 
first few hours of intoxication. Though performed under 
primitive conditions in the jungle, this experiment does, I 
think. indicate the great strength of the snuff. The larger 
dose used by the witch-docters causes them to see visions 
in colors, which I did not experience. During their dreams, 
they emit wild shouts that are interpreted by their assist- 
ants. They admit that using this substance is a dangerous 
practice, one of their number from the Pulvave tribe hav- 
ing died during Yakee intoxication. (2, pp. 99-100) 


Nutmeg abuse can be serious. Not only are the psy- 
chic effects disturbing and dangerous, but poisoning 
and death due to fatty degeneration of the liver have 
been reported (2). Fortunately, in larger quantities nut- 
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meg is unpalatable and the side effects « » 


unpleasant. However, as in the case o* tr: 
student, advertisement in popular ‘diu? ' 
lead some young people to experiment. : 
one such book, titled Recreational i: 
“Those looking to add a bit of spice ' 
sometimes become curious about nutne: 
Regrettably. 
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Selection Criteria for Dialysis and Renal Transplant 


BY STANLEY RABINOWITZ, PH.D., AND HERMANUS LJ. VAN DER SPUY, PH.D. 


In a number of countries there are limited dialysis 
and transplantation facilities, and not all patients can 
be selected for renal treatment. Those who must make 
the selection are burdened with the moral dilemma of 
deciding who is to live and who is to be left to die. 
With no clearly established medical, social, psychiat- 
ric, or psychological criteria for selection, the decision 
is difficult and must inevitably include the subjective 
impressions of the selection team. 

Researchers (1-3) have indicated that patients with 
end-stage kidney disease face three broad areas of 
stress. Physically, they face the stress of physiological 
changes and discomfort, including adherence to a 
strict diet and restrictions in fluid intake. Psychologi- 
cally, they face the stress of increased dependency on 
the dialysis machine and the renal team. Socially and 
personally, they face increased financial and emotional 
dependency, frustration of their instinctual drives, and 
various associated limitations. 

There is no general agreement on the factors deter- 
mining favorable adjustment to dialysis. While earlier 
investigators (4, 5) suggested that average or above av- 
erage intelligence was an important prerequisite for fa- 
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vorable dialysis adjustment, recent in. : 


have presented conflicting evidence. aki 
erally accepted that mentally retarded =: 
suitable for renal programs. 

There has been comprehensive resea 
ing personality factors involved in fav. 


adjustment (4, 5, 7). Although no clear . 


criteria are available, it seems generel 
positive features for good adjustment ir: 
open admission of anxiety and hostil:t, 
quate range of dependency adaptation. 


tors seem to include overdependency,, «: - 


and frequent psychosomatic complain‘s 
The aim of the present study was tc 
criteria of selection for a renal program 
term dialysis or future transplantation} . 
a sample of accepted and nonaccepted r. 
hypothesized that patients with wkow 
team can more readily identify are mo: : 
accepted for the program. Intellec‘uz: 
social class, and personality factors were 


Method 


Subjects. Seventeen patients accepic: 
program at the Groote Schuur Hospitz! 
South Africa, were compared on psycho 
mographic variables with 11 rejected pzi : 
jects volunteered for the study. Al] 2& 
judged as potentially acceptable on mec 
grounds. Those unacceptable on mei: 
grounds alone were excluded fror 
sample. 

The decision of acceptance or reject. 
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gram was made by a team that consisted of surgeons, 
a psychiatrist, other physicians, a clinical psychologist 
(S.R.), and a social worker. Other than identifying 
them as an upper-middle-class group of professionals, 
no more detailed investigation of their religious or 
political beliefs or their psychological characteristics 
was undertaken. Because of the sensitive nature of 
the’ study, such investigations were not regarded as 
feasible. 

Psychological measures and procedure. The 
groups, which were controlled for age, sex, and race, 
were contrasted on the following psychosocial mea- 
sures: the Wechsler Bellevue Adult Intelligence Scale 
(verbal subtests), Standard Progressive Matrices, Ror- 
schach Inkblot Test? and social class and education. 
Performance IQ subtests could not be administered 
because some of the patients were bedridden. How- 
ever, the Standard Progressive Matrices, often re- 
garded as a measure of general intellectual ability (8), 
served as the measure of general intellectual level of 
functioning. The Progressive Matrices percentile 
scores were converted to IQ equivalents according to 
the conversion table of Peck (9). 

Social class levels were rated according to the scor- 
ing system developed by the Child Guidance Clinic of 
the University of Cape Town. Scores were assigned on 
a range of 1-6 in ascending order for each class divi- 
sion so that persons falling in class 6 (unskilled work- 
ers) obtained a score of 6, persons falling in Class 5 
(semiskilled workers) obtained a score of 5, and so on. 
Education was scored on the basis of one point for 
each year. The Rorschach was scored according to the 
quantitative proportions of Klopfer, and the following 
personality dimensions were studied: 1) inner re- 
sources and impulse life; 2) affectional needs, 3) con- 
trol factors, 4) emotional reactivity to the environ- 
ment, and 5) intellectual manner of approach. The re- 
searchers also used the Rorschach scoring system 
developed by van der Spuy (10). 


Results 


Significant differences were found between the ac- 
cepted and rejected groups on three measures (see 
table 1). The accepted sample had a significantly high- 
er verbal IQ than the rejected group. Analysis of the 
subscales revealed significantly higher scores by the 
accepted sample on all the subtests except digit span. 
Both social class and education were significantly 
higher for the accepted than for the rejected group. 

No significant differences between the groups on 
any of the personality variables were revealed by the 
results of the Rorschach. 

‘Although there was a 5-point difference in favor of 
the selected group based on the Progressive Matrices 
IQ score, this is not statistically significant, whereas 
the selected group scored more than 20 points higher 
on the Wechsler verbal IQ. Verbal intellectual func- 
tioning is much more affected by cultural factors than a 
performance scale like the Progressive Matrices. The 
results would suggest that social and educational back- 
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TABLE 1 
Comparison of Patients Accepted and Rejected for a Renal Program 


Accepted Group Rejected Group 


(N= 17) (N=11)* Analysis 
Variable Mean SD Mean SD t p 
Wechsler 
verbal IQ 95.87 19.89 74.6 22.59 2.51 <.02 
Progressive 
matrices IQ 87.75 11.85 82.81 9.09 1.16 ns. 
Social class 4.00 1.27 5.09 LR -23 <.05 
Educational 
level (years) 8.4 2.85 5.09 3.31 2.9 <0] 


*One of the accepted patients and 1 of the rejected patients would not cooper- 
ate and failed to complete the WAIS. One of the accepted patients could not 
adequately complete the Standard Progressive Matrices because of poor eye- 


sight. 


ground emphasized and magnified any differences in 
intellectual potential that might have existed in the two 
groups. 


Discussion 


The results of the present study support the hypoth- 
esis that those patients with whom the selection team 
can more readily identify are more likely to be accept- 
ed for the renal program. The accepted sample showed 
significantly higher scores than the rejected group on 
measures of verbal intelligence, social class, and edu- 
cational levels, while no significant differences were 
found between the groups on measures of general in- 
tellectual level of functioning and on personality vari- 
ables. 

These results seem to suggest that selection for the 
program was probably based on clearly perceivable 
but superficial characteristics such as verbal in- 
telligence, social class, and education. The assumption 
is that the upper-middle-class professional selection 
team can identify more readily with these character- 
istics. In the absence of clear-cut criteria for selection, 
the team was probably influenced primarily by these 
superficial variables. However disturbing these find- 
ings might be, they do not imply condemnation of the 
selection team. In the absence of clear-cut selection 
criteria, many people would probably use similar sub- 
jective criteria without being aware they were doing 
so. Similar subjective and perhaps subconscious cri- 
teria probably operate in a wide range of selection situ- 
ations, e.g., employment or medical school admission. 

Despite the many difficulties and problems associat- 
ed with the development of objective criteria for selec- 
tion, we believe that research should be undertaken in 
order to establish more exact criteria. Until this is 
done, we are convinced that selection for treatment 
will continue to be made on the superficial variables 
we have outlined. $ 
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Successful Treatment of Severe Anxiety Attacks with Tricyclic Antidepressants: 


A Potential Mechanism of Action 


BY KENNETH JOBSON, M.D., MARKKU LINNOILA, M.D., PH.D., JOHN GILLAM, M.D., 


AND JOHN L. SULLIVAN, M.D. 


A correlation between plasma tricyclic antidepres- 
sant levels and treatment responses has been demon- 
strated in moderate to severe depressions (1, 2). A cur- 
viltnear relationship has been reported for the second- 
ary amines (1), whereas a linear relationship has been 
observed for the tertiary amines (2). The doses neces- 
sary to reach therapeutic levels have generally varied 
between 2 and 4 mg/kg of body weight, depending on 
which drug has been administered to which patient (1, 
2). Low-dose tricyclic treatment (doses below I mg/ 
kg) has been reported to be effective in the treatment 
of severe paroxysmal phobic anxiety (3). 

Using gas chromatography we measured the plasma 
tricyclic levels during steady state kinetics in three se- 
verely anxious patients. All three patients had suffered 
from severe panic attacks, agoraphobia, and somatic 
anxiety symptoms for more than a year before the 
study. The symptoms had been disabling and were not 
alleviated by standard therapeutic doses of ben- 
zodiazepine medication. Low doses of tricyclic antide- 
pressants induced a dramatic resolution of symptoms 
in these patients. When the patients stopped their med- 
ication all symptoms returned to their previous level of 
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severity, and when the medication was ™ 
symptoms again disappeared. Plasma t 
during the initial management period er 
table 1. 


This dramatic resolution of severe anx ` 
three patients with plasma tricyclic les. - 


low those reported for successful man: - 
vere depressions makes it reasonab:e « 
mechanism of action for the tricyclics 17 
of anxiety attacks that differs from the 

cepted mechanism in the treatment t’ 


Drugs other than tricyclics reported tc: : 


the treatment of severe anxiety attack: 
monoamine oxidase inhibitors and pros. 


All three classes of drugs can block £-. ` 


ceptors (6, 7). We have found MAO ir 
the most clinically effective agents in t^. 
severe anxiety attacks and propranol: 
fective. Propranolol is the most pure 
blocker of these drugs, so we do not sur. 
of central beta receptors as the mechar:- 
action in the treatment of severe anxici\ 
tral adrenergic alpha-receptor blockad< 
able in the treatment of anxiety (8). Du 
pha-receptor blockade after tricycle a: 


in man has been suggested to occur at x: 


higher than those necessary in the treatr? 


sion (6). Therefore, adrenergic alpha-re: 
ade is an unlikely mechanism of acta: 


cyclics in treating severe anxiety attack: 


Both MAO inhibitors and tricyclic <7. 
have been reported to inhibit MAO in h.: 


in vivo (9). In addition, the degree of ^i 
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TABLE 1 
Three Patients Treated with Tricyclics for Severe Anxiety 
Patient Dose 
Number Sex Drug (mg/day) Plasma Level (ng/ml) 
l Male Imipramine 25 Imipramine, 50 
Desipramine, >5<10 
2. Male Imipramine 25 Imipramine, 10 
Desipramine, >5<10 
3 Male Amitriptyline 25 Amitriptyline, >5<10 


Nortriptyline, >5<10 


in human platelets seen after tricyclic administration is 
generally lower than that seen after MAO inhibitors 
(9). This is the same order of potency that we have 
seen in the treatment of anxiety attacks. Since in vivo 
MAO inhibition in human platelets can occur at very 
low tricyclic plasma levels and has been reported to 
correlate with the sedative effects of the tricyclics (9), 
MAO inhibition may be the mechanism that mediates 
the management of severe anxiety attacks. 
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Abnormal Gaits in Tardive Dyskinesia 


Sir: Tardive dyskinesia continues to present problems of 
both a practical and theoretical nature. The continuing atten- 
tion this problem has received has resulted in a broadening 
of the definition of the syndrome and a further awareness of 
its complexity and importance. We would like to bring atten- 
tion to the presence of abnormal gaits in patients suffering 
from severe tardive dyskinesia. The gaits were noted as pa- 
tients walked about the wards and hospital grounds. When 
further examined, the patients showed other signs of dyski- 
nesias (e.g., buccolingual masticatory movements and cho- 
reoathetoid movements of the limbs). Abnormalities of pos- 
ture have been reported previously (1), but we are not aware 
of any detailed descriptions or any comments about its fre- 
quency. 

We examined 42 patients selected as having at least mod- 
erate symptoms of tardive dyskinesia (e.g., oral abnormal- 
ities and choreoathetoid movements of the limbs). Of these 
42 patients, 18 (43%) had ‘‘peculiar’’ gaits. The gaits of 9 
(22%) were considered frankly abnormal, i.e., neurological 
gaits. characterized as follows: 

l. Broad-based gait. i.e., a wide gait with a wide arm swing 
and an unsteady gait. Of the 7 patients in this category, 3 had 
pelvic thrusting (forward movements of the pelvis on walk- 
ing), and 2 walked predominantly on their heels, giving the 
appearance of a steppage gait. 

2. What appeared to be a Spastic gait, with the dragging of 
one foot, was seen in 2 patients. 

The remaining 9 patients had what seemed to be an abnor- 
mal gait, but it was not typical of any described neurological 
gait. 

More detailed descriptions of the gaits included unsteady, 
wide-based gait; marked swinging of arms; broad-based, un- 
steady, pelvic thrusts similar to a pregnancy strut; walking 
on heels; deliberate, careful wide steps; broad-based, un- 
steady walking on heels; stiff, unsteady gait, dragging feet: 
stamping type gait; and so forth. In some patients there was 
a cerebellar quality, while others had wide arm swing move- 
ments reminiscent of ballistic movements. A neurologist 
who saw | patient for evaluation described the patient as 
having ‘‘dystonic movements of the facial muscles together 
with occasional grunting but without rigidity of the muscles 
of the trunk or extremities with a mildly abnormal gait. The 
patient preambielated with a protrusion of the upper chest 
muscles and a somewhat steppage gait. The reflexes are nor- 
mal and it would seem that these choreiform and dystonic 

. movements are a result of tranquilizing drugs, i.e., tardive 
dyskinesia.” 

It should be emphasized that these observations come 


® 
from a highly selected group of patients, ¿nd 
to the attention of Journal readers as further . 


complexity of tardive dyskinesia and also as. 


in the diagnosis of this condition, althoug' 
should, of course, be made long before t: 
progressed to this stage. 


REFERENCE 


1. Hunter R, Earl CJ, Thomicroft S: An apne 
syndrome of abnormal movements folk w * 


medication. Proc R Soc Med 57:758-762, ‘% 


GEORGE M.S v> 


RAM K. SHR!V ^o 
Orar 


Work Stress 


SiR: For the last two years we have Dew 


number of seminars and workshops for gov. 
and private employees experiencing wi. 
have included such people as nursing exc. 
managers, and rank-and-file employees. i. 
not required to have problems, and many . 
the workshops with an intent to learn sonci 
than to seek remedial measures. 

We have observed in surveys of the partic ` 
two-thirds of work stresses stem from at. 
lems. Another third report stresses that asis, 
sures. It would thus be useful for the he. ~ > 
understand sources of and coping techni. - 
of pressure. We found that work stresses*.. 
at one time or another, even among particip. 
identified problems. We were chagrined +o !. 
health professionals frequently were not a. 
to counsel people experiencing work stre-s. 
of their lack of managerial perspectives 
indicate that mental health centers are p o` 
most other organizations in terms of the « 
tensity of work stresses, and that the men. 
sionals themselves are often unable to core 
job stresses. 

We found a number of realizations te by 
people experiencing stress at work. First is. 
fact that political relationships are inherent: 
tion. One must understand that power, in ' 
thority exist in any organization. A second i. 
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the notion of coping with stress using only “fight or flight” 
reactions is insufficient. ‘‘Fight or flight’ is more appropriate 
to the lower animals; man is more able to ‘‘fight, flight, or 
take things in stride.” A third realization we found helpful is 
the need for individuals to be willing to listen to others ex- 
periencing work stresses in the same organization. Perhaps 
this is consistent with the systems viewpoint, which sees 
stregses as cumulative and interactive. When one lowers the 
total amount of stresses in an organization, one is helping 
oneself as well. Fourth is respect for one’s coworkers, even 
when liking others has become difficult if not impossible, or 
when there is a need to discipline, criticize, or disagree. 

An interesting observation occurred with respect to the 
so-called burning-out syndrome, which seems to be almost 
ubiquitous, with varying intensities and reactions. The 
people who report being burned-out generally were describ- 
ing a phenomenon of partial disengagement from their work, 
loss of motivation, winding down, and turning off which is 
probably related to a form of taking psychological flight with- 
out physical escape from the interaction. 


A.J. Dy, M.D. 
KATHLEEN E. Kay, M.P.H. 
Honolulu, Hawaii 


On Assessing Violence and Dangerousness in Mental Patients 


Sır: In ‘Crime and Violence Among Mental Patients Re- 
considered in View of the New Legal Relationship Between 
the State and the Mentally HI’ (January 1978 issue), Larry 
Sosowsky, M.P.P., implied that former San Mateo County 
Mental Health Division patients are an extraordinary danger 
to the community because they have a higher incidence of 
arrest records for criminal behavior, including violent of- 
fenses, than the general population. He also implied that this 
study took place with the approval and assistance of the San 
Mateo Mental Health Services Division. Neither implication 
is correct. 

Mr. Sosowsky’s implied conclusion that San Mateo Coun- 
ty patients released from Napa State Hospital subsequently 
committed violent crimes at a higher rate than the general 
population is invalid. Although a certain percentage of the 
patients had arrest records, no data are provided indicating 
the number of actual convictions, which could be the only 
acceptable basis for characterizing people as ‘“‘violent of- 
fenders.” 

The majority of the arrests may well have occurred before 
the pivotal hospitalization, not after discharge (see p. 35 of 
the article, indicating a 19-month study period from June 
1972 through December 1973). 

The broader aspects of this report deal with arrests from 
January 1966 through March 1974, so that 6'/2 years of the 
81/4-year survey period fall before the pivotal hospitalization. 
The more focused aspects of the report, dealing with rates of 
violent crime during the ‘“‘postreform’’ period (p. 38), 
counted arrests for a 4/4 year period (July 1969-March 
- 1974), 3 years of which were before pivotal hospitalization. 
Indeed, 28 of the 301 survey individuals had not been dis- 
charged as of January 1, 1974 (p. 37). 

What the author’s data do show ts that before pivotal hos- 
pitalization this survey group of state hospital admissions 
had a higher rate of arrests for violent offenses than their 
counterparts (in terms of age, sex, and race) in the general 
San Mateo County population, assuming the author’s meth- 
od of estimating those rates is correct. 
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It is little wonder that high arrest rates are associated with 
being admitted to Napa State Hospital, since some of these 
admissions came directly through the criminal justice sys- 
tem. This would include those who experienced a psychotic 
break while in jail, those who entered “‘insanity’’ pleas for 
their alleged crimes, etc. The author apparently did not seg- 
regate the data of these ‘‘penal code” cases, and they are not 
analyzed separately, as good research procedure would re- 
quire. We estimate that approximately 12% of San Mateo’s 
Napa State Hospital caseload during this pivotal hospital- 
ization period were such penal code cases. Including this 
group clearly adds bias to Mr. Sosowsky’s report. 

The procedure for calculating the annual arrest rate figures 
for San Mateo County and several U.S. cities is not clearly 
described by the author and backup data are not provided. 
Without these data, no independent assessment of the rates 
he used ts possible. 

This article has received wide notice, was picked up by the 
Associated Press, and has already been cited in an editorial 
(1) opposing proposed amendments to the Mental Health Act 
of one state legislature—amendments which would tighten 
criteria for involuntary admission to state hospitals. The edi- 
torial cited the study’s findings to the effect that the crime 
rate of former mental health patients has increased by a fac- 
tor of three and a half since passage of California’s 1969 leg- 
islation limiting the duration of involuntary hospitalization. 
Thus, the article is being used to perpetuate the stereotype of 
all mentally ill as criminally dangerous and violent persons, 
which they are not. 
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ROBERT M. RANKIN, M.D., M.P.H. 
Gary M. HEYMANN, PH.D. 
San Mateo, Calif. 


Sır: The data on the dangerousness of the mentally ill pre- 
sented by Mr. Sosowsky in the January 1978 issue of the 
Journal have important implications for public policy. Spe- 
cifically, Mr. Sosowsky appears to agree that California 
commitment and release policies may have become too liber- 
al to effectively protect the public from dangerous mental 
patients. 

It behooves us to take a careful look at this research to 
ensure that hospitalized patients are as dangerous as the data 
suggest. In our view there are problems with this research 
that render its interpretation extremely hazardous. 

Mr. Sosowsky examined the arrest rates of persons who 
are admitted to Napa State Hospital from San Mateo’s com- 
munity mental health program. This group is highly select in 
that a decision has been made that they are inappropriate for 
outpatient treatment because they are deemed dangerous to 
themselves or others. The criteria for assessing dan- 
gerousness no doubt include previous criminal history, and 
the reason for referral was probably an arrest for a criminal 
offence in many cases. 

In view of these considerations, the only conclusion pos- 
sible is that the admission screening proce$sis working, as It 
should, to identify truly dangerous persons. Certainly, no in- 
ference can be drawn regarding the dangerousness of mental 
patients from this highly selected group. In fact, the data that . 
Mr. Sosowsky has gathered do not even address the issue he 
raised in his discussion section regarding the societal costs of 
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current admission and discharge policies because the crimes 
of the patients he studied were all committed before their 
hospitalization. 


VERNON L. QUINSEY, PH.D. 
MANFRED PRUESSE, PH.D. 
Penetanguishene, Ont., Canada 


Mr. Sosowsky Replies 


Sir: Drs, Rankin and Heymann’s comments perplex me. 
They assert my “implied conclusion that San Mateo County 
patients released from Napa State Hospital subsequently 
committed violent crimes at a higher rate than the general 
population is invalid,” offer points to buttress their asser- 
tion, note the wide audience my article has received, and 
then conclude that my article is being used to “‘perpetuate 
the stereotype of all mentally ill as criminally dangerous... 
which they are not.” 

Nowhere tn my paper did I indicate I intended to analyze 
postdischarge arrest activity. At the outset I made it clear 
that my ‘‘report presents the results of [an] earlier one so as 
to match closely the methods used by Zitrin and associates.” 
I reported findings which confirmed those of Zitrin and asso- 
ciates, suggested an explanatory hypothesis, and offered 
what continues to strike me as the appropriate warning. For 
Drs. Rankin and Heymann to declare my ‘“‘implied con- 
clusion” invalid without meeting squarely the conclusions I 
stated explicitly seems to me an effort to shift attention away 
from what I actually said. Certainly they can acquire the un- 
published “‘back-up data” I relied upon, using the references 
in my paper, in order to conduct that type of independent 
assessment if they feel it is called for. In 1974 my earlier 
report was received by a statewide audience and also picked 
up by the Associated Press. Regardless, since | did not re- 
port my data in a manner that addressed the particular di- 
mension of postdischarge arrest activity, no conclusion on 
this issue, valid or invalid, can yet be drawn from my pub- 
lished findings. I want to add here that I decided to set up 
table 5 in my paper to reveal prereform/postreform arrest 
activity rather than preadmission/postdischarge activity in 
part because my arrest data included only arrests occurring 
within 3 months of the last admission and, more importantly, 
in view of the hypothesis I had in mind this type of partition 
was crucial. Frankly, I now regret that I did not add the addi- 
tional table with the postdischarge arrest activity I did ana- 
lyze, although I continue to think this dimension is not es- 
sential to my preliminary paper. 

Drs. Rankin and Heymann’s other points do not seem to 
support their own assertion. For instance, they claim con- 
victions “‘could be the only acceptable basis for character- 
izing people as violent offenders.’’ There is not unanimity on 
this issue. I relied on arrests because J concur with Zitrin and 
associates’ judgment that records of conviction are a less ac- 
curate index of criminal behavior because many offenders 
are found incompetent to stand trial or are taken out of the 
court system before that stage of the legal process takes 
place (1, 2). A recently released report by the New York 
State Department of Mental Hygiene on the insanity defense 
seems at first bhuSh to provide empirical substantiation for 
this judgment: the use of the defense for acquittal in New 
York rose fourfold to 225 in the period of 1971 to 1976, up 


. from 53 in the period of 1965 to 1971 (3). This increase oc- 


curred after the civil commitment law in New York was lib- 
eralized. I do intend. and | stated this in my paper, to ana- 
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lyze and report conviction rates—not beca 
much fundamental insight will be added but |: 
completeness requires it. 

One criticism Drs. Rankin and Heymanr : 
mental. Their observation seems to reflect . . 
most observers trying to explain the high cri™ 
ed in current studies (1, 4, 5). My asserted ` 
this criticism, according to Drs. Quinsey anc. 
ders interpretation of my data ‘‘extremel\ Fi- 
observation is that the high crime rates repi. . 
ably be explained to some extent by the incre: 
of arrested persons from the criminal justice 
tal hospitals. This criticism is connected tc 
aspect of this entire matter—the current stri ` 
criteria. The consequence of both of these a-v 
samples against which current studies calcu: 
violence contain a larger proportion of arres‘c: 
was found in the past. It was precisely this. 
with the elaboration that many of the indiv iu.: 
ly considered nondangerous mentally ill are 
from the state hospitals, that the final reviev: » 
used in admonishing me to demonstrate thai {` 
did not simply reflect the demographic ch: 
stringent admission criteria. Apparently, fr... 
level of doubt to satisfy the final reviewer .. 
None of the authors of the two letters ackne. 
ness of my paragraphs addressing the conr: : 
diversion and the changes in current admis» ` 
my theoretical control for these factors. Ti: 
curious in the case of the letter by Drs. Quir~. 
since they acknowledge the obligation to 
look” at my research before they assert ` 
clusion possible is that the admission scree! 
working ...to identify truly dangerous r. 
“more liberty—more criminal activity” see” - 
sible explanation for some of the increase 1° 
ty. The critical question remains for me, he., 

I am aware that what economists chai: . 
reto-optimal solution may be beyond our re: . 
the task which I think is presented by the ne 
ship between the state and the mentally ill. ` 
value absolutely bringing this existential ¢ 
sharp a focus as the scientific method will i. 
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Sir: In their article “‘Sodium Amylobarc: : 
ferential Diagnosis of Confusion” (Jantzi y 
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" LETTERS TO THE EDITOR 


Nicholas G. Ward, M.D., and associates described a diag- 
nostic technique that seems to have fallen into disuse since 
its popularity during World War II. I learned a similar tech- 
nique from an older psychiatrist (Dr. Reynold Flom) who 
hdd been in World War II and later in the Korean War. There 
was a slight modification in technique: sodium seconal was 
used instead of sodium amylobarbitone, and 20 mg of meth- 
adrine was added. I have had fairly good results in using this 
approach with mute patients where the diagnosis was in 
doubt after the patient had been carefully examined to rule 
out organic etiology. The following are three case examples. 


A 17-year-old high school student had suddenly be- 
come mute at home. After 3 days’ hospitalization he re- 
fused to speak, although he cooperated with hospital 
routine. Associated signs and symptoms included in- 
somnia, restless sleep, rigid posture, and staring off into 
space. There was no family history of psychiatric dis- 
order. Following the injection of 250 mg of sodium sec- 
nal and 20 mg of methadrine, the patient began to speak 
and answer questions. Florid delusional material was 
obtained, and a mental status exam supported the diag- 
nosis of functional psychosis. Within a few days after 
beginning phenothiazine medication, the patient began 
to speak. He made an uneventful recovery over the next 
several weeks and was able to return to his class at high 
school. 


A 39-year-old evangelical clergyman visiting the Twin 
Cities from his home tn Canada suddenly became mute, 
immobile, and unresponsive during a church service. 
The parish leaders brought him to the hospital for psy- 
chiatric care after praying over him for approximately 
24 hours. History revealed that he had had a few 
“breakdowns” treated by his community general practi- 
tioner in Canada. During the first 24 hours of hospital- 
ization, he did not respond to questions and refused all 
food and fluid. He became severely dehydrated, so in- 
travenous fluids were started. After administration of 
300 mg of sodium seconal and 20 mg of methadrine, he 
verbalized paranoid delusional material as well as audi- 
tory and visual hallucinations. He responded to treat- 
ment with phenothiazines and was able to return to Can- 
ada in two weeks. 


A 24-year-old disheveled woman was brought to the 
hospital by police who had found her confusedly wan- 
dering the streets of the city at night. She was mute and 
refused to communicate tn any fashion. Physical and 
laboratory evaluation were entirely normal. When fur- 
ther informatiofi could not be obtained after she had 
been in the hospital for 48 hours, 200 mg of sodium seco- 
nal and 20 mg of methadrine were administered. How- 
ever, despite the medication, she remained mute. About 
3 days later, the police were able to ascertain her identity 
from friends with whom she lived. She was a heavy user 
of many different drugs and had had several previous 
psychiatric admissions for psychosis. She did not re- 
spond to brief hospitalization and phenothiazine medi- 
cation and was transferred to a state psychiatric hospital 
for more extended care. 


, These few cases indicate that the method can be extremely 
useful for diagnosis but is not inevitably successful. The 
methadrine can induce tachycardia and extrasystoles, so it 
probably should not be used in those with a history of cardio- 
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vascular disease. The advantage of the longer-acting sodium 
seconal is that interviews may be continued over an hour or 
two in responsive patients. As noted by the authors, slow * 
injection is necessary to avoid overdose or laryngeal spasm. 
Resuscitation equipment should be at hand. 


JOSEPH WESTERMEYER, M.D., PH.D. 
Minneapolis, Minn. 


Defining ‘‘Schizophreniform Psychoses”? 


Sir: I have received letters concerning the dichotomy of 
the broad term ‘‘schizophrenia’”’ in typical (process) schizo- 
phrenias and schizophreniform psychoses, which I proposed 
in 1937 (1). I think it may be of interest to emphasize that the 
schizophreniform psychoses are not a collection of special 
types of psychoses. Only psychoses characterized by very 
typical initial symptoms should be diagnosed as ‘“‘schizo- 
phrenias.’’ If these symptoms are not present but the patient 
has, among other symptoms, hallucinations and/or delu- 
sions, the diagnosis should be schizophreniform psychosis. 
It was found in the International Pilot Study of Schizophre- 
nia that in 9 countries the symptoms of ‘‘schizophrenia’’ cor- 
responded so well that it is now possible to work with a 
transcultural symptomatology. It is of the greatest signifi- 
cance in research, diagnosis, and therapy of schizophrenia 
that all researchers use these symptom criteria when diag- 
nosing “‘schizophrenia’’; cases similar to this diagnosis are 
termed schizophreniform psychoses. In Scandinavia these 
psychoses are now considered as special types of reactive 
psychoses similar to schizophrenia. 

I hope this information may be of help to researchers in 
this area. 
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G. LANGFELDT, M.D. 
Oslo, Norway 


“HMC” Treatment Recalled 


Sır: “Methadone in Schizophrenic Rage: A Case Study” 
(February 1978 issue) by Gilbert H. Berken, M.D., and asso- 
Clates documents the use of methadone maintenance in a 
case of schizophrenic rage. It might be of interest to recall 
that narcotic drugs were used for acute schizophrenic or 
manic patients in rage before the appearance of barbiturates 
and phenothiazines. Around the time I began medical prac- 
tice in the early 1960s, an older psychiatrist taught me the 
use of an old nostrum, HMC (hyoscine, morphine, and caca- 
lyptus). It was available in two doses, one with a half grain 
and the other with a quarter grain. One dosage was all that 
was ordinarily required when phenothiazine medication was 
started at the same time; in rare instances HMC was contin- 
ued for a day or two. It had the advantage éfecalming acutely 
disturbed patients without inducing the severe extra- 
pyramidal side effects so commonly seen with high doses of 
phenothiazine and similar antipsychotic medications. In the . 
narcotophobic era of the later 1960s and early 1970s, this 
useful treatment modality apparently fell out of favor. Now 
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that we are in a more dispassionate period, it might be time 
to reconsider judicious use of this treatment. 


JOSEPH WESTERMEYER, M.D. 
Minneapolis, Minn. 


Phenothiazines and Night Terrors 


Sir: In their report *‘Pavor Nocturnus in a Schizophrenic 
Patient: A Review and Case Study” (February 1978 issue), 
Malcolm N. McLeod, M.D., and Paula Fisher, M.D., report- 
ed that phenothiazines were successful in controlling the pa- 
tient’s chronic schizophrenic symptoms but did not control 
his night terrors, while diazepam, 15 mg h.s., provided ex- 
cellent contro] of this very disturbing problem. I wish to 
point out that these observations were predictable in light of 
recent findings in sleep research. Since it is known that phe- 
nothiazines tend to increase stage 4 sleep, one should not 
expect them to alleviate pavor nocturnus, which Is associat- 
ed with stage 4 sleep. In fact, phenothiazines might well pro- 
duce or exacerbate this problem, particularly when given in 
a single daily bedtime dose (1). Benzodiazepines are known 
to suppress stage 4 sleep (2) and have been shown to be ef- 
fective in controlling pavor nocturnus (3). When one also 
considers their margin of safety, benzodiazepines should be 
the drugs of first choice in treating pavor nocturnus. 
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WILFRID L. PILETTE, M.D. 
Worcester, Mass. 


Drs. McLeod and Fisher Reply 


Sir: We agree with Dr. Pilette that phenothiazines may 
exacerbate pavor nocturnus. Further, we did not expect 
chlorpromazine to control the patient’s pavor nocturnus; we 
simply reported that these drugs did not control the night 
terrors. Indeed, we felt that the pavor nocturnus attacks 
were exacerbated by increasing doses of chlorpromazine, 
but this evidence was not strong enough to report. Our pa- 
tient was treated several years ago, long before the report 
that single doses of a tricyclic or neuroleptic exacerbate pa- 
vor nocturnus (1). Thus, our observations were not as “‘pre- 
dictable”’ as Dr. Pilette suggests. 
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False Positives in the Differential Diagnosis of  : 
Amytal 


Sir: I read with interest the recent article |: 
Ward, M.D., and associates, ‘Sodium Amy’ 
the Differential Diagnosis of Confusion” 
issue). Their conclusion that confusion wi. 
the use of sodium amylobarbitone probabiy ^. 
etiology is in agreement with my clinical cars 

However, there is one major source of pote” < 
tives (i.e., organic confusion clearing under ° 
dium amylobarbitone) that was not mentioned ' : 
and may be a significant source of diagnosta 
the normalizing effect that hypnotics may h. 
dysrhythmias. Detre and Jarecki (1) discusse. 
hypnotics may have a normalizing effect or: 
(1). A patient whose confusion is caused by 
cerebral dysfunction may improve rather thi ° 
when given a hypnotic. Unless this is recog1.. 
mistake such a clearing as evidence of a funci 
and not recognize that the hypnotic has sers! 
improve the organic condition (dysrhythmi:: 
possibility exists that one of the cases desc- 
thors as functional confusion may have been j. 
positive. 

Their second case report described a 36- yer: 

a history of grand mal and petit mal epilepsy ` 
with bizarre, agitated behavior, loose associe’ 
ideation, and disorientation to place. Uponic. . 
of sodium amylobarbitone I.V. the patient’. 
noted to clear, and he was then treated with : 
30 mg of phenobarbital t.i.d. Although the aut 
that this represented a schizophrenic illness- 
tion described also seems quite compatible `. ° 
ictal psychosis which responded to the antice 
erties of the intravenous barbiturate. 

Dr. Ward and associates stated that ‘Psyc’ - 
to epilepsy was ruled out, because psychosis 
has been reported only in psychomotor epiler 
cases ‘there is never a continuous spike and y, 
as was seen in this patient.” Wells and as. 
scribed two cases of transient ictal psyches. 
others from the literature which show that sve : 
present a varied clinical picture that can m!- 
hysterical, and schizophrenic psychosis is vi 
These were associated with continuous o1 ne 
petit mal variant discharges. 

If this patient did exhibit a continuous spi‘: 
charge, this would be characteristic of stai 
amytal is described in the dosage used by t. > 
treatment for status epilepticus (3). Theref& « . 
Initial improvement could be attributed to cc: ! 
zure activity and his continued improveme?. 
sulted from the anticonvulsant effects of t^. 
rather than the thiothixene. His history of - 
izations may represent previous episodes o“ . 
that had also gone unrecognized. 

Whether this is actually the case or not. th: . 
positive is an important point that shouic 
when using intravenous hypnotics for suca 
poses. 
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STEWART SHEVITZ, M.D. 
Nashville, Tenn. 


Dr. Ward and Associates Reply 


Sir: Dr. Shevitz’s point is well taken. Transient ictal psy- 
chosis may be a source of false positives with the amytal 
test. Past and present tmprovements in the second patient 
we described have appeared to correlate better with the in- 
stitution of antipsychotic medication than with the develop- 
ment of therapeutically effective barbiturate levels. How- 
ever, this is only a clinical observation, and the possibility of 
status epilepticus in that patient still exists. 

We have also considered the possibility of limbic system 
seizures as reported by Monroe (1) as a source of false posi- 
tives. Such seizures may not give abnormal EEGs under nor- 
mal testing but may still respond to intravenous amytal. 
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NICHOLAS G. Warb, M.D. 

Davip B. RowLETT, M.D. 

PATRICK BURKE, M.B., CH.B., PH.D. 
Seattle, Wash. 


Diagnostic Guidelines for Demented Patients 


Sir: In his article ‘‘Chronic Brain Disease: An Overview’’ 
(January 1978 issue) Charles E. Wells, M.D., suggested 
guidelines for the evaluation of the demented patient before 
or instead of neurological consultation; these suggestions are 
welcome but deserve comment. Dr. Wells recommended a 
CT scan as a screening procedure in his basic diagnostic bat- 
tery and does not suggest examination of the cerebrospinal 
fluid (CSF). There seem to be both diagnostic and logistic 
considerations in this regard. 

There are some diagnoses that can be made by CT scan 
even with a negative CSF exam (e.g., normal pressure hy- 
drocephalus), but there are others in which the CSF will give 
positive findings With a negative CT scan (e.g., CNS infec- 
tion, early metastatic disease, multiple sclerosis). In two se- 
ries quoted, Marsden and Harrison (1) and Freemon (2) both 
examined CSF as part of their protocols. In the former 
study, | out of 36 cases of identifiable causes of dementia 
was obtained by CSF exam, and in the latter, 2 out of 60. 
Additionally, Marsden and Harrison found no vitamin By» 
. deficiency, and Freemon concluded, *‘ Unrewarding tests in- 
cluded ... vitamin B, and folate levels.” 

The CT scan is not readily available in all areas of the 
country, and its cost, while decreasing in high-availability 
areas, must remain a consideration for some patients. Simi- 
larly, the facilities to do a lumbar puncture may not exist in 
many psychiatrists’ offices, although enlistment of hospital 
outpatient facilities (as well as house staff) may be a partial 
solution. 
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It would thus be of interest to learn the reasons for Dr. 
Wells’ exclusion of CSF examination in his suggestions, as 
well as his inclusion of B,, and folate levels. 
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ALAN F. JAVEL, M.D. 
Martinez, Calif. 


Dr. Wells Replies 


Sir: I am grateful to Dr. Javel for his comments and for the 
opportunity to explain more fully the reasons for my sugges- 
tions. 

The most important reason why I did not and do not ad- 
vise routine lumbar puncture for demented patients is its low 
yield of specifically useful information. J] did not mean to 
suggest that I never use this diagnostic procedure or that it is 
not on occasion very useful, but I reserve its use for those 
patients whose history or clinical findings suggest that exam- 
ination of the CSF may be of specific diagnostic or therapeu- 
tic value. In only 1 patient (with syphilis) out of 166 in the 
two series mentioned by Dr. Javel did CSF findings provide 
an exact diagnosis. As Dr. Freemon reported, this patient 
had a positive serum VDRL and an Argyll Robertson pupil, 
either of which would have made examination of the CSF 
mandatory in that patient. As Dr, Javel notes, CSF examina- 
tion provides exact diagnostic information only in CSF infec- 
tions, early metastatic disease, and multiple sclerosis. These 
disorders rarely present as dementing syndromes per se, and 
even more rarely without other clinical features pointing to 
the correct diagnosis. 

Even though the diagnostic yield ts low with lumbar punc- 
ture in dementia, I would probably accept its routine use 
were the procedure noninvasive, Inexpensive, and attended 
by no significant morbidity. It is indeed for these reasons 
that I have suggested determination of B, and folate levels 
routinely in dementia even though the yield is low. How- 
ever, lumbar puncture does not meet these criterta. It is in- 
vasive, expensive (in terms of time and equipment) for both 
physician and patient, and attended by considerable morbid- 
ity (the pain of the procedure itself and the posttap head- 
ache). 

I realize that some believe the omission of the routine CSF 
examination is unjustified. | am ready to change my recom- 
mendations if good evidence for such routine use is forth- 
coming. However, studies to date do not, in my opinion, 
support this position. 


CHARLES E. WELLS, M.D. 
Nashville, Tenn. 


Depression in Chronic Schizophrenia id 


Sir: We read with interest ‘“The Assessment of Depres- 
sion: A Model for Quality Review of Emergency Psychia- . 
try” by Frederic Kass, M.D., and associates (February 1978 
issue). The results of this study come as no surprise to us. 
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In 1975 we conducted a similar study at West Valley Men- REFERENCE 
tal Health Clinic, an affiliate of the UCLA School of Medi- 
“cine. In our study, 96 schizophrenic outpatients with clini- 
cally diagnosed ‘“‘flattened’’ affect were psychometrically 
tested using the Zung Self-Rating Depression Scale (SDS) to S ox 
determine specifically whether a latent underlying depres- D.S T 
sion existed in a significant number of these patients. These = 
selected patients had denied feelings of depression and did 
not appear to us to be depressed. The SDS was administered 
to each patient. Test results clearly indicated that all subjects 
were experiencing moderate to severe depression. Specifi- 


cally, scores for the 96 patients ranged from 54-88, with a f l , 
mean of 67 (SD=13.44). SIR: Although it was timely and importa ` 


and Research Report ‘‘Rapid Treatment of De 
cally HI Patients” by David P. Moore, M.D. (L 
issue) has left us with some inquirigs and 
Moore reports a case of a supposedly delirio. 
all we as readers know is that the patient on ts. 
tal day ““became agitated, struck a nurse. anc 
nasogastric tube,” and that ‘‘physical and labs . 
nations failed to reveal anything that could i- : 
change in the patient’s clinical state.” Presi’ 
Harvey AGER, M.D. basis, “a diagnosis of delirium of unknow= . 


1. Shader RI (ed): Manual of Psychiatric Therep< 
Little, Brown and Co, 1975, pp 217-218 


So, 


A Question on Haloperidol Treatment for Det: 


Now that the existence of depression in chronic schizo- 
phrenia has ‘‘come out of the closet’ we would hope that 
clinicians will take this into account in the diagnosis and 
treatment of the affect as well as the thought disorder. This 
should improve the overall functioning of schizophrenic pa- 
tients. 

Reprint requests or additional information concerning our 
study should be directed to us at the address below. 


Louis N. MILSTEIN, PH.D. 
Lafayette Clinic 


made.” One could assume many reasons for 


appropriate behavior. Matters important to rc: ` 


951 East Lafayette history, whether a drug screen was performed. 
Detroit, Mich. 48207 tory examinations were done, and the doses a?! 
treatment with morphine, diazepam, and uny 
tions administered during the hospitalization | . 
Differential Diagnosis in Recognizing Alcoholism withdrawal reactions to drugs are common ~ 
rium in hospitalized patients. For exampl.. 
Sir: We would like to share with your readers an incident Chan have reported a withdrawal reaction \. ‘ 
at our hospital which points up the need for extreme care in to 8 days after discontinuing diazepam (1). 5, 


differential diagnosis. Recently, five patients diagnosed as | cohol withdrawal can appear as late as 10 d. 
psychotic were admitted to our acute care psychiatric unit. nence commences (2). Toxic reactions to u 
Each patient was prescribed a major tranquilizer. One typi- Cholinergic properties are worth mention n.: 
cal case report follows: drugs are ubiquitous. Both morphine and Ci. 
were administered before the onset of the ur 
A 52-year-old woman was admitted and diagnosed as a have anticholinergic properties. Haloperiie. . 
gravely disabled paranoid schizophrenic and placed on anticholinergic effects, although they are nc: 
haloperidol, 5 mg t.i.d. On later questioning by a team nounced as those of the sedating phenothi - 
consisting of a psychiatrist, a psychologist, a clinical chlorpromazine and thioridazine. Physostis - 
pharmacist, and a social worker, she initially denied all reported to be effective in treating overdos?- 
but occasional use of alcohol. After more intense ques- pounds mentioned except alcohol and merpt- 
tioning, she admitted to very heavy drinking and three Of equal concern is the implication that 2a’ . 
convictions for driving while intoxicated, one of which jum of unknown etiology may be treated 
involved an accident in which she received a head in- safely with haloperidol. Certainly a delirium . 
jury. At this point all neuroleptic drugs were discontin- ic reaction to phenothiazines, butyropre-. 
ued. The patient was placed on chlordiazepoxide, 10 cholinergic compounds would not be effect: 
mg t.i.d. and 25 mg h.s.; thiamine, 100 mg/day; and flu- treated with haloperidol. A better conclus i 
razepam, 30 mg h.s. Laboratory values were normal ex- from this case report and a literature review ~: 
cept for total protein 5.5 (normal =6.0-8.3) and globulin etiology of a delirium, other organic brain s”. 
1.9 (normal=2.0-3.5). The patient’s mental condition type of “cerebral insufficiency’ is being sci; 
greatly improved and she was discharged to continue symptoms with haloperidol may be conside 
her therapy on an outpatient basis shortly thereafter. ment. We are certain Dr. Moore would agv: 


pression of any psychiatric symptom or sync 
Great care should be taken in the differential diagnosis of | chotropic medication may forestall diagnos:- 
alcoholism and schizophrenia at the time of admission be- Of its etiology, with potentially serious or ‘ati. ~ 
cause there is substantial evidence that the major tranquil- (4). 
izers used in the treatment of psychoses can lower the sel- 
zure threshold during alcohol withdrawal and thus possibly 


precipitate a grand mal seizure (1). Before one prescribes a REFERENCES 

major tranquilizer for a newly admitted patient, a procedure 1. Dysken MW, Chan CH: Diazepam withdrawa': - 
.of very thorough questioning, evaluation, and history taking report. Am J Psychiatry 134:573, 1977 

should be exercised during the initia] interview to rule out 2. Greenblatt DJ, Shader RI: Treatment of ele 


the possibility of alcoholism. syndrome, in Manual of Psychiatric Therazs : 
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Shader RI. Boston, Little, Brown and Co, 1975, p 212 

3. Walker W, Levy R, Hanison 1: Physostigmine, its use and 
abuse. JACEP 5:436~-439, 1976 

4, Greenblatt DJ, Shader RI: Psychotropic drugs in the general 

« hospital, in Manual of Psychiatric Therapeutics. Edited by Sha- 
der RI. Boston, Little, Brown and Co, 1975, pp 21-22 


NEAL R. CUTLER, M.D. 
$ Jon F. HEISER, M.D. 
Orange, Calif. 


Dr. Moore Replies 


Sır: I would like tọ respond to some of Drs. Cutler and 
Heiser’s inquiries and concerns. I do agree with them that 
suppression of symptoms may forestall diagnostic measures 
and, in fact, stated in my paper that ‘‘Optimum management 
of delirium includes diagnosis and treatment of the under- 
lying cause of the cerebral insufficiency and symptomatic 
treatment of the delirium itself.” Space limitations precluded 
a full description of the diagnostic measures taken in this 
case, which included complete physical examination, de- 
tailed history with regard to prior drug use, urinalysis, com- 
plete blood count, SMA-18, prothrombin time, arterial blood 
gases, chest X-ray, ECG; EEG, lumbar puncture, and cul- 
tures of urine, sputum, and blood. None of the measures 
proved enlightening. The patient’s systemic medications in- 
cluded only morphine and diazepam, the dosages of which 
had been unchanged for the 4 days before the onset of the 
delirium. Thus the only diagnosis I could make was delirium 
of unknown etiology. 

Drs. Cutler and Hetser’s point regarding the danger of 
treating delirium secondary to anticholinergics or to antipsy- 
chotics with haloperidol is well taken, and I did not mean to 
imply that it should be used in these conditions. However, I 
can think of few other conditions, with the possible ex- 
ception of withdrawal syndromes, in which it would be dan- 
gerous to use haloperidol. As I noted in my paper, ‘‘Con- 
trolled studies are needed.”’ ' 

My own concern with the tone of their letter 1s that it 
might lead some physicians to withhold drug treatment in a 
critical situation until all diagnostic studies were done. A full 
diagnostic workup must be done on all delirius patients, but 
in those who present with potentially life-threatening behav- 
ior, as was the case in the patient I described, management 
must be prompt and effective. Haloperidol appears, with the 
exceptions mentioned above, to be the drug of choice in such 
situations. 


° Davip P. Moore, M.D. 
Louisville, Ky. 


Pretrial Commitment 


Sır: We found the recent article by Jeffrey L. Geller, M.D., 
- and Eric D. Lister, M.D., “The Process of Criminal Com- 
mitment for Pretrial Psychiatric Examination: An Evalua- 
tion’? (January 1978 issue) and the “Comment” by Alan 
Stone, M.D., (January 1978 issue) an intriguing and timely 
commentary on the process of pretrial commitment in Mas- 
„Sachusetts. In the neighboring state of Vermont, the prac- 
tices of psychiatric observation are somewhat different. 
Vermont’s 450,000 residents are served by one state facil- 
ity at, Waterbury. Unlike Worcester State Hospital, Vermont 
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State Hospital is the only hospital in the state that accepts 
court-ordered referrals. Therefore, our sample is truly repre- 
sentative of all such referrals from the entire population of” 
alleged offenders, apart from a small minority that are done 
on an outpatient basis or in correction facilities. The evalua- 
tions are done by an independent forensic consultant ap- 
pointed by the hospital. These psychiatrists formulate their 
opinions within an initial (maximum) period of 60 days. In an 
attempt to highlight the use of pretrial commitment in Ver- 
mont, we will briefly describe some preliminary findings of 
an investigation for the 5-year period of 1972-1976. 

We found that in a sizable percentage of the court referrals 
sent to the Vermont State Hospital, there was reason to sus- 
pect a need for hospitalization and a legitimate concern for 
the mental status of the client. For example, 40% of the indi- 
viduals referred for pretrial commitment evaluation had pre- 
viously been hospitalized for psychiatric problems. At the 
time of hospitalization, most of these patients had been diag- 
nosed as psychotic. We also found that the most frequent 
referrals, in proportion to the base rate of crimes in the state, 
were for serious offenses, such as arson and crimes causing 
harm to individuals. Another indication of the appropriate- 
ness of the pretrial commitment procedure 1s, as Drs. Geller 
and Lister point out, the number of cases that result in com- 
mitment. In our hospital, about one-third of observations 
end in commitment, most because of incompetence to stand 
trial and some because of insanity at the time of the crime 
and the need for further hospital treatment. In contrast, Drs. 
Geller and Lister found that less than 3% of their sample of 
referrals ended in commitment. Finally, we found that the 
individuals committed under these statutes did not become 
“forgotten” and remain for extended periods of time in the 
hospital. Their average hospital stay was 260 days. Following 
hospital treatment, all of these individuals were given suppor- 
tive aftercare planning—43% had community mental health 
contacts (70% with individual counselors) and 11% had vo- 
cational rehabilitation. 

We found, as was suggested by Dr. Stone, that judges 
sometimes have differing criteria for the use of the mental 
health laws. For instance, there was a disproportionate num- 
ber of referrals from some counties with similar types and 
rates of crimes. We found that there were no dramatic dif- 
ferences in terms of previous hospitalizations, diagnosis, or 
disposition between these referrals and those from other 
counties. Thus, the most plausible explanation for this dif- 
ference is the criteria used by the local court. 

Furthermore, looking at the admission rates by type of ad- 
mission (voluntary, physician’s emergency certificate, ob- 
servation) for the state hospital over a 5-year period, we 
noted some supportive data for Dr. Stone’s balloon theory— 
“If one form of confinement is reduced, then another will 
expand.’’ Those counties that have the highest referral rate 
for observations have the lowest rate for physician’s emer- 
gency certificates. In addition, when the rate of voluntary 
admissions declines, the emergency referral rate increases. 
This suggests that there is a small but significant segment of 
the counties’ population that is in need of hospitalization and 
will obtain these services through one process or another. 

Finally, as Dr. Stone noted, pretrial commitment Is some- 
times used not only by the judge or state but also by defense 
lawyers attempting to delay the case or tò ®therwise benefit 
their clients. We found that about 21% of the referrals to the 
hospital were initiated by the patient or his legal representa- 
tive. In such cases, it seems difficult to argue that the state is. 
using this mechanism to sequester deviants. 

Thus we found that in the state of Vermont, pretrial com- 
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mitment is not used only to remove noxious offenders and 
sequester deviants. There seem to be three reasons for re- 
*ferral: 1) a legitimate concern for the mental status of the 
alleged offender, 2) a strategy of the defense, and 3) a means 
for the court to seek more appropriate dispositions for alco- 
holics, drug addicts, or recalcitrant offenders. No doubt 
there are occasional abusers, but we believe these cases call 
for a more informed interpretation of the existing laws, not 
an indictment of psychiatry or the judicial system. 


Brus M. SARAN, M.D., PH.D. 
MICHAEL KLEIN 

ELLIOTT BENAY 

Waterbury, Vt. 


Sir: Drs. Geller and Lister in ‘‘The Process of Criminal 
Commitment for Pretrial Psychiatric Examination: An Eval- 
uation” (January 1978 issue) and Dr. Stone in his ‘‘Com- 
ment” helped to bring the continuing problem of pretrial 
commitment into the light of professional examination. Their 
opinions and comment once again highlight the residual so- 
cial control function of the public mental hospital, a latent 
function that predates the role of treatment and persists in 
spite of criticism. The treatment functions of these hospitals 
have been increasingly decentralized in general hospitals and 
community mental health centers. However, hospitals like 
Worcester State Hospital remain, and they clearly serve 
some important residual function to the society which main- 
tains them. 

Drs. Geller, Lister, and Stone remind us that the public 
mental hospital is only partly a medical institution. Pretrial 
commitments, like civil commitments, are made by a judge. 
Physicians at Worcester State Hospital do not determine 
whether or not these committed individuals should be pa- 
tients. They do not control the admission of these people or 
their discharge. When the ‘‘evaluation’’ is complete, the 
“patient” remains in the hospital until called by the court. 
Incarceration and medical treatment are subject to a com- 
plex set of governmental regulations quite apart from medi- 
cal considerations. 

It is ironic that simultaneous with the preparation of Geller 
and Lister’s report, Worcester State Hospital experienced 
the loss of its medical directorship. Late in 1977 the position 
of the medical superintendent was eliminated, and Dr. David 
J. Myerson resigned as superintendent of Worcester State 
Hospital. He relinquished the governance of the hospital to a 
Department of Mental Health Regional Executive Com- 
mittee, headed by a nonphysician. This ended almost 150 
years of medical superintendency at Worcester, a tradition 
begun by Samuel Woodward, first President of the Associa- 
tion of Medical Superintendents of American Institutions for 
the Insane, the forerunner of the American Psychiatric Asso- 
ciation. 

This event marked both the end of an era and a return to 
nonmedical authority in mental hospitals. Before the nine- 
teenth century, hospital superintendents were nonphysicians 
appointed by civil or ecclesiastical authorities to govern hos- 
pitals. Physicians were employees who ministered to the 
medical needs of patients hospitalized for a variety of social 
problems. The surrender of control over commitment and 
the decline of nfedical superintendency herald a return to 
this role for the physician and underscore the latent social 
control function of the public mental hospital. 

It took two ‘‘outsiders’’ to bring this problem to profes- 
sional attention. Drs. Geller and Lister rotated to Worcester 
State Hospital from Beth Israel Hospital for six months. 
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Lacking prior socialization tn the latent functic - 
lic mental hospital, they were struck by the : i 
between the law and actual practice. 

More studies like these are required. [asg 
they make that which is latent become more r. 
remind us of the power of unspoken social fort. - 
heed them or they will recur to awaken us i? 
the night. 


HowARD H. GOLDMAN, N 
Werec 


Feedback for Part I of the Boards 


Sir: The purpose of the American Board of ~ 
Neurology is to certify competence as well v 
areas of deficiency. Currently, written feedb. - 
on request to those examinees who fail Pari 
uifying examination. No feedback is given fer ? 

Part I is a multiple-choice examination, soi. ° 
be provided in a computerized format. The PZ 
provided referenced feedback in the past: ti 
erenced feedback should be provided to all Pi: ° 


REFERENCE 


1. American Psychiatric Association: Psychiatric . 
Skills Self-Assessment Program, 2nd ed. Weshi - 

GEORGE MIDDLEKALYF!. ° 

Chit: 


Dr. Rudy Replies 


Sir: I am pleased that Dr. Middlekarff ~ 
American Board of Psychiatry and Neu:o: 
lished a feedback mechanism for Part II (tne ` 
providing written information to examinees 
very well aware of the need to provide fecdb. 
Part I (the written examination), and we aie ~ 
arate the reporting of this examination into c: < 
would advise candidates of their strength. cr, 
However, it is unlikely that we will be able © 
erenced feedback in the near future inasmuch 
developing an adequate bank of questions. 


LESTER tJ. < 
Exergy 

American Board ¢ 
and Ne: 

Y 


Therapeutic Usefulness of Ergotamine Tartra:c : 


Sır: We have recently encountered 4 case» : 
and periodic somnolence in which manife~v. 
sleep attacks, cataplexy, hypnagogic balv . 
sleep paralysis were markedly improve: v 
tartrate only, Cafergot (each containing | nv: 
tartrate and 100 mg of anhydrous caffeine), er 
lets (each containing 0.1 mg of Bellafoline, 0 - 
mine tartrate, and 20.0 mg of phenobarbita.. 

Subsequent follow-up in those cases has y: 
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teresting findings on day-to-day and diurnal variations of 
serum serotonin concentration. This letter represents a brief 
preliminary report of one of those cases. 

A 24-year-old man with typical signs and symptoms of nar- 
colepsy was treated with ergotamine (3-6 mg/day as tar- 
trate), with a remarkably gratifying clinical response in sev- 
eral days. The patient’s serum serotonin level was 70 ng/ml 
at 8:00 p.m. and 98 ng/ml at 8:00 a.m. on Jan. 28, 1977, and 
68 ng/ml at noon and 83 ng/ml at 4:00 p.m. the next day. 
These levels were noticeably lower than a mean value of 
148 + 50 ng/ml, obtained from 49 normal subjects at our 
clinic, and remarkably similar to changes in serum serotonin 
concentration usually observed following administration of 
tricyclic antidepressants, which are considered by many to 
be the drugs of first choice in the management of narcolepsy 
(2). The pattern of diurnal variation per se did not differ 
significantly from the control group, and it is suggested that 
the variations in serum serotonin value and the therapeutic 
response may be related to pharmacologic actions of ergot- 
amine. Serotonin metabolism in the brain has an important 
role in the hypothesis of arousal-sleep mechanisms (3), and 
the facts of lowered serum serotonin concentration and alle- 
viation in manifestations of narcoleptic paroxysms do not 
seem to be in conflict with this hypothesis. 

Although ergotamine has generally been believed to be in 
all likelihood devoid of significant effects on the CNS (except 
its activity of stimulating the vomiting center), it might be 
conceivable that ergotamine or its metabolite interferes with 
serotonin metabolism in the brain of narcoleptics, given its 
noticeable structural similarity to its competitive analogue, 
LSD. Studies designed to explore this possibility are in prog- 
ress. 
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YOSHIHIRO KANEKO, M.D. 
YUKIO TAKAHASHI, M.D. 
MOTOHISA KANEKO, M.D. 
HISASH! KUMASHIRO, M.D. 
Fukushima, Japan 


Proper Knowledge of Psychotropic Medications 


SIR: In their article ‘‘The Physician’s Knowledge of Psy- 
chotropic Drugs: Preliminary Results” (January 1978 issue), 
Richard M. Gottlieb, M.D., and associates did well to show 
. that psychiatrists and psychiatric residents had very low lev- 
els of knowledge about the physiology, pharmacology, and 
side effects of the most commonly prescribed drug in Ameri- 
ca, diazepam (1). However, this should in no way lead one to 
believe that psychiatrists are not interested in learning about 
proper psychotropic prescribing. 

Recently, at Brotman Memorial Hospital, a survey de- 
signed by the pharmacy department to measure psychia- 
trists’ journal preferences was sent to 160 psychiatrists on 
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our staff. Of the respondents, 89.7% of the psychiatrists sub- 
mitted that they would appreciate a ‘‘hospital’’ newsletter 
containing abstracts of important psychopharmacological is- ° 
sues and latest developments. The pharmacy department 
subsequently developed a monthly two-page newsletter to 
meet this request. All of the major medical journals as well 
as 24 psychiatric journals are reviewed for psychotropic-re- 
lated articles which are then summarized and incorporated 
into the newsietter. 

We feel, as Dr. Gottlieb and associates concluded, that the 
challenge of teaching proper use of psychotropic medica- 
tions “‘may not be met in medical education today and that 
training programs be upgraded to meet this need.” It must be 
remembered, moreover, that learning is an ongoing process 
which must be continually updated. With such a voluminous 
amount of psychiatric literature to read and a great number 
of patients to see, one can easily understand how a psychta- 
trist may lag behind in updating his knowledge of psycho- 
tropic drug usage. Thus, a brief hospital newsletter review- 
ing the current literature is one way to meet the continuing 
education needs of psychiatrists by helping them to keep 
abreast of important psychopharmacological issues. 


GARY E. PAKES, PHARM.D. 
Culver City, Calif. 


Cinchonism in a Patient for Whom Lithium Was Prescribed 


Sir: A 40-year-old banker was begun on lithium carbonate 
for hypomania. He was maintained on two 300-mg tablets 
t.i.d. A serum lithium level obtained on Monday morning 
was 1.0 mEq/liter. Monday evening, the patient opened a 
new bottle of the medication he had just obtained from the 
pharmacy. Tuesday afternoon, the patient thought that some 
fellow employees were laughing at htm. Wednesday morning 
at 5:00 a.m. the patient awoke and began to believe that he 
was about to lose his job, his house, and his family because 
of his illness. At work, he continued to be anxious, fearful, 
and depressed. To his supervisor, the patient’s appearance 
was similar to that observed 5 weeks previously, when the 
patient had first been hospitalized. The patient called his 
psychiatrist, who advised him to try to stick it out another 24 
hours until his next scheduled appointment but to come in if 
the problem became more intense. 

The mystery was solved a few minutes later when the 
pharmacist discovered that he had accidentally substituted 
200-mg quinidine tablets for the lithium. The pharmacist re- 
ported that the quinidine bottle and tablets were similar in 
appearance to the lithium bottle and tablets and that the two 
bottles were side by side on the stock shelf. On subsequent 
questioning, the patient admitted to severe tinnitus. 

The patient was advised to discontinue the quinidine and 
to see his family physician. He recovered within 24 hours 
and has since been asymptomatic on 1800 mg/day of lithtum 
carbonate. 


JOHN M. RATHBUN, M.D. 
Cumberiand, Wis. 


Differentiating Grief, Mourning, and Bereavement 


Sir: “The Grieving Spouse” (January 1978 issue) by Mil-. 
ton Greenblatt, M.D., is a useful compilation of several well- — 
known statistical and clinical studies of grief and mourning. 
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One of the difficulties I encountered in reading hts article, 
_ however, was the almost interchangeable use of the terms 

‘grief,’ ‘mourning, and ‘bereavement. One heading in 
the article suggests that there might be a distinction between 
these terms: ‘‘Grief as a Process and the Phases of Mourn- 
ing,’ but unfortunately this distinction is never clearly 
spelled out. 

In my own clinical practice I have found it helpful to dis- 
tinguish between grief and mourning as follows: Grief is the 
sequence of affective, cognitive, and physiological states 
that follows directly after an irretrievable loss; mourning, on 
the other hand, is a complex and lengthy process that begins 
with denial of the loss and, in its optimum course, proceeds 
toward the acceptance of both the external loss and the in- 
tegration of multiple intrapsychic shifts (1). 

The clinical distinction between grief and mourning was 
anticipated by Freud (2) in an addendum to his paper on anx- 
tety in which he characterized grief as a ‘‘longingful cathex- 
is’’ toward the lost object. Bowlby (3), whose work on child- 
hood separation experiences is often quoted and summa- 
rized, also studied the literature on loss reactions in animals 
and noted that a substantial portion of behavior in primates 
who had lost siblings and parents related to seeking and re- 
taining nurturing support from their immediate environment. 
Such behavior appeared to be defensive and protective and 
might be phylogenetically related to the heightened sympa- 
thetic response observed by Parkes (4). If the clinical dis- 
tinction between grief and mourning is valid, then the proc- 
ess of grief would appear to serve the function of protecting 
the organism and preparing it for the longer process of 
mourning. In humans, grief might well hold the same rela- 
tionship to mourning as anxiety does to the mobilization of 
defense mechanisms, namely, a necessary preparation. 

The usefulness of such a distinction becomes apparent 
when applied to three conditions that Dr. Greenblatt men- 
tioned in his article: delayed, suppressed, and pathological 
grief; and a fourth one described by Helene Deutsch (5), ab- 
sent grief. These conditions should be understood not as iso- 
lated pathological phenomena but as abnormal or maladap- 
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tive defensive maneuvers that occur in indivi<' | 
backgrounds, psychodynamics, and persone 
Thus a schizophrenic might experience an an> 
predominantly somatized grief reaction and >: 
longer process of mourning, the reason beire ' 
never attained the developmental milestone :: 
constancy. By contrast, an obsessive nevro 
pass through normal grief but founder in tne . 
ess because of excessive ambivalence to. | 
spouse. The main point of these examples 1s 1. 
logical’? nature of the process would depc> 
more on the preloss state of functioning than 
timing, level of affective expression, verbal s.. 
gruence with social expectations observed ir 
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Dr. Greenblatt Replies 
Sir: I am pleased with Dr. Graves’ perce: 
my article and I would like to thank him ror ¢ \ 


such a careful reading. 
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BOOK REVIEWS 


Psychotherapy Versus Iatrogeny: A Confrontation for Physi- 
cians, by Nikola Schipkowensky. Detroit, Mich., Wayne 
State University Press, 1977, 494 pp., $30.00. 


Although this book is expensive, it is well worth the in- 
vestment. It is a most interesting book divided into eight 
sections discussing different aspects of iatrogeny. The first 
section is an excellent historical review, including references 
to Hippocrates and Plato and emphasizing that Hippocrates 
recommended wise restraint in speaking about the dangers 
of health and life in the presence of the patient to avoid “‘tat- 
ropsychogeny.”’ Schipkowensky then discusses iatrogeny in 
German, French, Anglo-American, and Slavic psychiatry, 
pointing out that there is relatively little emphasis on the pa- 
thology caused by physicians’ attitudes. 

He discusses hypnotism as an example of the danger of 
new psychotherapeutic methods and refers to a number of 
theories put forward by those using ‘‘magnetism.”’ Leibaulit 
and Bernheim reported cures of 95% of their patients, while 
Janet had a complete recovery in relatively few (7%) of his 
hypnotically treated patients. (It was my good fortune in 
1936 to spend some time talking with Janet about hypnotism. 
Perhaps part of his lack of success was his questioning atti- 
tude about hypnosis.) 

In a fascinating chapter titled ‘The Physician and Belles 
Lettres” Schipkowensky describes Montaigne as ‘‘the 
founder of theoretical antimedicine.’’ He then describes in 
considerable detail many other authors who rejected medi- 
cine in principle. He points out that ‘‘a genuine doctor is not 
afraid of the mirrors in which many authors want to show him 
his image; however, he has the right to demand a realistic 
reflection, both of his science and of his activity... . A true 
mirror keeps the doctor from iatrogenic and tatropathic mis- 
takes.” In referring to various literary criticisms of physi- 
cians, the author points out that all physicians are threatened 
by this potential and that, as a result, all physicians should 
be extraordinarily careful not to take advantage of their pa- 
tients in any way. 

The chapter on the ideology of iatrogeny provides a some- 
what philosophical point of view, with particular reference 
to magic and its power to produce disease and even death. 
Schipkowensky $50 discusses religious iatrogeny, focusing 
on religious cures as well as on the development of disease 
through guilt concerning sins. He provides a long discussion 
of Freudian psychoanalysis as a ‘‘model of psycho- 
therapeutic iatrogeny.’’ He gives Freud credit for a brilliant 
mind and ‘‘cleverness in neutralizing his critics as one who 
functions best in adversity.” He is particularly critical of the 
- transference theory: ““To interpret all interpersonal relations 
as transference phenomena is one of many assertions Freud 
made without any foundation” (p. 143). 

In his section on organolocalistic (mechanistic) iatrogeny 
the author reviews the literature from ancient times to the 
mid-twentieth century in a very interesting way, giving sev- 
eral examples of the way in which physicians can cause anx- 
iety symptoms by resorting primarily to apparent physical 
findings. In the section on character and iatrogeny he dis- 
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cusses personality as material (somatic) in content, ideal 
(psyche) in its form, biological in its origin, and social in its 
development. When physicians criticize each other in the pa- 
tient’s presence concerning diagnosis, treatment, and prog- 
nosis, they do great harm to the patient. With this we could 
certainly all agree. 

As a logical succession to ideology, the author’s next 
chapter deals with methods of communicating medical topics 
that may do more harm than good. He points out that medi- 
cal students often develop symptoms discussed in lectures or 
at the bedside. By the same token the physician’s attitude or 
a careless word may plant the seeds of a serious anxiety or a 
phobic attack. He presents.many case histories demonstrat- 
ing how physicians, by inadvertent comment or by presump- 
tive diagnosis, may cause a patient to believe that there is a 
serious condition present. On the other hand, the author 
points out that some patients cannot be told the true nature 
of an incurable condition. 

In the chapter on clinical tatrogeny the author states that 
anxiety neurosis ‘“‘evolves’’ in three clinical forms: phobia, 
hypochondriasis, and apprehension of harm to the individ- 
ual’s social values. He includes neurasthenia as a pathologi- 
cal reaction of personality, as well as hysteria, which he de- 
scribes as psychotic in pattern when its existence is ques- 
tioned. He describes cases in which symptoms of these 
conditions resulted from an inappropriate treatment proce- 
dure carried out by physicians. Patients with psychosomatic 
and physical diseases who hear inappropriate comments by a 
physician may also develop iatrogenic reactions that cause 
their symptoms to be more severe. He believes that ‘‘psy- 
chogenous death” occurs more frequently than is usually be- 
lieved, especially when the patient feels he or she is in a 
hopeless situation. 

Under the heading ‘‘ Anti-Psychiatry’’ Schipkowensky de- 
scribes in detail Rosenhan’s article ‘‘On Being Sane in In- 
sane Places” (1). If Schipkowensky were alive today I am 
sure he would have included the ABC television program 
‘‘Madness and Medicine” as an unfortunate production with 
a substantial antipsychiatry bias. In such instances there is 
just enough substance for the psychiatrist to be aware of 
some important facts, as he or she would from Rosenhan’s 
article, yet enough misinformation that it could result in seri- 
ous harm. This section of the book is of particular interest, 
especially the author’s comments about Szasz and his writ- 
ings. 

In the section on the occurrence of tatrogeny in psycho- 
therapy the author devotes a great deal of space to both di- 
rect and indirect criticism of psychoanalysis, especially 
Freudian psychoanalysis. He presents a long and interesting 
discussion of ‘“‘psychogeny’’ in the home and school under 
the heading of ‘“‘didascalogeny and mathetogeny.’’ He em- 
phasizes the selection of good teachers Betause, with par- 
ents, the teacher represents the greatest influence on a child 
at a time when his or her personality is most easily molded. 
Schipkowensky describes cases in which teachers have ex-. 
ercised a serious negative influence, resulting in psychiatric 
symptoms. He discusses parental influences under the head- 
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ing of “Oppressive and Excessive Didascalogeny”’ and gives 
many examples of this type. 

In the chapter on liberating psychotherapy the author 
summarizes the aims of psychotherapy as follows: 1) healing 
of pathological reactions of the patient’s personality, 2) stim- 
ulation and the making of a harmonious personality in patho- 
logical developments, 3) rehabilitation after changes of char- 
acter and/or disability in process psychoses and in somatic 
disease, 4) readaptation of antisocial and asocial individuals 
to the community of life, 5) rehabilitation of all mental pa- 
tients, aiming at complete maturing of their personalities by 
widening their spiritual horizon, 6) alleviation of the condi- 
tion of incurable patients and spiritual assistance to those 
doomed to long agony. This is a very interesting chapter and 
well worth reading. 

In Schipkowensky’s very short chapter “‘Conclusion’’ he 
makes a particularly important point: ‘‘Whatever the kind of 
treatment the psychic influence of the physician on healthy 
individuals as well as sick ones cannot be ignored” (p. 476). 
This influence, of course, can be either positive or negative. 
He points out that latrogeny is sometimes embedded in a 
healer’s personality; therefore, physicians should always 
have as much self-knowledge as possible and should judge 
the patient’s personality so that they can treat the patient in 
accordance with his or her personality peculiarities. 

This book is a very important contribution and should be 
available to every physician as well as to others who do psy- 
chotherapy. I would express one serious criticism of the 
book—Schipkowensky’s bias against psychoanalysis. This 
book would be valuable even if used only for reference to the 
very extensive bibliography Schipkowensky provides. Al- 
though written in a very readable way, the book is so exten- 
sive that it should be used as a reference work. 
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Female Psychology: Contemporary Psychoanalytic Views, ed- 
ited by Harold P. Blum, M.D. New York, N.Y., Inter- 
national Universities Press, 1977, 438 pp., $22.50. 


Freud (1) concluded his lecture on femininity with the 
Statement that his knowledge of the subject was incomplete. 
He advised those who wished to know more about it to wait 
until science could offer deeper and more coherent informa- 
tion. On the basis of new information, the contributors to 
this volume have evaluated and revised Freud’s theories and 
offer perspectives of their own. 

Several of the authors in this book disagree with Freud’s 
assumptions that female identity is not established until the 
child has passed through the phallic phase and that her en- 
trance into the oedipal phase at about age three is based on 
her discovery that she has no penis. They cite evidence that 
feminine gender identity is established early in life and is de- 
termined by the interaction of anatomy, biology, parental at- 
titudes, and the child’s capacity to organize internal and ex- 


- ternal experiences. There is some disagreement as to the rel- 


ative importance of these factors, especially the impact of 
the absence of the penis, although all agree that it is a signifi- 
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femininity can be integrated into varied patterns. This per- 
spective can facilitate the efforts of the therapist to assist the 
female patient in resolving her conflicts and establishing an 
identity that suits her. Although this book offers many valu- 
able insights, the tentative nature of some of the reported 
findings suggests that there are areas for future investigation. 
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Marihuana Research Findings: 1976. NIDA Research Mono- 
graph 14, edited by Robert C. Petersen, Ph.D. Rockville, 
Md., National Institute on Drug Abuse, 1977, 225 pp., no 
price listed. 


Physicians, particularly psychiatrists, are often asked for 
expert opinions on matters with social and political con- 
sequences. If the issue is outside our expertise, we should 
say so; if we are merely ignorant, we should either discover 
the known or investigate the unknown. When we speak, we 
should be careful to distinguish our expert opinions from our 
voices as independent citizens. 

One area in which psychiatrists profess expertise is the 
impact of drug use on physical and psychological health. Be- 
cause of the strong and emotionally held opinions in this area 
and its importance in many lives, a broad and secure data 
base is essential, particularly with regard to the so-called 
recreational drugs. Until recently, the public debates about 
decriminalization of marijuana were lacking in information. 
However, as Marihuana Research Findings: 1976 evi- 
dences, the debate has spawned numerous projects (many 
supported by the National Institute on Drug Abuse) and, at 
last, some hints of useful information. 

Following an introductory and summarizing chapter by 
the editor, this volume contains detailed reviews of the 
epidemiology of marijuana use; its chemistry, metabolism, 
toxicology, pharmacology, and acute and chronic effects on 
unlearned and learned animal behavior; and its effect on hu- 
mans, with special attention given to the genetic and immune 
systems as well as to therapeutic potential. These are written 
in clear, simple English by active, expert researchers. Even 
the descriptions of metabolism and toxicology were clear to 
me. 

The use of marijuana has markedly increased since the late 
1960s, spreading from the counter culture to a broad cross- 
section of youth-—a majority of those 18 to 25 years old have 
used the drug. It appears to have moved from fad to cultural 
pattern. If the user avoids such tasks as driving while in- 
toxicated, occasional or minimal regular use of marijuana as 
a social euphoriant has not been shown to have lasting dele- 
terious effects. Nor does marijuana use inevitably lead to use 
of other, more dangerous illicit drugs or to violent or crimi- 
nal behavior. As with the use of alcohol and tobacco, fre- 
quent use of high potency compounds may be associated 
with deleterious effects that have not yet been demonstrated. 
In addition, idiosyncratic physiological and psychological re- 
sponses may occur. 

This.brief summary does not do justice to the rich content 
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of this slim, readable book. It 1s an important volume for all 


of us in our roles as experts and citizens. | eagerly await the , 


next annual report. 


WILLIAM A, FROSCH, M.D. 
New York, N.Y. 


Cognitive-Behavior Modification: An Integrative Approach, 
by Donald Meichenbaum. New York, N.Y., Plenum Press, 
1977, 293 pp., $14.95. 


Cognitive behavior modification deals with the intra- 
psychic or cognitive aspects of behavior therapy and is a re- 
cent, important thrust within the field (1—4). This area of be- 
havior therapy is so new that it has not been included in two 
recent comprehensive reviews of psychiatry (5, 6). 

The book is a theoretical study heavily dependent on Mel- 
chenbaum’s own research. The first three chapters concern 
the technique of self-instructional training. This technique 
has been successfully applied in the treatment of hyperac- 
tive, impulsive children, socially isolated children, and adult 
schizophrenic patients. In the fourth chapter Dr. Meichen- 
baum stresses the importance of cognitive factors in system- 
atic desensitization, modeling, assertive training, and aver- 
sive conditioning. He presents evidence suggesting that the 
traditional behavior therapy techniques would have their 
clinical effectiveness improved if cognitive techniques were 
integrated into the treatment plan. 

The technique of stress inoculation training (a method 
used to enable patients to better deal with stress), which has 
been successfully applied to phobics, alcoholics, and social- 
ly withdrawn children, is discussed in chapter five. In chap- 
ter six, Dr. Meichenbaum compares his cognitive restructur- 
ing techniques with those of Aaron Beck, Albert Ellis, 
Thomas D’Zurilla, and Marvin Goldfried. In chapter seven 
there is a discussion of internal dialogue (what the patient 
says to himself or herself) and its importance in both behav- 
ior change and the human body’s physiological response to 
stress. Dr. Meichenbaum presents his cognitive theory of be- 
havior change in chapter eight, and in the last chapter he 
provides a method of assessing patients that uses internal 
dialogue and images (fantasies) as the primary data. 

Dr. Meichenbaum sets forth not only firm experimental 
support for his techniques but also a practical guide as to 
how to assess and treat patients within the framework of 
cognitive behavior modification. He offers convincing evi- 
dence for adding cognitive behavior modification skills to 
our present regimen. 

This book is not a comprehensive review of the literature, 
and little time is spent on thought stopping, covert sensitiza- 
tion, covert reinforcement, covert extinction, and attribution 
theory. Despite these omissions, the book is well written and 
offers additional clinical strategies that all psychiatrists could 
use. 
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Essays in Neurochemistry and Neuropharmacology, Vol. 1, 
edited by M.B.H. Youdim, D.F. Sharman, W. Lovenberg, 
and J.R. Lagnado. New York, N.Y., Wiley-Interscience 
(John Wiley & Sons), 1977, 195 pp., $21.50. 


The explosion of research and knowledge in the neurosci- 
ences has been paralleled by an abundance of new books and 
journals to record recent successes and provide portents of 
the future. It is no longer uncommon to convene inter- 
national conferences for the major purpose of producing one 
or more volumes, to be rapidly published by photo-offset, 
lest the information contained be obsolete before it reaches 
its audience, Itis in this context that Essays in Neurochemis- 
try and Neuropharmacology must be considered, especially 
since it is the first of what will be a very large series indeed, 
judging from the articles planned for future volumes. 

The projected series is aimed at researchers and graduate 
students **who wish to familiarize themselves with current 
specific problems in neurochemistry and neuropharmacolo- 
gy.’ The aim ts for each article to represent a more personal- 
ized statement by the author(s), including the author’s own 
views on trends for future research. 

This first volume consists of six articles. J.M. Saavedra 
discusses the role of methylating enzymes in the synthesis 
and catabolism of compounds relevant to the nervous sys- 
tem. G.G.S. Collin deals with the role of the sulfated amino 
acid taurine in the mammalian CNS. H. Thoenen and A. Ot- 
ten write on the molecular basis of transsynaptic regulation 
of the synthesis of macromolecules. K.F. Tipton and associ- 
ates describe the role of aldehyde metabolites of biogenic 
amines in the brain. A.J. Kastin and associates discuss CNS 
and pituitary effects of hypothalamic peptides and melano- 
cytes-stimulating hormone. Finally, E.D. Bird and L.L. 
Iversen review neurochemical research in Huntington’s 
chorea. 

Judging from these six articles, the editors were only par- 
tially successful in achieving their aims. The depth of schol- 
arship is by and large appropriate for an introduction to new 
areas for advanced students or researchers. References are 
limited in most articles, but they are still abundant enough to 
enable an interested reader to get a good start on the primary 
literature. (Examination of the references, however, reveals 
that most of the articles were probably completed in early 
1976-—two years ago. A publication lag of this magnitude 
hampers but does not eliminate the worth of this type of vol- 
ume, which is aimed at giving readers a good start in a field.) 
The articles contain elements of the kind of essay the editors 
hoped for, but they are usually only appendages to the main 
business of reviewing the literature. However, some of the 
more personal fefnarks are of a high order, especially Thoe- 
nen and Otten’s discussion of the role of transsynaptic regu- 
lation in the adaptation and plasticity of the nervous system. 

_ All of the reviews are well written, and it is probable that 
the book would be useful to readers interested in this field. 
The authors and editors have been highly successful in pro- 
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From the studies and experiences of a lifetime, Toman has 
produced a volume full of sagacious insights, suggestive ma- 
terial for the psychotherapist and educator, and heuristic hy- 
potheses for the behavioral science researcher. 


HERMAN J.P. SCHUBERT, M.E., PH.D. 
Buffalo, N.Y. 


Current Developments in Psychopharmacolopy, Vol. 4, edited 
by Walter B. Essman and L. Valzelli. New York, N.Y., SP 
Books (Spectrum Publications), 1977, 264 pp., $25.00. 


This volume is one of a series of annual publications con- 
sisting of invited contributions from distinguished scientists 
and clinicians actively working in different areas of psycho- 
pharmacology. Volume four has nine chapters; four deal 
with basic or preclinical issues and five deal with clinical 
problems. 

One of the most informative chapters of the book is that of 
Simon on the distribution and properties of opiate receptors 
in the CNS and the identification and characterization of en- 
dogenous ligands, endorphin peptides, for opiate receptors. 
On the basis of these new findings, systematic studies have 
been directed to provide evidence for a qualitative or quan- 
titative change in opiate receptors during chronic treatment 
of animals with opiates, but the question of how opiate re- 
ceptors in the brain are affected by the development of toler- 
ance and physical dependence has remained open. In the 
meantime, as discussed by Blasig and Herz, precipitated 
opiate withdrawal in rats seems to offer a suitable alternative 
approach for studying problems concerning physical depen- 
dence. Since the problem of precipitated withdrawal de- 
pends in part on the kind of antagonist applied, the precipi- 
tated withdrawal method may become a useful link between 
molecular and behavioral approaches to the study of opiate 
dependence. 

The possible role of catecholamines in the regulation of 
various central nervous functions and behavior has been re- 
viewed with emphasis on information important for the 
mode of action of some psychotropic drugs. Although fur- 
ther support to the view that schizophrenic symptoms may 
be mediated via dopamine-carrying neurons is given, Engel 
and Carlsson, on the basis of some new experimental data, put 
forward the hypothesis that there is a common neurochem- 
ical basis, involving the catecholamines, for the primary 
reinforcing properties of dependency-producing drugs. Con- 
sidering that the catecholamine neurons form a great number 
of neuronal pathways in the brain, the majority of which 
originate in the lower brain stem projecting to widespread 
areas of the brain and the spinal cord, it is not inconceivable 
that catecholamines are involved in the regulation of various 
behavioral and physiological responses and conditions, such 
as drug dependence and schizophrenia. 

identification of an enzyme capable of using cofactor 5- 
methyltetrahydrofolate in producing tetrahydro-B-carbolines 
from tryptamine analogs resulted in a new interest in the bio- 
logical effects of naturally occurring (e.g., harmine, harmol, 
harmaline, harmolol, yohimbine) and synthetic (e.g., 2,9- 
dimethy!-8-carbolinium iodide, usually referred to as DMCI) 
B-carboline substances that in the past had been studied only 
because of their hallucinogenic, tremor-inducing, and mono- 
amine-oxidase-inhibiting effects. Although the enzymatic 
formation of tetrahydro-8-carbolines remains to be demon- 
strated in vivo, Ho believes that the new findings reopened 
the possibility that a psychotic state may result from a shunt 
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of the metabolic pathway of serotonin and the consequent 
formation and accumulation of a psychotomimetic com- 
pound. 

There is a short and concise chapter on recent advances in 
genetics with psychopharmacological significance. Of partic- 
ular clinical relevance are findings related to genetic factors 
that seem to influence the response to alcohol and the thera- 
peutic responsiveness to lithium salts, monoamine oxidase 


- inhibitors, and tricyclic antidepressants. On the basis of the 


ee 


steadily accumulating data, Mendlewicz asserts that ‘‘a 
knowledge of the contributions of genetic and environmental 
influences in drug metabolism and drug response is an essen- 
tial research area that will hopefully lead to the discovery of 
predicting factors in the determination of success or failure 
of treatment.” 

This volume also contains a comprehensive review of the 
toxicology of tricyclic antidepressants by Fiori, a critical re- 
view of long-term treatment with neuroleptics by Shepherd 
and Watt, a long-overdue review of the pharmacological 
management of hyperkinesis by Silbergeld, and a review of 
current trends in the psychopharmacology of aging by Sath- 
ananthan, Ferris, and Gershon. According to Silbergeld, 
‘“hyperkinesis’’ denotes a diverse group of behavior dis- 
orders in which some order can probably be imposed by 
separating hyperkinetic children according to their pharma- 
cological response. Amphetamine- and methylphenidate-re- 
sponsive hyperkinesis is one of the most systematically stud- 
ied subtypes, and extrapolation from the experimental phar- 
macology of these drugs has led to the original hypothesis 
that decreased monoaminergic function is the underlying de- 
fect at least in certain hyperkinetic states. The fundamental 
problem with this hypothesis is that the mechanisms of ex- 
perimental hypermotility and the reversal of amphetamine’s 
behavioral stimulation are not compatible. The conjunction 
of altered response to amphetamine and hypermotility has 
not been experimentally produced except in one case of 
chronic exposure to inorganic lead, which is associated with 
reduced acetylcholine release and increased catecholamine 
functions. Whether this new model of hyperkinesis offers 
any advantages over the existing ones remains to be seen. 

In summary, this convenient volume gives a good selec- 
tion of articles on current developments in psycho- 
pharmacology. Although written primarily for the teacher 
and research worker rather than for the student, some of the 
chapters contain material that could help the practicing psy- 
chiatrist in his or her everyday work. 


THOMAS A. Ban, M.D. 
Nashville, Tenn. 


Primer of Lithium Therapy, by James W. Jefferson, M.D., 
and John H. Greist, M.D. Baltimore, Md., Williams & Wil- 
kins Co., 1977, 206 pp., $10.50 (paper). 


Although not quite ready to say, “If you know lithium, 
you know psychiatry,” one is impressed by the number of 
areas of psychiatry involved in the study of this simple ele- 
ment. Not only is there an abundant literature detailing its 
physiology and pharmacology, lithium research and clinical 
use have also stimulated investigation in sifch apparently di- 
verse areas as genetics and forensic psychiatry. Its clinical 
use is prompting a thoughtful reassessment of time-honored 
assumptions about diagnostic groupings as well as of the . 
relationship between diagnosis and etiology. 

This clearly written book, packed with carefully evaluated 
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summaries, is a noteworthy addition to the exponentially in- 
creasing lithium literature. Drs. Jefferson and Greist have 
*done the clinician a singular kindness by providing well-or- 
ganized information from their Lithium Consultation Com- 
puter Program. The summaries of relevant articles are valu- 
able in their own nght, but the authors’ analysis is in- 
valuable. 

Among the many positive aspects of this book is the thor- 
ough discussion of differential diagnosis and its importance 
in terms of predicting both therapeutic response and lithium 
toxicity. The authors update the recommendations con- 
cerning the physical and laboratory evaluation of the patient 
for whom lithium is considered. They go beyond the usual 
warnings about drug interactions and offer pragmatic sugges- 
tions about the management of patients with complex phar- 
macological needs. The section on the treatment of lithium 
intoxication is up-to-date, discarding approaches that, al- 
though theoretically sound, have proven of little practical 
value. The authors’ suggested guidelines are particularly 
welcome because few of us have obtained first-hand experi- 
ence in the treatment of a large number of patients with 
severe lithium intoxication. 

In a book such as this there have to be a few things that 
one would like included or developed more extensively. The 
authors indicate that lithium may be an effective antidepres- 
sant in certain instances, but they do not comment on the 
studies comparing lithium with tricyclic antidepressants. 
The chapter on the general pharmacology of lithium is not of 
the same quality as the other sections, in part due to its brev- 
ity. However, several good references on this subject are 
given, 

I have one, perhaps gratuitous warning: in our search for 
certainty in an uncertain world, we long for the definitive 
text. This one is excellent, but it will soon be dated as addi- 
tional information becomes available about the long-term 
benefits and hazards of this important pharmacological 
agent. 


CHARLES W. Boren, M.D. 
Hartford, Conn. 


Psychiatric Medicine, edited by Gene Usdin, M.D. New 
York, N.Y., Brunner/Mazel, 1977, 486 pp., $20.00. 


This book is a consolidation of papers presented at the 
annual scientific meeting of the American College of Psychi- 
atrists in February 1977. To some browsers the title would 
suggest a general textbook of psychiatry. In this instance, 
however, ‘‘psychiatric medicine” encompasses the topics of 
psychosomatic or psychophysiological psychiatry, with spe- 
cial attention to the field of consultation and liaison psychia- 
try. 

The book ts divided loosely into sections such as Psycho- 
biology and Liaison Psychiatry, but it is basically a series of 
papers on special topics. This gives an initial impression of 
fragmentation. It is only after concluding the book that one is 
aware that, taken as a whole, it is a good overview of histori- 
cal trends and special topics of current interest. Portions of 
the book would appeal only to special interests, but the read- 
er who compleft$ the whole volume has a working knowl- 
edge of the field and is equipped to explore in depth a num- 
ber of significant areas. As Martin states in his epilogue, 
. ‘This meeting of the College reported no one great discov- 
ery, but maturely presented concepts of illness and health 
based on sound data.” 
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As a general psychiatrist, I found severe 


papers most useful. Weiner’s introductori pi 
chobiology of Human Disease: An Overviev. 


encyclopedic survey of the theoretical and ~ 


tempts to link psychic factors to organic il 1, 


concluding that adaptive failure is a key f. 
bibliographies are comprehensive, but We 
and Reiser are especially helpful in docume 
ground of their subjects. 

Greenhill’s paper, “The Developmeni ` 
grams,” would be a valuable resource fer t 
administrator setting out to establish :¿ ' 
Greenhill’s historical approach to the su ye. 
acknowledgment of problems and failed pr 
feeling that a realistic approach and an avcs 
are useful in the organization of such@rog a` 
cal position on the role of the psychiatrist - 
ganic illness is interesting. Perhaps at vor: 
opinions, he rejects the feasibility of a “‘psyc 


rolled into one” and concludes that the >s,. 


demonstrate that his primary identification 
try, with its rich content to be applied at mu: 
cal, biosocial, and medical end points.” 

In his chapter, ‘The Challenge of Newe- 
ings,” Reiser proceeds from older theories : 


date the reader’s knowledge about the mech . 


in psychosomatic illness. He surveys the ww; 
20-year periods and concludes with a thi, 
current state of the art. 

John Wing’s paper, “The Management » 
in the Community,” 
Award Lecture. Wing begins with an extre 


torical review of the concept of schizoph-e >. 


tempts to arrive at a diagnostic standard Fs 
extensive experience in the management of | 


ic patient outside the hospital, exploring sc ` 
that make for success or failure of manac. . 
sizing the necessity for reasonable expecta. 


My selection of papers for comment sł: 
from the considerable interest of other char: 
It is essentially a collection, but reflective 
whole book identifies it as an effective revis 
is less tightly organized than a textbook en * 
would be, but this is perhaps offset by the fi. 
is free to pursue subjects of special interes: 
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Behavior Therapy in Clinical Practice: Dect.i:. ` 


cedure and Outcome, by Ernest G. Poser P 
Ill., Charles C Thomas, 1977, 164 pp., $13.- 


Over the last decade more than a dozen ^ 


been published on the theory and practice e - 


py. Some of these stress basic principles . 
others stress specific behavior therapy nie., 
grams as they apply to psychiatric disorders 
able volume has a different focus and organ .. 
describes eight specific inpatients who we. 
behavioral unit he directed at the Douglas F 
Montreal, Que., Canada. 

Each case is described in some detail, `> 
tient’s family background, personal history. 
the problem dealt with. Dr. Poser then prov : 


was presented as the $: 


- 


BOOK REVIEWS 


analysis of the patient’s difficulty, which may include behav- 
orally oriented tests, a delineation of the treatment goals, 
and a description of the various treatment methods em- 
ployed. An important aspect of these case reports is an eval- 
uation of the effectiveness of each treatment component 
along with a follow-up evaluation, which in most cases ex- 
tends from 5 to 10 years. The latter is unusual in case reports 
and, of great value, even though these are selected cases. 

This book gives the reader a perspective on the outcome 
of behavior therapy with patients sufficiently impaired to re- 
quire hospitalization and also provides information on pos- 
sible cycles in the patient’s maladaptive behavior and the 
need for early intervention should relapse occur. The eight 
cases provide the author an opportunity to describe the ap- 
plication of 15 different behavioral procedures, since some 
patients required moreethan one approach. These range from 
relaxation methods and modified systematic desensitization 
for the treatment of phobic states to aversive conditioning 
and differential social reinforcement for the amelioration of 
such socially disapproved behaviors as sexual exhibitionism. 

This volume is not a substitute for a text that develops ina 
systematic and comprehensive way the basic principles of 
learning and social conditioning. Nor does it take the place 
of a text that describes the chief behavior therapy proce- 
dures for the treatment of various disorders. Rather, it com- 
plements such texts by providing in greater detail than one 
usually finds a description, behavioral assessment, plan of 
treatment, and follow-up of a number of patients. This con- 
veys vividly to the reader the essence of a behavioral ap- 
proach to specific problems impeding the restoration of func- 
tioning in hospitalized psychiatric patients. 


JOHN PAUL BrRapy, M.D. 
Philadelphia, Pa. 


Clinical Biofeedback: A Procedural Manual, by Kenneth R. 
Gaarder, M.D., and Penelope S. Montgomery, M.S. Balti- 
more, Md., Williams & Wilkins Co., 1977, 222 pp., $12.95 
(paper). 


This is one of the first books about the practical aspects of 
clinical biofeedback training. Gaarder and Montgomery have 
had an active clinical biofeedback practice at the University 
of Texas at San Antonio. In this book they draw on their 
extensive clinical experience to give us a working account of 
the biofeedback training process. 

This book aims to provide enough information on biofeed- 
back training to enable practitioners to incorporate biofeed- 
back techniques into their clinical work. The book begins 
with a consideratfon of the scientific foundations of biofeed- 
back in experimental laboratory studies. It then moves on to 
practical considerations, including choice of patients for bio- 
feedback training, structuring a treatment program, assess- 
ment of ongoing therapy, and treatment strategies. Two final 
chapters are of particular interest to readers with relatively 
little background in electronics. One deals with instrumenta- 

-tion techniques and the other with the function, safety, and 
specifications of various types of biofeedback equipment. 
Three useful appendices are included: a list of professional 
resources in the biofeedback area, questionnaires routinely 
used in training, and a script for relaxation training. 
_ Gaarder and Montgomery’s major theme is that successful 
biofeedback treatment depends on many factors common to 
other therapy approaches. Biofeedback is not presented as 
some form of fancy electronic panacea. Rather, it is dis- 
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cussed as a method of behavioral intervention that needs to 
be placed in the context of psychotherapy. For example, the 
need to develop a therapeutic relationship with the patient is’ 
strongly emphasized. In addition, practitioners are encour- 
aged to take into account the patient’s environment and such 
related factors as secondary gain, competing behaviors, and 
the role of significant others. The stress placed on the com- 
plexity of clinical biofeedback training is refreshing. Most 
practicing biofeedback clinicians realize that, as Gaarder and 
Montgomery point out, the simplicity of such training is 
more illusory than real. 

A second theme receiving a great deal of attention in this 
book is the need to use biofeedback in combination with oth- 
er procedures, such as relaxation or autogenic training. The 
authors note that a combination of procedures often facili- 
tates transfer of skills learned in the laboratory to the pa- 
tient’s natural environment. 

One question about the entire clinical biofeedback area 
that applies equally to this book is, Can the physiological 
changes achieved through biofeedback training be attributed 
to feedback itself? When a broad comprehensive approach 
to patient care such as the one outlined in this book is em- 
ployed, it is difficult, if not impossible, to determine which 
elements of the treatment package are responsible for behav- 
lor change. 

The major weaknesses of this book stem primarily from 
the fact that biofeedback is a relatively recent area of re- 
search and practice. Data on many of the problems dis- 
cussed in this book (e.g., selection of patients) are only now 
becoming available. 

Many clinicians will find this book helpful as a practical 
handbook. In and of itself, the book does not provide the 
detailed coverage of the biofeedback area needed by some- 
one seriously interested in applied clinical research. The 
book is clearly and concisely written and could be used as a 
training manual for technicians or research assistants. It 
meets the pressing need for making practical information on 
biofeedback training readily available to the medical commu- 
nity. 

The promise of biofeedback is that it may provide a mech- 
anism for the behavioral treatment of medical disorders. It is 
clear that the practical problems delineated by Gaarder and 
Montgomery need to be systematically addressed before this 
promise is fulfilled. 


FRANCIS J. KEEFE, PH.D. 
Boston, Mass. 


Ethical Issues in Sex Therapy and Research, edited by Wil- 
liam H. Masters, M.D., Virginia E. Johnson, and Robert C. 
Kolodny, M.D. Boston, Mass., Little, Brown and Co., 1977, 
219 pp., $12.50. 


This book is the report of a conference sponsored by the 
Reproductive Biology Research Foundation held in January 
1976. The participants were all distinguished scientists, mor- 
alists, and mental health professionals. The topics were 
wide-ranging but largely focused on the concerns involved in 
research on sexual matters as well as the moral and ethical 
problems in sex therapy. It is a significant tentribution to our 
understanding of the burgeoning issues that have emanated 
from the epochal contributions of the sex researchers, from 
Freud to Masters and Johnson, that have revolutionized the. 
attitudes of the practitioner as well as the public with regard 
to sex behavior. The widespread use of the techniques of sex 
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therapy that have grown out of these developments raises a 
number of moral and ethical issues in the practice and train- 
ing of sex therapists. Who should be a sex therapist and how 
should he or she be trained? What are the problems of ano- 
nymity, confidentiality, informed consent, and insurance 
coverage? Many far-reaching consequences have grown out 
of advances in dealing with sexual dysfunctioning. This vol- 
ume touches on all of these matters and deals with them in- 
telligently and cogently. 

It was generally agreed at the conference that research in 
sex behavior does not differ in any real sense from research 
or experimentation in other biochemical or behavioral con- 
texts. It requires the full understanding of the issue of in- 
formed consent and the other safeguards of responsible in- 
vestigation. This means a valid research design that is aware 
of the prevailing cultural attitudes toward sex behavior. 
There was a range of viewpoints expressed by the partici- 
pants on all of these questions. 

There was also agreement on the unique situation In sex 
therapy for the possibility of patient-therapist interaction to 
be complicated by sexual activity. Everyone strongly agreed 
on the unethical and destructive quality of sex between pa- 
tient and therapist and the failure or inability of either patient 
or therapist to become aware of the transferential or counter- 
transferential subtleties in such relationships. Nothing but a 
total injunction against such activity will encourage respect 
and trust in the treatment process. 

The issue of training was also dealt with at the conference, 
and the need for adequate attitudinal growth as well as tech- 
nical competence was stressed. The requisite background of 
the therapist depends on the nature and intensity of the sex- 
ual dysfunction. With minimal dysfunction, education or 
simple behavioral modification may suffice, but in the more 
extreme disorders, characterological inventories and bio- 
chemical studies may be required, necessitating sophisti- 
cated medical and psychological skills. 

This was a trail-blazing conference and will surely be re- 
peated at regular intervals. The report should be required 
reading for any practitioner who has the slightest brush with 
sexual problems in his or her practice. 


LEON SALZMAN, M.D. 
Washington, D.C. 


Hero, Artist, Sage, or Saint? A Survey of Views on What Is 
Variously Called Mental Health, Normality, Maturity, Self- 
Actualization, and Human Fulfillment, by Richard W. Coan. 
New York, N.Y., Columbia University Press, 1977, 316 pp., 
$20.00; $6.50 (paper). 


Professor Coan has written a scholarly, readable work that 
examines the evolution and elaboration of the basic ideas 
about the ideal person or the optimal! personality. He exam- 
ines such basic dichotomies in the traditions of Western 
thought as intellect versus emotions, individualism versus 
love, and materialism versus spiritualism, which we have in- 
herited from such diverse sources as the ancient Greek phi- 
losophers, Christianity, the Renaissance, and the Enlighten- 
ment. He then reviews the ideas of the optimal person as 
found in the Writings of the major figures in the history 
of modern psychology—Freud, Jung, Alder, Rank, and 
Fromm, to name just a few. 

_ He presents a review of his own research, which involves 
a multivariate analysis of the optimal personality realm. He 
argues that all the ingredients of our concepts of the ideal 
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condition can be reduced to five basic modc- : 
fillment: 1) efficiency in the intellectual, soci: 
realm, 2) creativity, 3) inner harmony, a co: 
tioning of all parts of one’s being, 4) related1e . 
tion toward positive interaction with others. a: 
dence, the experienced dissolution of one's s< - 
uality. His data and logical considerations pe. : 


of polarities in these categories, often neccs 


choice between mutually desirable but incor ` 


All in all, we are in his debt for this scho!. 


catholic presentation of the currents of Fur: 


have contributed to our ideas about what co” 
personality function. 


FRANCIS J. Kas 
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The Gay Academic, edited by Louie Crew. | 
Calif., ETC Publications, 1978, 427 pp., $15 ° 


This is a collection of essays by 27 men & °` 
define themselves as ‘‘gay academics.” Mc 
them are members of college faculties, sevc. 


students, and 3 are ordained members of ‘1 


book is divided into 10 essentially disparas 
ering general academic issues, history, libr: 


guistics, literature, philosophy, psychology.:- 


ology, science, sociology, and political scie ` 
to the editor, the book “‘is intended as a sa'y 
scholarship spawned in the Gay Liberation ! 


mat 


is often the case in collections of this kin.! : 


quite uneven, and some of it is of very pz: 
such as the scholarly chapter presenting 
Richard Burton’s terminal essay in his transi: t 
bian Nights or the short literary essay on His 
the words ‘‘casque”’ and ‘“‘cask’’ in severa 
Some interesting differences in points of 


gay liberation movement emerge in some cf’ > 


Stanley contributes a rather shrill antr > 
ionated chapter (e.g., “If people could ee 
wanted to be, without the intense social c.» : 
would be lesbians and homosexuals’) v: 
cooperation between lesbians and homosex: . 
several other essays emphasize the imm 
working together for common goals. Edgar 
tributes a charming and witty chapter in wr 
things, he comments on the difficulties he h: 
an advocate of the concept that male virg1: 
with a reasonably happy life. His “‘consi:.- 
est” in sex has been treated ‘‘as the unfo:: 
homosexuals and heterosexuals alike. U 
France’s comment that ‘“‘chastity is the 
versions,” Friedenberg observes wryly. © V> 
takes all kinds, doesn’t it?” 

Perhaps the most interesting chapter (fcr 
Crampton’s moving and scholarly essay œ: 
from Leviticus to Hitler” documenting th: 
homosexuals have been brutalized and murs : 
ancient Hebrews around 550 B.C. and the? 
later with Christianity’s coming to powe- 
rope. Genocidal laws against homosexual-~ 
criminal codes of France until 1791, of Er. : 
and of Scotland as late as 1889. Both male z. 
sexuals were subject to capital punishmen: 
the American colonies, but the death pena! 5 
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revoked after the Revolution. The most recent episode of 
gay genocide cited by Crompton was in Hitler’s Germany, 
when more than 50,000 homosexuals in Germany alone were 
arrested and sent to perish in concentration camps. When 
those seized by the Nazis in occupied countries are added, 
estimates of the number of homosexuals who died ‘‘from ill- 
ness, neglect, medical experiments, and the gas chamber” 
range from 100,000 to more than 400,000. 

The section on psychology contains only two chapters, 
one by De Cecco and Shively on ‘‘Conflicts Over Rights and 
Needs in Homosexual Relationships,’’ and the other by 
Mark Freedman (now deceased) on “Toward a Gay Psychol- 
ogy.” The former deals with some of the conflicts encoun- 
tered in homosexual relationships and the use of negotiation 
as a way of ensuring the democratic rights of the individuals 
concerned. Freedman’s article claims that there are ‘‘at least 
four major areas in which gays often function better than 
nongays.’’ He defines these as 1) inner direction/centering 
(discovering and living by their own values), 2) sex roles (a 
wider range), 3) sexuality (more openness, sensuality, and 
freedom), and 4) identity/self-disclosure (more candidness 
and less defensiveness, at least among homosexuals who 
have ‘‘come out’’). He concludes with the hope that out of 
the experience of emerging gay groups a special gay psy- 
chology will develop that will contribute to a better under- 
standing of the gay community. 

In summary, The Gay Academic is a potpourri of uneven 
quality. With the exception of a handful of chapters, it will 
be of only moderate interest to most psychiatrists. 


Jupp MARMOR, M.D. 
Los Angeles, Calif. 


The Family Crucible, by Augustus Y. Napier, Ph.D., with 
Carl A. Whitaker, M.D. New York, N.Y., Harper & Row, 
1978, 293 pp., $11.95. 


This book is a delightfully novel way of presenting family 
therapy—novel in several senses of the word. Augustus Na- 
pier has devised a new method admirably suited for his in- 
tended purpose of capturing the ‘“‘feel’’ of family therapy 
carried out with Carl Whitaker. With literary skill and psy- 
chological sophistication, Napier has made real the therapy 
with one family; the actual dialogue and episodes are a com- 


posite from several families, selected to illustrate the proc-_ 


esses of the Whitaker approach to family therapy. Para- 
graphs and chapters on basic concepts, theory, and methods 
of family therapy clarify and highlight but do not disrupt the 
absorbing tale of the primary family. In my view, the fic- 
tionalized narrative succeeds in providing a more accurate 
portrayal of family therapy with Whitaker and Napier than 
could a factual account of any single, inevitably atypical 
case. This narrative is far more readable and vivid than 
would be a bare-bones presentation of abstract or technical 
principles. 

Although Whitaker’s personal qualities as a family thera- 
pist are widely known through his many presentations at 
workshops and symposia, his emphasis on growth through 
personal struggle is greatly illuminated by the longitudinal 
view of this case description. This presentation makes room 
for describing the context and timing of his therapeutic inter- 
ventions and hence should help make the rationale of his 
‘texperiential’’ approach more accurately understood than is 
possible from vignettes. 

Whitaker’s therapy is marvelously packed with dilemmas 
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and paradox. On the one hand, he draws unabashedly on the 
power accorded the grandfatherly old-time physician in or- 
der to win the initial ‘‘battle for structure” in the therapeutic ° 
relationship. On the other hand, having provided the secu- 
rity of this framework, he respectfully waits for the family to 
take the initiative and responsibility in accord with their 
readiness and ability to begin to change. While exerting great 
personal strength and firmness, he relies on a cotherapist 
relationship to free himself—-and the family——for expressions 
of fantasy, warmth, and what he disarmingly calls ‘‘crazi- 
ness.” 

In the cotherapy described here, both Whitaker and Na- 
pier make contributions that are independent but com- 
plementary, distinctive but supportive. Unlike most present- 
day psychotherapists, Whitaker and Napier maintain an in- 
terest in both intrapersonal and interpersonal levels of func- 
tioning, both of the individual as a person and the family as a 
system. While focusing on the immediate experience in the 
therapy itself, the authors bring to life a historical per- 
spective toward transgenerational origins, for example, 
through direct ‘‘consultations™ with families of origin. Most 
valuably, this narrative gives a sense of therapy as a process 
with phases, moving in a spiral course from family unit to 
individual, from one person to another, from present to past, 
and from playful good humor to surges of violent intensity. 

Professional readers need to be warned that this volume 
misleadingly appears to be addressed to the general public. It 
differs from our usual publications in that it is highly absorb- 
ing and readable. It also explicitly discusses the gains and 
hazards of family therapy from the perspective of family 
members, who are given an inside look at the difficult, com- 
plex, and sometimes scary process. Nonetheless, I hope that 
clinicians of diverse persuasions will enter into this book and 
may glimpse the special gains that await therapists who take 
the risks of engaging themselves in this approach to family 
therapy. 


LYMAN C. WYNNE, M.D., PH.D. 
Rochester, N.Y. 


A Reassessment of the Concept of Criminality: An Analysis of 
Criminal Behavior in Terms of Individual and Current Envi- 
ronment Interaction. The Application of a Stochastic Model, 
by Eggert Petersen. Copenhagen, Denmark, Munksgaard 
{New York, N.Y., Halsted Press, John Wiley & Sons, dis- 
tributor), 1977, 134 pp., $32.50. 


There is an inclination to deplore evidences of increasing 
criminality today. In the main, this evidence consists of re- 
ports of conventional offense rates, which are derived from 
counts of the number of offenses occurring within a specified 
area during a stipulated period, measured against the esti- 
mated number of residents of the area, usually obtained from 
standard census data. Leaving aside questions concerning 
the validity of such data, it should be clear they have limited 
usefulness in the development and/or assessment of theories 
of criminality, although they are often used to support the 
contention that the criminal justice system is not very ef- 
fective in modifying or controlling criminality. 

This scholarly study of criminality among men in the Dan- 
ish Navy hypothesizes that criminality does not characterize 
the individual but is, rather, the effect of interaction between 
the individual and his environment. To test his thesis, Peter- - 
sen examines criminality against the backdrop of the military 
society and the special characteristics and aims of its judicial 
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system. On the basis of a comprehensive review of past stud- 
ies of criminality in the military, he draws the interesting 

“conclusion that ‘military criminologists in general seem to 
regard military criminality as a phenomenon characterizing 
the criminal individual per se.”’ 

In his search for a more dynamic understanding of crimi- 
nality, the author analyzed data relating to sanctions, service 
records, results of military psychological tests, biographical 
data, job satisfaction inventories, and the characteristics of 
service posts. Within these parameters, the investigation fo- 
cused on a large number of variables relating to individual 
servicemen and the service posts to which they were as- 
signed. The job satisfaction inventory that the author de- 
vised deserves special recognition as a device for the mea- 
surement of individual attitudes. 

In his analysis of factors in the individual and in his service 
posts that might predispose to criminality, the author con- 
cludes that 


there is no single factor at the bottom of naval crim- 
inality, nor only a complex of personal factors, but 
there is an interaction between person and service post 
which it has proved possible to describe by means of a 
probability model, which comprises a person parameter 
(sanction pronity) and a service post parameter (sanc- 
tioning inclination) that both vary greatly. 


In the last chapter, the author makes some practical sugges- 
tions for combating naval criminality, mainly in the area of 
improving job satisfaction at various service posts. 

This monograph is recommended as a model for multi- 
factorial investigation into the basis for criminality. No 
doubt it has implications for the study of other behavioral 
phenomena as well. 


CHARLES E. SMITH, M.D. 
Chapel Hill, N.C. 


Drug Abuse in Pregnancy and Neonatal Effects, edited by 
José Luis Rementeria, M.D. Saint Louis, Mo., C.V. Mosby 
Co., 1977, 284 pp., $18.95. 


This is a valuable and welcome book. It is a comprehen- 
sive overview of current knowledge concerning the effects of 
a number of drugs of abuse on the developing fetus and on 
the neonate. Its primary appeal and value will be to the ob- 
stetrician and neonatologist working with pregnant addicts 
and other drug abusers. Other medical and paramedical per- 
sonnel working with substance abusers will also find the an- 
swers to their own and their clients’ questions about the ef- 
fect of a variety of abused substances on the fetus and new- 
born in this volume. 

Although it is a useful compendium, it has its weaknesses. 
It is an edited volume, with individual chapters authored by 


experts. Like many such volumes it suffers from a lack of 


tight editorial control. It is repetitious, and some chapters 
could have been combined. For example, chapter 21, **Dis- 
position and Planning Long-Term Follow-Up of the Infant 
After Release from the Hospital,” and chapter 23, *‘Social 
Agencies and Théir Role in Working with the Infant and 
Family,” go over similar material with only a slight dif 
ference in perspective, 

There are divergent opinions between authors, and in 
some instances the editor highlights these, but in other in- 
stances the contradictions are neither pointed our nor re- 
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solved. Thus one cannot browse through this v, 
sult a single chapter and be sure that he or saz 
authoritative viewpoint. In chapter 3 there ıs 
omission under cardiac complications. Altho : 
endocarditis as a complication of heroin abus. 
no mention is made of fungal endocarditis. Ac~ 

a rare finding, but it is well-known and a:'m- 
limited to mainlining heroin addicts. It is inpe 
it is frequently overlooked and the approp. . 
procedures are not ordered. 

Finally, it would have added to the value o`t : 
editor had provided a summary chapter for : 
major sections. Such a synthesis would have 
hicle for dealing with contradictory material «~ 
provided a welcome overview of the relat ve 
the findings of the individual authors, mak: , 
more valuable reference. 


JAMES T. B‘: 
Cine « 


Studies of the Effectiveness of Treatments fo” - 
Vol. V: Evaluation of Treatment Outcomes £ ; 
DARP Admission Cohort, edited by S.B. 

Dwayne Simpson. Cambridge, Mass., Ballin: 


Co. (J.B. Lippincott Co.), 1976, 512 pp., $25! 


This volume is the fifth research study de: . 
Drug Abuse Reporting Program (DARP) on th; . 
treatment for drug dependence by the stafi o: : 
Behavioral Research of Texas Christian Un.. 
porting program was established by NIMIi. . 
studied include 43,943 admissions to 52 fede. ` 
treatment agencies from June 1, 1969, thro. 
1973, and followed for the fifth year. The 
books in this series studied the admissicns . 
present volume reports on the 16,000 adm.» 
1973. 

The chapters in each of the six parts of the 
the segments of the research, including the 
treatment, death rates, causes of death ‘or : 
and the validation of drug abuse treatment 
amplify work on methadone maintenance, tl. 
munities, outpatient drug-free therapy, and è `’ 

The researchers, using quite complex ani 
recorded the multiple studies in great deta 
samples of patients. The results demonstr.. . 
who remained in treatment tended to show p`. 
‘no clear cut superiority of any one treatm- 
any modality was found for all types o” $i. . 
adone maintenance showed the best during-tr_ . 
ioral outcome record in reducing opioid use . ° 
and increasing employment and productive 
other finding was that ‘tall treatments. . 2 
tients in a therapeutic setting for the intende. ` 
ration and completion.” In striving to anil. 
authors admit that sometimes ‘“more questi: 
than were answered.”’ 

A good section of this volume from the v: 
clinical psychiatrist is the study of death vaie- 
death for opiate addicts in treatment. The c», 
was 13 per 1,000, with violence and factors `- 
use contributing to 72% of the deaths. Anoth. 
tion deals with a method for the classificatie: 
treatment programs on the basis of scoring ~- 
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an attempt to establish an evaluation technique that can be 
useful for future research. 

All in all, this book is not easy for the clinical psychiatrist 
to digest. It is lengthy, difficult to follow at times because of 
the overuse of acronyms, and full of tables (I counted 156); it 
also places much emphasis on the details of procedures, 
most of which are geared to the researcher. 

MANUEL M. PEARSON, M.D. 
Philadelphia, Pa. 


Handbook of Physiology: A Critical, Comprehensive Presenta- 
tion of Physiological Knowledge and Concepts, Section 1: The 
Nervous System. Vol. I: Cellular Biology of Neurons, Parts 1 
and 2, edited by John*M. Brookhart and Vernon B. Mount- 
castle; Eric R. Kandel, volume editor; Stephen R. Geiger, 
executive editor. Baltimore, Md., American Physiological 
Society (Williams & Wilkins Co., distributor), 1977, 1,182 
pp., $135.00. 


These two books provide a systematic introduction to the 
functioning of nerve cells that will be invaluable as a refer- 
ence work for the graduate student and the scientist who is 
interested in a modern review of ongoing research in cellular 
neurobiology. The volumes are not meant for or applicable 
to the casual reader interested in a review of new knowledge 
in cell biology of neurons. 

The important new findings described in these volumes in- 
clude the analysis of fine structure of the neuron, further 
progress in understanding the excitation and conduction in 
neurons, and the recent findings in synaptic transmission. 
Perhaps of most importance to psychiatry are the appli- 
cations of techniques of cell biology to the study of systems 
of neurons. It is hoped that such studies might lead to an 
understanding of how the sensory and motor systems are or- 
ganized and how the neuronal circuits of behavior are modi- 
fied by learning. 

The two parts of volume 1 are an unsurpassed systematic 
introduction to functioning of nerve cells. They should be 
available to serious students of the nervous system. 


DONALD W. MULDER, M.D. 
Rochester, Minn. 


Medicolegal Aspects of Hospital Records, 2nd ed., by Emanu- 
el Hayt, LL.B. Berwyn, Ill., Physicians’ Record Co., 1977, 
506 pp., $19.80. 7 


This is a good book, presenting a complicated subject in a 
systematic and understandable manner. It can be a useful 
guide for medical records librarians, hospital administrators, 
and physicians as long as the reader keeps in mind that ‘‘no 
book can be a substitute for competent legal advice” (p. xii). 

It covers much more than its title implies. It shows the 
- reader how a lawyer reads and interprets a medical record 
and how points that medically trained people may consider 
trivial can come to haunt them if not properly attended to. It 
provides a guide to courtroom procedures and illustrates the 
various situations in which medical and other hospital rec- 
ords are used in and by the courts. The systematic presenta- 
tion and comprehensive discussion of the records hospitals 
are required to keep are made more interesting and under- 
standable through examples from actual cases decided in the 
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courts. Another important aspect of the book is that it incor- 
porates the requirements of the Joint Commission on Ac- 
creditation of Hospitals. 

On the negative side, the book was written for use in gen- 
eral hospitals and makes only a few references to situations 
peculiar to psychiatric institutions. The recently adopted 
statute dealing with the confidentiality of medical records of 
alcoholic and drug addicted patients is not included. Al- 
though the table of contents Is exnauslive: the index leaves a 
lot to be desired. 


MARIAN HERJANIC, M.D. 
St. Louis, Mo. 


Handbook of Studies on Depression, edited by Graham D. 
Burrows. Amsterdam, the Netherlands, Excerpta Medica 
(Elsevier/North-Holland Biomedical Press), 1977, 420 pp., 
$68.00. 


Norman Sartorius, Director of the World Health Organi- 
zation’s Division of Mental Health, has stated that epidemio- 
logical surveys have disclosed that on any given day there 
are one hundred million people with clinically recognizable 
and treatable depression. He also forecasted that in the next 
decade there will be a substantial rise in the incidence of this 
affective disorder. It is not surprising, therefore, that physi- 
cians, especially psychiatrists, have become more eager to 
learn more about depression and its treatment and that the 
number of books devoted to the etiology, biochemistry, 
manifestations, and treatment of depression has escalated in 
the past few years. 

This well edited book is the latest and one of the best of 
the multidisciplinary treatises on depression. It is divided in- 
to four sections: the first is devoted to classification, phe- 
nomenology, and etiology; the second to treatments; the 
third to current research; and the last to bereavement, sui- 
cide, cardiac effects of tricyclic antidepressants, and the 
management of drug overdose. 

The contributors to this volume are acknowledged inter- 
national authorities. Each lucidly, concisely, and comprehen- 
sively covers his or her area of expertise. The result is a very 
readable book with a wealth of up-to-date information on all 
aspects of depression. Having read many of the recent books 
on depression, I can forthrightly state that, although ex- 
pensive, this volume offers the reader so much data to in- 
crease his or her knowledge of the illness and its therapies, it 
will be judged a worthwhile investment. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 


Psychiatric Diagnosis. The C.M. Hincks Memorial Lectures, 
edited by Vivian M. Rakoff, M.A., M.B.B.S., Harvey C. 
Stancer, Ph.D., M.D., and Henry B, Kedward, M.A., M.D. 
New York, N.Y., Brunner/Mazel, 1977, 228 pp., $15.00. 


Psychiatric Diagnosis consists of nine papers written by 
different authors. Reading these consecutively makes one 
aware of a level of difficulty beyond that ¢énsidered in each 
paper; namely, how can the approaches be reconciled? Drs. 
Spitzer, Sheehy, and Endicott present a clear outline of the 
multiaxial diagnostic system of DSM-IH. Dr. Stoller, dis-. 
cussing psychodynamic diagnoses, points out that a diagnos- 
tic system which neglects the meaning of a symptom to the 
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patient is incomplete. Dr. Reitan provides an excellent re- 
„view of the utility of neuropsychological concepts and test- 
ing. He demonstrates that cerebral lesions can give distinct 
syndromes influencing behavior and that the diagnosis of or- 
ganic brain syndrome, as conventionally used, cannot de- 
scribe the multiplicity of specific deficits that may occur. 

Dr. Roy Grinker, Sr., describes the necessity of making 
diagnoses that reflect all available and pertinent data. Dr. 
Wing’s article includes so many issues that it ts in itself the 
basis for a book. A noteworthy concept is that of basing all 
diagnoses (including multiaxial diagnoses) on objective or at 
least overt clinical findings; a system for doing so is de- 
scribed. Dr. Wender reviews the concept of a schizophrenic 
spectrum. He is not evasive in defining often ill-defined 
terms, such as chronic schizophrenia, borderline schizo- 
phrenia, ‘reactive’ schizophrenia, ‘‘schizoid’’ phenomena, 
and dementia praecox. 

Dr. Winokur provides a review of the genetic determina- 
tion of major affective disorders, the separation between unl- 
polar and bipolar disorders, and the likely existence of two 
types of unipolar depression. He also gives a concise review 
of genetic markers for affective disorders. Dr. Van Praag 
presents the need for making diagnoses in terms of dif- 
ferentiation of biological substrates, particularly in relation 
to catechol and indole metabolism when defining affective 
disorder. This dimension, as outlined, is independent of 
etiology, symptoms, and prognosis. Dr. Feinstein, an inter- 
nist and epidemiologist, gives an elegant summary of the var- 
lous patterns of inference applied to available evidence in 
diagnostic procedures. 

The quality of the individual articles is good. Each remains 
in its area rather than becoming global or criticizing other 
systems. The articles on neuropsychological deficit, the 
schizophrenic spectrum, and genetic patterns in affective 
disorder will be of direct interest to clinicians. This book 
demonstrates that adequate psychiatric diagnosis requires 
descriptions in several frameworks and gives the term **mul- 
tiaxial’” meaning and relevance. 


MARTIN H. KEELER, M.D. 
Houston, Tex. 


Religious Encounters with Death: Insights from the History 
and Anthropology of Religions, edited by Frank E. Reynolds 
and Earle H. Waugh. University Park, Pa., Pennsylvania 
State University Press, 1977, 244 pp., $14.50. 


In view of the current popularity of books dealing with 
various aspects of death and the dying process, this volume 
of essays from ethnographic and historical viewpoints is 
most welcome. The book is primarily the outgrowth of pa- 
pers presented at the 1973 convention of the American Acad- 
emy of Religion. Eleven of the 15 essays are based on papers 
presented at that meeting. The original papers were modified 
to make the scholarly material more accessible to the non- 
specialist reader. 

The editors’ introduction gives coherence to the essays by 
considering death in terms of ‘disjunction, continuity, tran- 
sition, integrati6n, and transformation.” They make the 


valuable point that although varying cultures produce a 


‘dazzling array of differences,” there is an ‘‘undeniable core 
„of unity” in the way people deal with death. 


‘BOL s 


Two comparative studies begin the collect: 
by Mircea Eliade, gives an arresting and helpfu . 
sketch of underlying mythologies of death. Vi’ 
paper on death and pilgrimage seemed less “i : 
general topic. The remaining papers concern 
death in various cultural traditions. Benjamir 
‘Death, Kingship and Royal Ancestors in Bi. - 
onstrates the real archetypal connection of if. 
royal forebears as a major source of General ie 
er. Franke Neumann’s paper on the gatekev: . 
tures vividly the spiritual tribulations and c:. 
death of Moctezuma II (Montezuma) at the er. 
empire. 

The first of the 4 essays on Indian religior- 
Long, describes the way in which Vedic and po- 
duism dealt theistically and nontheistically w 
questions concerning human mortality. Davi.i | 
ticle on medieval Hinduism presents an Li ` 
cussion of the conquering of death and the ga ı 
al rebirth by fantasying and meditating in ad> 
death. The enormously elaborate rituals pras 
ent-day Hindu families to assure their dece: - : 
place in heaven are depicted in David Knipe > 
Pangborn outlines the Parsis’ death rituals «.: 
connects their death anxiety to the anxiety i . 
gard to their probably dying culture. Ir 
Shosan’s samurai and Zen death techniques 
gives a lively account of a samurai warrior. : 
who attempted to live in a state of ‘“‘perpetui ` 
of his own death.” 

Those of us reared in the Western traditis:> . 
God will feel on more familiar ground in the \ 
Judaism. Wolfrom Herrmann considers the 
mortality as it is described in the Old Testa: 
dilemma of meeting death and yet not actua”, 
movingly portrayed by Pesach Schindler in 
the Polish Hasidim during the Holocaust. 

In the section on Islam, Alford Welch sum 
jor points in the Koran on death and dyin. . 
some of the Koran’s death symbolism with sic 
in Shra communities and their relevance fe 
the terror of death for community members 
validate the history of this minority Islamic - 
cussed by Earle Waugh. 

Glen Davidson’s contribution presents nte’ 
on death in three seventeenth-century N. 
groups—the Huron Indians, the Catholic H. > 
Puritan New Englanders, but his concepiu‘s 
forced. In his essay on Lincoln’s assass:> . 
Capps explicates a tragic mythic dimension © 

~ í e 
presidency and considers the effect of the : ~- 
frontier mythology. 

In general, I found the essays in this boek ' 
well written except for some undefined terris 
tion of different cultural attitudes and rii... 
death is lucidly set forth. I think that Religi. - 
with Death can fulfill the editors’ aim of help ; 
develop a ‘‘personal ‘language’ of death.” 
therapist this volume can be additionally vii 
him or her understand patients in their ef": : 
mortality in themselves and others. 
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Books Received 


Thés listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Behavior Modifications Principles and Clinical Applications, 
2nd ed., edited by W. Stewart Agras, M.D, Boston, Mass., 
Little, Brown and Co., 1978, 301 pp., no price listed (paper). 


The Alcoholism Digest Annual, Vol. 5, 1976-1977. Rockville, 
Md., Information Planning Associates, 1978, 491 pp., 
$35.00. 


Systems Change Strategies in Educational Settings, by Rich- 
ard I. Arends and Jane H. Arends. New York, N.Y., Human 
Sciences Press, 1977, 120 pp., $9.95. 


Professionals and Paraprofessionals, by Michael J. Austin, 
Ph.D. New York, N.Y., Human Sciences Press, 1978, 290 
pp., no price listed. 


Counseling in Correctional Environments, by Lawrence A. 
Bennett, Ph.D., Thomas S. Rosenbaum, Ph.D., and Wayne 
R. McCullough, Ph.D. New York, N.Y., Human Sciences 
Press, 1978, 94 pp., $6.95. 


A Bibliography in Dynamic, Familial and Social Psychiatry, 
by John Birtchnell and Sheila Hafter Gray. York, England, 
Society of Clinical Psychiatrists, 1978, 135 pp., £1.00 (paper). 


The Psychiatric Halfway House: A Handbook of Theory and 
Practice, by Richard D. Budson, M.D. Pittsburgh, Pa., Uni- 
versity of Pittsburgh Press, 1978, 274 pp., $10.95. 


The Sex Role System: Psychological and Sociological Per- 
spectives, edited by Jane Chetwynd and Oonagh Hartnett. 
Boston, Mass., Routledge & Kegan Paul, 1978, 182 pp., 
$6.75 (paper). 


Visual Evoked Potentials in Man: New Developments, edited 
by John E. Des%nedt. Oxford, England, Clarenden Press, 
1977, 556 pp., $50.00. 


Schizophrenia: A Philosophical Reflection on Lacan’s Struc- 
turalist Interpretation, by Alphonse de Waeihens; translated 
by W. Ver Eecke. Pittsburgh, Pa., Duquesne University 
Press (Atlantic Highlands, N.J., Humanities Press, distrib- 
. utor), 1978, 256 pp., $15.00. 


Short Forms of the MMPI, by Thomas R. Faschingbauer and 
Charles S. Newmark. Lexington, Mass., Lexington Books 
(D.C. Heath and Co.), 1978, 179 pp., $15.00. 


‘Making Things Better by Making Them Worse, by Allen Fay, 


M.D. New York, N.Y., Hawthorn Books (Howard & Wynd- 
ham Co.), 1978, 158 pp., $7.95. 
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Fear: Learning to Cope, by Albert G. Forgione, Ph.D., and 
Richard S. Surwit, Ph.D., with Daniel G. Page. New York, 
N.Y., Van Nostrand Reinhold Co., 1978, 175 pp., $9.95. 


Hypnosis: Its Nature and Therapeutic Uses, by H. B. Gibson. 
New York, N.Y., Taplinger Publishing Co., 1978, 183 pp., 
$8.95, 


Interpreting Psychological Test Data, Vol. I, by Joseph Gil- 
bert, Ph.D. New York, N.Y., Van Nostrand Reinhold Co., 
1978, 237 pp., $15.95. 


Epidemiological Approaches in Child Psychiatry, edited by 
P.J. Graham. London, England, Academic Press, 1977, 397 
pp., $19.50. 


The Psychological Society: A Critical Analysis of Psychiatry, 
Psychotherapy, Psychoanalysis and the Psychological Revolu- 
tion, by Martin L. Gross. New York, N.Y., Random House, 
1978, 354 pp., $10.95. 


The Sex Atlas: A New Illustrated Guide, by Erwin J. Hae- 
berle, Ph.D., D.A. New York, N.Y., Seabury Press, 1978, 
500 pp., $25.00. 


Neuroleptics and Schizophrenia. Handbook of Psycho- 
pharmacology, Vol. 10., edited by Leslie L. Iversen, Susan D. 
Iversen, and Solomon H. Snyder. New York, N.Y., Plenum 
Press, 1978, 242 pp., $25.00. 


The Anatomy of Hallucinations, by Fred H. Johnson. Chi- 
cago, Ill., Nelson-Hall, 1978, 226 pp., $16.95. 


The Placebo Effect in Healing, by Michael Jospe. Lexington, 
Mass., Lexington Books (D.C. Heath and Co.), 1978, 162 
pp., $15.95. 


A Primer of Drug Action, 2nd ed., by Robert M. Julien. San 
Francisco, Calif., W.H. Freeman & Co., 1978, 278 pp., 
$14.00; $6.50 (paper). 


History of Behavior Modification: Experimental Foundations 
of Contemporary Research, by Alan E. Kazdin, Ph.D. Balti- 
more, Md., University Park Press, 1978, 445 pp., $24.95. 

Psychology of the Planned Community: The New Town Expe- 
rience. Community Psychology Series, Vol. 4, American Psy- 
chological Association, Division 27, edited by Donald C., 
Klein, Ph.D.; Daniel Adelson, series editor. New York,” 
N.Y., Human Sciences Press, 1978, 182 pp., $11.95. 


Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
Violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 

This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 

Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me________ copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) gBill Me OCheck Enclosed 


Wane. — — mlll lll 








Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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Long term treatment of depression with amitriptyline 
requires precise calculation of dosage to meet the individual 
needs of each patient. Because all six strengths of Endep 

are scored, you can easily increase or decrease dosage in half- 
tablet steps, without the bother and expense of a new 
prescription. 
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Subtract waste and cost 


Scored Endep tablets permit you to adjust the regimen 
without wasting unused tablets or burdening the patient 
with the cost of a new prescription. 
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Multiply therapeutic options 


The pharmacokinetic properties of Endep are such that its 
clinical effect is the same whether prescribed t.i.d. or as a 
single daily dose. Thus, once you have established the proper 
dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects, and helping to 
assure patient compliance with this simple regimen. 

By prescribing the higher strength tablets h.s. — 
secure in the knowledge that the dosage can be adjusted 
without resorting to a new prescription—your patient will 
economize further on a per milligram basis. 
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amitriptyline HCl/Roche 


Before prescribing, please consult complete 
roduct information, a summary of which 
ollows: 
Contraindications: Known hypersensitivity. 
Do not use with monoamine oxidase (MAO) 
inhibitors or within at least 14 days following 
discontinuation of MAO inhibitors since 
hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use; 
then initiate cautiously, gradually increasing 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. 
Warnings: May block action of guanethidine 
or similar antihypertensives. Use with caution 
in patients with history of seizures, urinary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. |Arrhyth- 
mias, sinus tachycardia and prolongation 
of conduction time reposted with use of tri- 
cyclic antidepressants, including amitriptyline 
HCl, BaRa io in high doses. Myocardial in- 
farction and stroke reported with use of this 
class of drugs.) May impair alertness; warn 
against hazardous occupations or driving a 
motor vehicle during therapy. Weigh possible 
benefits against hazards during pregnancy, 
the nursing period and in women of child- 
bearing potential. Not recommended in chil- 
dren under 12. 
Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi- 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 
CNS depressants. Because of the possibility of 
suicide in depressed patients, do not permit 
easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 
Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
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because of similarities of tricyclic antidepres- 
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tension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 
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extrapyramidal symptoms; tinnitus. Anti- 
cholinergic: Dry mouth, blurred vision, dis- 
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paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic: Skin rash, urticaria, 
photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, 
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epigastric distress, vomiting, anorexia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizziness, weak- 
ness, dee yt headache, weight gain or loss 
increased perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal Symptoms: Abrupt cessation of 
treatment after prolonged administration may 
produce nausea, headache and malaise. These 
are not indicative of addiction. 
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Transient hypotension occurs 
rarely; severe orthostatic hypo- 
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Although some instances of 
drowsiness have been reported, 
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Although extrapyramidal symp- 
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aa nna, Ma Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 (Oct), 
1° 1974. 5. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzzahab, FS., Sr.: Psychosomatics 11:188 
Facilitates prompt (May-June) 1970. 7. Darling, H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 8. Snyder, S.H., ex al: Science 


initiation of other 
therapeutic efforts... 
and-often helps avoid hospital- 
ization.” 


184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


*Not an actual case history, this situation illustrates the action of HALDOL haleperidol as 
reported in various clinical studies (available on request). 


Please turn page for summary of prescribing information. 
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Injection 
A rapid-acting injection for psychiatric emer- 
gencies: 5 mg ger ml,* with 1.8 mg methylpara- 


ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2 


HALDOL (haloperidol 







concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


tablets 


i ieuna 4 5Stablet strengths for convenience in 
ip a individualizing dosage 


ots. 


Img 2mg 5mg 


a \ 


10 mg 


i 
Ox: 





tablets/concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established: not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) w@h known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates: if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
perido! is used for mania in cyclic disorders, there may be a rapid mood 
Swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurclogical Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from ‘‘Persistent 
Tardive Dyskinesia’’ except for duration. It is unknown whether gradual 
withdrawal will reduce the cccurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in alderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention anc diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and ircreased depth of respiration 

The injectable form is intended only for acutely agitated osychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. as 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


A 
McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 





widely useful in osychiatric practice 
when moderate anxiety 
or agitation accompanies depression 


Triavil 


containing perphenazine and amitriptyline HCI 


prescribe It... 
with good reason 
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Helps treat the total symptom complex—mod- 
erate anxiety and coexisting depression. 


The antidepressant component is capable of 
alleviating such symptoms of depression as early 
morning awakening, anorexia, poor concentration, 
and feeling of hopelessness. 


The tranquilizer component is capable of alle- 
viating symptoms of anxiety, tension, and psycho- 
motor excitement without apparent dulling of mental 
acuity. Hypnotic effects appear to be minimal, par- 
ticularly in patients who are permitted to remain 
active. 


The drug may impair mental and/or physical 
abilities required for performance of hazardous 
tasks such as operating machinery or driving. 


Depending on the condition being treated, 
relief of symptoms of anxiety may occur within a few 
days, but adequate relief of symptoms of depression 
may take a few weeks or even longer. 


Symptomatic relief often increases the patient's 
ability to return to normal family, social, and voca- 
tional activities. 


Flexibility of four tablet strengths affords ease of 
dosage adjustment for better patient management. 


initial therapy for many patients is TRIAVIL® 
2-25, containing 2 mg perphenazine and 25 mg 
amitriptyline HCI, or TRIAVIL® 4-25, containing 4 mg 
perphenazine and 25 mg amitriptyline HCI, t.i.d. or 
q.i.d. See full prescribing information for dosage 
in elderly and adolescent patients. 


Treatment with TRIAVIL—a balanced 
view: TRIAVIL is contraindicated in CNS depression 
from drugs, in the presence of evidence of bone 
marrow depression, and in patients hypersensitive 
to phenothiazines or amitriptyline. It should not be 
used during the acute recovery phase following 
myocardial infarction or in patients who have 
received an MAOI within two weeks. Patients with 
cardiovascular disorders should be watched 
closely. Not recommended in children or during 
pregnancy. The drug may enhance the response to 
Y alcohol. Antiemetic effect may obscure toxicity due 
» to other drugs or mask other disorders. Since 
' suicide is a possibility in any depressive illness, 
patients should not have access to large quantities 
of the drug. Hospitalize as soon as possible any 
patient suspected of having taken an overdose. 


a wide range 
of indications... 


patients with moderate to severe anxiely 
and/or agitation and depressed mood 








patients with depression in whom anxiety 
and/or agitation are severe 

patients with depression and anxiety in 
association with chronic physical disease 

schizophrenic patients who have associated 
depressive symptoms 
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prescribe it... 
with good reason 


For a brief summary of prescribing information, 


containing perphenazine and amitriptyline HC! 
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widely useful in psychiatric practice 
when moderate anxiety or agitation 
accompanies depression 


Triavil 





containing perphenazine and amitriptyline HCI 


prescribe it...with good reason 





Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 
INITIAL THERAPY FOR MANY PATIENTS 

TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 
CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
Crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
Cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not other- 
* wise explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

lf hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (Opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
„these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
` Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
Supervision and careful adjustment of dosages are required. Paralytic ileus may 
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occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. . 

Concurrent administration of amitriptyline HCI and electroshock therapy may 

increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 
ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akatnisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syncrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usuelly do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect: hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement: hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth or 
Salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, uri- 
nary frequency or incontinence, blurred vision, nasal congestion, and a change in 
pulse rate; other adverse reactions reported with various phenothiazine com- 
pounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
Patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovas- 
cular: Hypotension; hypertension; tachycardia; palpitation: myocardial infarction; 
arrhythmias; heart block; stroxe. CNS and Neuromuscular: Contusional states; 
disturbed concentration; disorientation; delusions; hallucinations: excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors: sei- 
zures; alteration in EEG patterrs; extrapyramidal symptoms; tinnitus: syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation: increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression inciuding agranulocytosis; leukopenia; eosinophilia: 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress: vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea: parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weaxness; fatigue; headache: weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness: alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravanous administration af +3 mg of i Ste aan | 
Salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is -apidly metabolized, the dosage of physostigmine ¢ 


should be repeated as required particularly if life-threatening signs such as * 


arrhythmias, convulsions, and ceep coma recur or persist after the initial dosage ef * 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 


physostigmine salicylate should be considered. J7TR22 (DC6613212) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Mer®k Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Associal 


This book reports six studies that add to the growing body of data demonstrating the feasi 
ering mental illness under health insurance. Although in some ways it may be considered a s 
APA’s 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


© Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal emp 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


è Comparison of benefits for mental and other illnesses under selected employee health ł 
è Coverage of mental illness under collective bargaining agreements of selected union 


© Utilization of care for mental conditions under the Canadian health insurance progran 
the same coverage for mental as for other conditions. 


e Updating of information on Blue Cross benefits for hospital care of mental illness. 


© Data from selected Blue Cross and Blue Shield plans on coverage and utilization of : 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me _____ copies of COVERAGE AND UTILIZATION OF CARE FOR MEN 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4. 
ies, $3.80 each; 50 or more copies, $3.20 each. 


Please send me _____ copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTII 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STU) 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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o evaluate seizure etiology 
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Computerized transaxial tomography (CT scan) is an important new noninvasive technique 
that can help in determining the etiology of epileptic seizures. Shown here is a single slice 
from a color-enhanced CT scan of the brain of a patient with epilepsy. The absence of vascula 
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A proven way 
to start seizure control 


MYSOLINE 


(primidone) sss 
A single entity with multiple 
anticonvulsant properties 


Primidone itself has anticonvulsant activity. In addition, its major metabolite, 
phenylethylmalonamide (PEMA), exerts an anticonvulsant effect of its own 
and also enhances the anticonvulsant action of the second metabolite, pheno- 
barbital. In patients refractory to phenytoin and phenobarbital, primidone 
may prove effective as the sole therapy.’ 








Multiple indications—grand mal, 
psychomotor, and focal epileptic seizures 


In grand mal, MYSOLINE is comparable in efficacy to phenytoin and 
phenobarbital.’ * In psychomotor seizures, phenobarbital is rarely effective. ’ 
In focal seizures, phenytoin used alone is not indicated*— and, according to 
Forster? MYSOLINE is markedly more effective than phenobarbital, which 
should dispel the misconception that MYSOLINE is “just a phenobarbital. ` 
(See chart below.) 























Agent Grand Mal Psychomotor Focal 
a . e e z i 7 e 
Efficacy ratings* Mysoline ++++ ++++ ++++ 
of anticonvulsants vee = : 4 
: e ydantoinates $ 
in epilepsy (phenytoin) _ PERRA af: +++ ++ 
Barbiturates 14 ‘se Je 


(phenobarbital ) 














* Relative effectiveness. - + + + being most effective 
Adapted from Forster. F M.3 


Consider it first for major motor epilepsies 


3 MY SOLINE (primidone) 





See next page for Brief Summary and references. 
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Start seizure control with 





MYSOLI N Eien 


Initial dose in children over 8 years of age 
and adults: 250 mg daily at bedtime 


BRIEF SUMMARY 


(For full prescribing information, see package circular) 
MYSOLINE® 

Brand of PRIMIDONE Anticonvulsant 

ACTIONS: MYSOLINE raises electro- or chemo- 
shock seizure thresholds or alters seizure patterns in 
experimental animals. The mechanism(s) of 
primidone’s antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its 


two metabolites. phenobarbital and phenylethylmal- 


onamide (PEMA). In addition to its anticonvulsant 
activity, PEMA “potentiates that of phenobarbital in 
experimental animals. 


INDICATIONS: MYSOLINE. either alone or used 
concomitantly with other anticonvulsants, is indicated 
in the control of grand mal. psychomotor. and focal 
epileptic seizures. It may control grand mal seizures 
refractory to other anticonvulsant therapy. 


CONTRAINDICATIONS: Primidone is contraindi- 
cated in: 1) patients with porphyria and 2) patients who 
are hypersensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 
medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes 
several weeks before it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in 
human pregnancy and nursing infants are unknown. 


Recent reports suggest an association between the use 
of anticonvulsant drugs by women with epilepsy and 
an elevated incidence of birth defects in children born 
to these women. Data are more extensive with respect 
to diphenylhydantoin and phenobarbital, but these are 
also the most commonly prescribed anticonvulsants: 
less systematic or anecdotal reports suggest a possible 
similar association with the use of all known anticon- 
vulsant drugs. 


The reports suggesting an elevated incidence of birth 
defects in children of drug-treated epileptic women 
cannot be regarded as adequate to prove a definite 
cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on 
drug teratogenicity in humans: the possibility also 
exists that other factors, e.g.. genetic factors or the 
epileptic condition itself. may be more important than 
drug therapy in leading to birth defects. The great 
majority of mothers on anticonvulsant medication de- 
liver normal infants. It is important to note that anticon- 
vulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major sei- 
zures because of the strong possibility of precipitating 
Status epilepticus with attendant hypoxia and threat to 
life. In individual cases where the severity and fre- 
quency œ the seizure disorder are such that the re- 
moval of medication does not pose a serious threat to 
the patient, discontinuation of the drug may be consid- 
ered prior to and during pregnancy, although it cannot 
be said with any confidence that even minor seizures 
do not pose some hazard to the developing embryo or 
fetus. 


The prescribing physician will wish to weigh these con- 
siderations in treating or counseling epileptic women of 
childbearing potential. 


Neonatal hemorrhage. with a coagulation defect re- 
sembling vitamin K deficiency. has been described in 
newborns whose mothers were taking primidone and 
other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vita- 
min K, therapy for one month prior to, and during, 
delivery. 

PRECAUTIONS: The total daily dosage should not 
exceed 2 g. Since MYSOLINE therapy generally ex- 
tends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in 


substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be 
carried out in the average clinical laboratory. it is 
suggested that the presence of undue somnolence and 


drowsiness in nursing newborns of MYSOLINE- 


treated mothers be taken as an indication that nursing 
should be discontinued. 
ADVERSE REACTIONS: The most frequently oc- 


curring early side effects are ataxia and vertigo. These 


tend to disappear with continued therapy. or with re- 


duction of initial dosage. Occasionally. the following 
have been reported: nausea, anorexia. vomiting, 


fatigue. hyperirritability, emotional disturbances. sex- 


ual impotency. diplopia. nystagmus. drowsiness, and 
morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the 
drug. Megaloblastic anemia may occur as a rare 


idiosyncrasy to MYSOLINE and to other anticonvul- 
sants. The anemia responds to folic acid without neces- 


sity of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 g per day. The initial dose is 
250 mg. Increments of 250 mg are added. usually at 


weekly intervals, to tolerance. or therapeutic effective- 


ness, up to daily doses not exceeding 2.0 g. A typical 
dosage schedule for the introductior of MYSOLINE is 
as follows: 


Adults and Children Over 8 Years of Age 


Ist Week 2nd Week 
250 mg daily at bedtime 250 mg b.i.d. 
4th Week 
250 mg q.i.d. 







3rd Week 
250 mg tid. 


In children under 8 years of age, maintenance levels 
are established by a similar schedule. but at one-half 
the adult dosage. It is best to begin with 125 mg, with 
gradual weekly increases of 125 mg a day, to a daily 
total usually between 500 mg and 750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage 





of the other drug(s) is maintained or gradually de- 
creased. This regimen should be continued until satis- 


factory dosage level is achieved for combination, or the 
other medication is completely withdrawn. When 
therapy with this product alone is the objective, the 
transition should not be completed in less than two 
weeks. 


MYSOLINE 50 mg Tablet can be used to practical 
advantage when small fractional adjustments (upward 
or downward) may be required. as in the following 
circumstances: for initiation of combination therapy: 
during “transfer” therapy: for added protection in 
periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes, 
holidays, etc.). 


HOW SUPPLIED: MYSOLINE Tablets—No. 430 


—Each tablet contains 250 mg of primidone (scored), 


in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 431—Each tablet contains 50 mg of 
primidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension—No. 3850—Each 5 ml 
(teaspoonful ) contains 250 mg of primidone, in bottles 
of & fluidounces. 


References: 1. Woodbury. D. M., and Fingl, E.. in 


Goodman, L. S., and Gilman. A. (eds.): The Phar- 


macological Basis of Therapeutics, ed. 5. New York. 
Macmillan Publishing Co., Inc.. 1975, p. 222. 
2. Rodin, E., in Conn, H. F (ed.): Current Therapy 
1977, Philadelphia, W. B. Saunders Company, 1977. 
p. 716. 3. Forster, F M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 4. Physicians’ Desk Reference, ed. 31. 
Oradell, N.J.. Medical Economics Co.. 1977, p. 1175. 
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a valuable link 
to the 
resources ofthe 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled > 





Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 








FACILITY 











ADDRESS 








CHY STATE ZIP CODE 


aie Hospital A 
j ommunity 
lair y 
a AMERICAN PSYCHIATRIC ASSOCIATION 
vice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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et anxiety controlled 


Troublesome 

drowsiness 2 

UNCOMMON “vitou protien iator Ans 

Calming without 
Imp atr ment Patients not oversedated can 


function better on the job* or at home. By avoiding 
excessive sedation, Tranxene helps you calm 
patients without compromising their capacities. TE 











Iranxene ec = 


. (CLORAZEPATE DIPOTASSIUM) 


*Of course patients should be cautioned against hazardous tasks requiring 
- mental alertness. See qverleaf for prescribing information. 8073255 


IW CAPSULES, 
SINGLE DOSE TABLETS 
(CLORAZEPATE DIPOTASSIUM) asosce. Brief Summary 


Tranxene’ € 


ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 

ethe blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 

igty associated with anxiety neurosis, in other psychoneuroses in which 

anxiety symptoms are prominent features, and as an adjunct in disease 

States in which anxiety is manifested. 

; one is indicated for the symptomatic relief of acute alcohol with- 
rawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
de hypersensitivity t the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver function tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and in- 
crements should be made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were: dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

There have been reports of abnormal liver and kidney function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 
DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accordance with the response 
of the patient. In elderly or debilitated patients it is advisable to initiate 
treatment at a daily dose of 7.5 to 15 mg. 
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ABBOTT 


TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initial dose? the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcohol withdrawal: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

lf TRANXENE is used to treat anxiety associated with somatic disease 
States, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS cepression ranging from slight sedation to coma. AS 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of 14C-TRANXENE. 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as 
capsules in three dosage strengths: 


3.75 mg. capsules (grey with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-341 7-11). 


7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 590 (NDC 0074-3418-53).. 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC 
0074-3418-11). 


15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 5@0° 
(NDC 0074-3419-53). Also available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 
0074-2997-13). ‘ 


TRANXENE-SD HALF STRENGTH 1.25 mg. tablets (blue-colored) in bottles 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). 


A Timely New Book from 


| The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


e 
This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 


festly ill child, the authors intriguingly explore what may be needed to enhance the ° 
mental good health of all young children . . . . A significant contribution. 
James N. Sussex, M.D. 
President, American Association of 
Psychiatric Services for Children 
Please send me copies of Mental Health Programs for Preschool 





2h. children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 





Publications Services Division ae Ola eae 
American Psychiatric Association Name re 
1700 18th St., N.W., 
Washington, D.C. 20009 Address 
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some antidepressants have 
specific daytime benefits. 








nortriptyline HC 


5 mg. Capsules NF 
has them both. 








Some antidepressants have 
specific nighttime benefit: 








° Sleep patterns begin to improve 


within aweek. 
A Patients feel alm,yet remain alert. 


. 


- For Brief Summary please see following page SENOS. East Hanovet.NJ.0793% 
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-PAMELO 


nortriptyline HC 





5 mg. Capsules 





NF 


The antidepressant with both 
daytime and nighttime advantages. 


PAMELOR” therapy begins to improve 
sleep patterns within a week. 


e PAMELOR therapy helps relieve the sleep prob- 
lems that accompany depression: difficulty in falling 
asleep, restless sleep, and early-moming awaken- 
ing. An improved pattem of sleep begins to appear 
in some patients within the first week of therapy. 


e Overall improvement is often observed by the 
end of the second week. Maximum improvement 
with PAMELOR therapy, as with other antidepres- 
sants, may require a longer period of therapy, 
particularly in severe depressive illnesses. 


PAMELOR therapy allows patients to 


remain calm yet alert. 


e Helps improve depressed mood with a 


low level of stimulatory effect. 


Indications: For relief of depressive symptoms. 
Endogenous depressions are more likely to be 
alleviated than others. 


Contraindications: Hypersensitivity. Should not 
be given concomitantly with MAO inhibitors or 
within 2 weeks of the use of this drug since 
hyperpyretic crises, severe convulsions, and 
fatalities have occurred when similar tricyclic 
antidepressants were used in such combina- 
tions. Cross-sensitivity with other dibenzaze- 
pines is a possibility. Contraindicated during 
See recovery period after myocardial infarc- 
ion. 


Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 
rhythmia, and strokes have occurred. May 
block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic 
activity, use cautiously in patients with glau- 
coma or a history of urinary retention. Patients 
with a history of seizures should be followed 
closely because the drug is known to lower the 
convulsive threshold. Great care is required for 
hyperthyroid patients and those taking thyroid 
medication because of possible development 
of cardiac arrhythmia. Caution patients about 
possibility of impaired mental and/or physical 
ability to operate a motor vehicle or dangerous 
machinery. Response to alcoholic beverages 
may be exaggerated and may lead to suicidal 
attempts. Safe use during pregnancy, lacta- 
tion, and women of childbearing potential has 
not been established and the drug should not 
be given unless clinical situation warrants 
potential risk. Not recommended for use in 
children. 


Precautions: Psychotic symptoms may be 
exacerbated in schizophrenic patients. 
Increased anxiety and agitation may occur in 
overactive or agitated patients. Manic- 
depressive patients may experience shift to 
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e PAMELOR therapy also has a mild calming action 


to help relieve the anxiety and tension that are 









manic phase. Hostility may be aroused. Con- 
comitant administration of reserpine may pro- 
duce a “stimulating” effect. Watch for possible 
epileptiform seizures during treatment. Use 
cautiously with anticholinergic or sympathomi- 
metic drugs. Concurrent electroconvulsive 
therapy may increase hazards associated with 
nortriptyline HCI. When possible, discontinue 
drug several days prior to surgery. Potentially 
suicidal patients require supervision and pro- 
tective measures during therapy. Prescriptions 
should be limited to the least possible quantity. 
Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Note: The pharmacologic 
similarities among the tricyclic antidepressant 
drugs require that each of the following reac- 
tions be considered when nortriptyline is 
administered. 


Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
amhythmias, heart block, stroke. 


Psychiatric: Confusional states (especially in the 
elderly) with hallucinations, disorientation. delu- 
sions; anxiety, restlessness, agitation; insomnia, 
panic, nightmares; hypomania; exacerbation of 
psychosis, 


Neurologic: Numbness, tingling, paresthesias of 
extremities; incoordination, ataxia, tremors: 
peripheral neuropathy; extrapyramidal symp- 
toms; seizures, alteration in EEG patterns; tinnitus. 


Anticholinergic: Dry mouth and rarely, associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, para- 
lytic ileus; urinary retention, delayed micturition, 
dilation of the urinary tract. 

Allergic: Skin rash. petechiae, urticaria, itching, 
photosensitization (avoid excessive exposure fo 
sunlight ); edema (general or of face and 
fongue), drug fever, cross-sensitivity with other 
tricyclic drugs. 

Hematologic: Bone-marrow depression, includ- 


offen symptoms of depression. Because PAMELOR 
therapy rarely causes excessive drowsiness, patients 
are more alert and better able to function. Never 
theless, they should be cautioned about driving or 
operating machinery. 


PAMELOR therapy is well tolerated. 


e In 90 studies in which 818 patients were treated 

with PAMELOR therapy, over half (54%) of the 
patients who improved completely or 

markedly had no side effects at all. 





Starting dosage 25 mg. b.i.d. Increase to 25 mg. 
t.i.d. within the first week as required. 


ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarhea, peculiar taste, sto- 
matitis, abdominal cramps, black-tongue. 


Endocrine: Gynecomastia in the male. breast 
enlargement and galactorhea in the female: 
increased or decreased libido, impotence, tes- 
ticular swelling; elevation or depression of blood 
sugar levels. 


Other: Jaundice (simulating obstructive); altered 
liver function; weight gain or loss; perspiration: 
‘ushing; urinary frequency, nocturia; drowsiness, 
dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not 
indicative of addiction, abrupt cessation of 
Treatment after prolonged therapy may pro- 
duce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose — 
25 mg. three or four times daily; dosage should 
begin at a low level and increase as required. 
Elderly and Adolescent—30 to 50 mg. per day, in 
divided doses. Doses above 100 mg. per day 
and use in children are not recommended. If a 
patient develops minor side effects, the dosage 
should be reduced. The drug should be discon- 
finued promptly if adverse effects of a serious 
nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; 
solution 10 mg./5 cc. 


Formore detailed information see full prescribing 
information. 
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They're 
FigNTINg 
for His Life. 
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Each year heart atta 
accounts for over 350 leatt 
which occur before the vici 
reaches the hospital 
have to be tnat way 

What is done for a 
the first few minutes att 
attack may determine 
death. Cardiopulmonar 
resuscitation (CPR) co nake 
the difference. And yc 
learn It 

Some day, with CPF ould 
save a life. Some day 
life could depend on fi 

CPR is a basic life-s 
technique, performed 
person has suffered 
arrest’ — that is, after 1 
has stopped beating. It provide 
emergency life support unt! more 
advanced support Is ava 
through a combinatio 
compression and mout mouti 
breathing. 

Trained instructors, certified Dy 
the American Heart As atio! 
can teach you CPR. H 
several hours. It coug 
lifetime. 

Contact your local H 
Association for more intormati 
on this program. 
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The American 
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WE’RE FIGHTING 
FOR YOUR LIFE 
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What excited clinical 
researchers about» 
Librium was Its promise 
of effective antianxiety 
action within an unprece- 


io dented marginof safety. 
safety record This promise continues to be 
fulfilled in millions of 

patients today— most 

likely including many 

of your own. 


The highly favorable benefits-to-risk ratio 
of Librium is a well-documented matter of 
record. Clinical experience with millions of 
patients indicates that the most common 
side effects are dose-related and thus 
largely avoidable. Tolerance rarely devel- 
ops at recommended doses. Few cases of 
known toxicity have been reported. In 
proper dosage, Librium rarely interferes 
with mental acuity or produces adverse 
effects on the cardiovascular or respira- 
tory system. Patients should, however, be 
cautioned about performing tasks requir- 
ing mental alertness, such as driving, and 
possible combined effects with alcohol. 


[] Provenantianxiety performance 


Minimal effect on mental acuity 


] 
| | Predictable patient response 
a 


Is used concomitantly with primary 
medications, such as anticholinergics 
and cardiovascular drugs 
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chlordlazapoxi-e CV Roche 
YAZEADOX) AL 
Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
* months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended. 
Contraindications: Patients with known hypersensitivity to the 
drug. 
Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 
be impaired, as may be mental alertness in children. and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions), following discogtinuation of the drug and similar to those 
seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided be- 

cause of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. 
Precautions: In the elderly and debilitated, and in children over 
Six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six. 
Though generally not recommended, if combination therapy with 
other psychotropics seems indicated. Carefully consider indi- 
vidual pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Paradoxical reactions (e.g., excitement, stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending depres- 
sion; suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 
anticoagulants; causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
Cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema, minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms, 
increased and decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysyinction have been reported occasionally, mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 


Usual Daily Dosage: |ndividualize for maximum beneficial ef- 
fects. Oral—Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or g.i.d.; severe states, 20 or 25 mg t.i.d. or g.i.d 
Geriatric patients: 5 mg b.i.d. to g.i.d. (See Precautions.) 
Supplied: Librium® (chlordiazepoxide HC!) Capsules, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500; Tel-E-Dose" packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs® (chlordiazepoxide) 
Tablets, 5mg, 10 mg and 25 mg—bottles of 100 and 500. With 
respect to clinical activity, capsules and tablets are indistin- 

* guishable. 


Roche Products Inc. 
Manati, Puerto Rico 00701 
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PLAN AHEAD!!! 
Order your 

1979 

Appointment Book 
Now !!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been developed over several years to satisfy 
the needs of as many members as possible. It 
contains a comprehensive list of addresses and 
annual meeting dates of all major organizations 
and agencies of interest to psychiatrists. Mem- 
bers who have not tried this book in the past are 
urged to do so. It is returnable within 30 days for 
a full refund if not acceptable. In addition, the 
name of the physician or hospital can be imprinted 
on the front cover for $1.00 a copy, providing 
that the order is received by July 15. 


The Pocket Size Appointment Book is also avail- 
able and can be ordered in combination with the 
Desk Appointment Book. 


Copies will be available September 1978 


DESK: $10.00 

POCKET: $6.00 

BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $ for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name 
Address Mes 











City “eee ee 


State Zip 





Where The Action Is— 


For more than a decade the genercl hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increcse of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, enfergency 
service, and even consultation to community agencies. Indeed, the genera! 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are provicing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signiti- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national survey Of 
general hospital psychiatry — 
and private psychiatric hospitals 





with a œreword by ZIGMOND LEBENSOHN 





Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 


Send coupon to: O bill me O remittance enclosed 
Publications Service Division 
American Psychiatric Association 


Name —____________LLL_LL"|{[_ O_O 
1700 18th St. N.W., Washington, 
D.C. 20009 ° ° 
Address —— ~ nanna a 
City State — ip 


778AJP 
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CALIFORNIA 


a eM À a 
mea gel E STATE HOSPITAL Hospital & 
zh) SYSTEM 
Sed C i | 
p. MIMUNIy 
Forty-seven treatment programs in five hospitals sychiairy 


NEW RESIDENCY AFFILIATIONS The journal for staff 
DUAL CLINICAL-TEACHING APPOINTMENTS members of mental health 
APPROVED CME CREDITS facilities and agencies 


PROFESSIONAL REWARD 


SALARY $41,664 WITHOUT SPECIALIZATION, 
$44,964 BOARD-CERTIFIED 











Most severe mental disabilities 





$10,162 IN EMPLOYEE BENEFITS Mail to: 

PART-TIME POSITIONS AVAILABLE, WHERE NO ; 

CONFLICT OF INTEREST — UP TO $35 PER HOUR Subscription Department 
3 Hospital & Community 

Write or call now: ë a 
Bity : : Psychiatry 
tan Nielsen, Recruitment Manager 

ett Ses 1700 18th Street, N.W. 
Sacramento, CA 95814 Washington, XE. 20009 


(916) 322-1221 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 

x a Community Psychiatry .* 
Psychiatrist ($12 a year for members of 
the American Psychiatric 
and American Psychological 


Warm Springs State Hospital, a pro- 


gressive Montana psychiatric hospital ee 
situated in the heart of one of the nation’s Associations; $15 for other 


most scenic outdoor recreation areas, has subscribers. For . 

an opening for a Board Certified or subscriptions mailed outside 
Board Eligible psychiatrist to serve as the U.S. add $3 a year. Make 
superintendent of the Institution; checks payable to the 


currently licensed or eligible to be . ane 

licensed in State of Montana, salary mid- American Psychiatric 

forties up, depending on qualifications. Association. ) 

Uncongested living in Big Sky Country 

— Western Montana. Nearby wilder- Name 

ness areas provide ample opportunities Title or Discipline 

for skiing, fishing, hunting, and other 

outdoor recreation. Highly competitive Address 

fringe benefits including Malpractice In- City 

surance paid by State of Montana, low i 

cost housing with paid utilities available. State E E 

E.O.E. Apply: ee gest 778AJP 
Deran pt -lnsiitations “Individual subscriptions to pro- 


ATT: Ron Phelps fessional journals are tax-de- 
1539 Eleventh Ave. ductible. 
Helena, Montana 59601 











See eee ee See aeaea as & 
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“Pm just a 
shadow of what 


That is what depressed individuals 
may feel is the substance of 

their being. There is no pleasure, 
no joy —nothing grows — and in the 
cold shadow of depression their 
activities are inhibited, while ini- 
tiative may be eroded or des- 
troyed. The tragedy is that they 


Tofranil- PM 


imipramine pamoate 


can see that others are able to 
live on the brighter side but they, 
themselves, cannot reach it on 
their own. 


Your experience in treating 


depression, and Tofranil-PM 
can help light the way. 


Geigy 


Unsurpassed effectiveness 
among tricyclics in relieving symptoms 


of anxious depression. 


Before prescribing Tofranil-PM, please review a summary of the 


prescribing information on the back of this page. 
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_ Tofranil-PM' 
| imipramine pamoate 


As anxiety, agitation, sleep 

disturbances, and other 

e depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraindicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established: 

therefore, in administering the drug to pregnant patients. 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution sho@id be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia: 

— patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

— hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 
—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold: 
—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 

these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: |t should be kept in mind that the possibility 
of suicide in seriously depressed patients is inherent in 


A70 


Geigy 


Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
7S-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation: insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurrec vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation 
may occur. Please caution ` 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 


imipramine pamoate equivalen 
to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating ebstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: |n adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on-a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be-given once a day at bed- 
time or, if needed, in divided daily doses. 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 a J 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corperation \ 
arli Dew York 10502 


Printed in U.S.A. (10-77) TO 12889 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 


your address (and/or name) for the 


AMERICAN JOURNAL OF PSYCHIATRY, 


PSYCHIATRIC NEWS, and, all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 











PASTE LABEL HERE 
NEW ADDRESS and/or NAME: 
NAME 
DEPARTMENT 
ORGANIZATION ETN 
STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO; 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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Everybo 
knows a A i 





who's been helped. 





The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know. 
Maybe someday it’ll be helping you. 

: United Way 


A Public Service of This Magazine & The Advertising Counch PA Y@ 
® United Way e Counci 
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rescribing Information for 


Lidone (molindone hydrochloride) 


JESCRIPTION — LIDONE (molindone hydrochlo- 
ide) is a dihydroindolone compound which is not 
tructurally related to the phenothiazines, the 
utyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methy]-5-(mor- 
holinomethyl) indol-4(5H)-one hydrochloride. It 
s a white crystalline powder, freely soluble in 
vater and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
as a pharmacological profile in laboratory 
inimals which predominantly resembles that of 
najor tranquilizers causing reduction of spon- 
‘aneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
che bizarre stereotyped behavior and hyperactivity 
nduced by amphetamines. In addition, LIDONE an- 
‘agonizes the depression caused by the tranquiliz- 
ng agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
soordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3% unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been intl 
lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may Jais 
drowsiness initially and they should be advised 
against activities requiring mental alertness ntl 
their response to the drug has been established. 

Increased activity has be@n®noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

DONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
instances. 

LIDONE has an antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain 
tumor. e 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initia! drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE ‘molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 


puckering of mouth, chewing movements). There 
may be involuntary movements of extremities. 

There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually do 
not alleviate the symptoms of this syndrome. It is 
suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be nec 
essary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a differefft anti- 
‘psychotic agent, the syndrome may be masked. It 
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FESTSCHRIFT FOR FRANCIS J. BRACELAND, °: 


A Fond Letter to the Editor 


DEAR FRANK, 


What can one give to the Editor who has every- 
thing? 

That, sir, was the question that plagued your Asso- 
ciation as it searched for a suitable way of honoring 
your thirteen magnificent years as the ninth Editor of 
our Journal. As we have watched you at work, we 
have discovered the virtues that have guided your edi- 
torial pen: the breadth of your knowledge and inter- 
ests, which, combined with your open-minded toler- 
ance of controversy, have made the Journal a truly 
balanced forum for ideas; your unerring critical sense 
of what is appropriate for publication; your encourage- 
ment of younger writers and your soft answer that 
turneth away the wrath of the rejected author; your 
genius for the mot juste and the apt quotation; your 
unfailing wit and humor that have poured oil on trou- 
bled editorial waters and nourished the loyalty of your 
staff. What was there left, we asked ourselves, to be- 
stow on a man with possessions like these? 

As the shadows lengthened on our disheartened de- 
liberations, an enthusiastic voice suddenly rang out, 
“I have it—a Festschrift!” 

The collective response was as dreary as a Boston 
winter: “‘After thirteen years of editing, the last thing 
in the world Frank needs is more papers.” 

“Hear me out,” replied the protagonist. ‘‘These will 
be no ordinary papers. Not one of them will Frank 
have seen in manuscript. Not one of them will he be 
required to read with an editor’s critical eye, to send 
out for review, to appraise for acceptance or rejection. 
Alf this will have been done for him in an issue of the 
Journal prepackaged for his personal perusal. Like 
any ordinary citizen-subscriber, he will be able to sink 
back in his favorite armchair to read and reflect, to 
agree or demur, and even, if he is so minded, to write a 
letter to the Editor. That, I submit, would be a gift 
unique in the annals of editordom.”’ 

The arguments were irrefutable, the problem 
solved. This, then, is your own special copy of the 
Journal, edited frgm title page to colophon while you 
were out of the office. We have tried to select a table of 
contents to tempt your intellectual palate. Each of 


these papers, written by one of your countic 
and admirers, reflects an area enriched by ~ : 


and writings as clinician, scientist, humanis 


trator, editor, and admiral. Ransom Arthur: . 
gether the history and the nature of military ~ 


on the basis of his experiences in the Nav: 


you have given such long and loyal servic. 


Bunney reviews the remarkable advances i: 


psychiatry that have coincided with your yes 
tor, and to which you have made your owr > 


contributions. Robert Butler discusses the 9 
aging, which you have always illuminated i 


your youthful humor. Your distinguished Ici: . 
one of our country’s foremost private ment: ' 


is signalized by Robert Gibson in a pape” : 
to a major issue facing American psych ‘u. 
the place of private psychiatric institutions 


of patients with chronic mental illness. Dav . 


argument for the vital importance of a kr: 


psychiatry’s past is underscored by the p: 


and scientific wisdom with which your ov ` 
understanding of history have endowed yx: 
Herbert Weiner applies the medical mode! : 


try in a paradox of truly Shavian prone . 
should delight your never-failing apprecie: ; 


new, the unexpected, the creative. 

It will gladden your Editor’s heart to kuc, 
of these authors leapt with enthusiasm at il: 
to join in honoring you, and not one of ther> 
not one of them grumbled when faced with : 


an almost impossible deadline for the sub T 
contribution. Your Editorial Staff, too. h ®™ 


hard and devotedly at the innumerable ic. 
tails of preparing the manuscripts for pul 
labor of love from us all, this Festschrift tr. - 
boundless esteem, the heartfelt good wiski 
deep affection of your Association, of tac. 


these papers, of your Associate Editors, of w: : 
rial Staff, and, through all of them, of that ~. 
of readers of the Journal you have made i ~ 


among medical publications. 


Reflections on Military Psychiatry 


BY RANSOM J. ARTHUR, M.D. 





The need for psychiatrists in the military was 
recognized for the first time during World War I, which 
involved millions of men in unusually protracted 
warfare. The policy of treating psychiatric casualties 
close to the front and returning soldiers to their 
military units as quickly as possible proved of great 
significance in the U.S. war effort. During World War 
I, the Korean conflict, and the war in Viet Nam, 
military psychiatry made great contributions and 
learned many lessons, both at home and abroad. The 
lessons learned by military psychiatry have important 
applications for the rest of medicine, especially in the 
fields of stress, crisis therapy, and community 
psychiatry. 


IT IS A PARADOX that psychiatry, which is among the 
most pacific of disciplines, and the military, which rep- 
resents organized bellicosity, have their moments of 
intimacy. Psychiatry and the military appear to be, as 
King Charles I said of monarch and subject, ‘‘clean 
different things.” At first glance it would seem that 
surgeons, with their blunt, no-nonsense, aggressive 
= style, might be more compatible with the military envi- 
ronment than psychiatrists, who often possess a liberal 
political outlook and a very high need for autonomy. It 
1s true that the military has had little trouble recruiting 
surgeons and that surgeons have always been well rep- 
resented in the ranks of military medical officers who 
achieve the highest grades and positions. Although the 
professional activity of the surgeon, particularly the 
surgery of war trauma, is Indeed an integral part of the 
military mission, it does not quite ever occupy the cen- 
tral zone. 

The core gf military organizations, whether they are 
prepare fight with bows and arrows or with hydro- 
gen bombs, involves such items as leadership, cour- 
age, morale, motivation, perseverance, dereliction, 
malingering, and the age-old problems of drink and 
breaches of discipline. Psychiatry in the military set- 
ting finds itself inexorably drawn into considerations 
of these eternal verities of military life. Some psychi- 
atrists in the military can concentrate on the purely 
professional activities of treating psychotic patients 
without reference to their patients’ roles within the 
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military organization. The vast majority of psychia- 
trists, however, must become involved in the structure 
of command and discipline whether they wish to or 
not. What is true for the peacetime military is doubly 
true for the military at war. 

It is difficult to speak of psychiatry in the military 
before the latter portion of the nineteenth century, al- 
though psychiatric problems have always existed. 
Surely the erratic behavior of Caligula when he placed 
himself at the head of his Roman legions in the field 
cried out for psychiatric intervention, but there was to 
be no formalized military psychiatric assistance for al- 
most another two millennia. Physicians during the 
American Civil War actively worked with soldiers who 
had what we would now recognize as various combat 
syndromes (1). The celebrated neurologist S. Weir 
Mitchell was an active medical officer during that con- 
flict; he took an interest in the psychological problems 
of the soldiers in the Union Army. In the twentieth 
century, it was noted that during the siege of Port Ar- 
thur in the Russo-Japanese War of 1905 there were 
many casualties who seemed to have some kind of 
neuropsychiatric syndrome. They were diagnosed as 
syphilitic, but in view of what we learned about siege 
operations during World War I it seems unlikely that 
neurosyphilis was the real cause of their symptoms. 


WORLD WAR I 


It was World War I, the so-called Great War, that 
gave military psychiatry its initial formal surge. By 
1914 psychiatry was a demarcated urban medical spe- 
cialty; it was no longer primarily the province of men- 
tal hospital superintendents as it had been tn the pre- 
vious century. The great medical schools of Eur&pe 
had professors of psychiatry who were directors of fa- 
mous psychiatric clinics in such cities as Berlin and 
Vienna. Kraepelin had made his taxonomic contribu- 
tions to psychiatry, and Bleuler had further delineated 
the concept of schizophrenia. The theories of Freud 
were known internationally, albeit often in a distorted 
and vulgarized way. The basic ideas of the uncon- 
scious and of psychodynamics were in the air. Neu- 
rosyphilis was a reasonably well understood entity. It 
must not be thought that psychiatfy’ was, then or now, 
a truly high status specialty. However, there was a suf- 
ficient body of organized knowledge and a requisite 
number of working psychiatrists to enable them to deal 
with the unprecedented psychological problems aris- 
ing from World War I in a far more systematic way 
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than would have been the case had a similarly cata- 
strophic war occurred 50 years earlier. 

The Great War involved millions of men in warfare 
of a protracted character not seen since the sieges of 
the Middle Ages. The horrors of trench warfare were 
greater in duration and magnitude than soldiers had 
previously endured. Major battles of the past, like Get- 
tysburg or Waterloo, lasted two or three days, and 
even operations such as the siege of Richmond at the 
end of the American Civil War lasted but a few 
months. World War I dragged on year after erosive 
year and exposed men to constant danger, disease, fa- 
tigue, and untold horrors. It soon became apparent 
that there were large numbers of casualties among men 
who had suffered no obvious physical trauma. Twenty 
percent of the soldiers discharged for disability from 
the British Army had such psychiatric disorders as 
“shell shock,” ‘‘war neurosis,” or ‘‘neurasthenta”’ 
(2). There were soldiers who had gone blind, who had 
become unable to speak or hear, who had paralyzed 
limbs, or who shook so hard from anxiety that they 
were unable to function. 

It was obvious that viewing these thousands of cas- 
ualties as malingering on a mass scale was not the way 
to deal with the situation. There were attempts to treat 
such patients by methods common to the practice of 
neurology and psychiatry at that time: rest, diet, per- 
suasion, sedatives, and moderate exercise. As one 
reads the case reports from both the Western Allies 
and the Central Powers, one is struck by the colorful 
phenomenological descriptions and the inadequacy of 
the theoretical framework of understanding (3). Physi- 
cians attempted to relate the type, extent, and severity 
of traumatic experiences and the individual character 
of the patient to the final outcome, but they had no 
unifying theory of traumatic neurosis. The syndromes 
of combat affected not only those who might have 
been expected to become shirkers but also soldiers 
and officers of demonstrated courage. Siegfried Sas- 
soon (4), a man of supreme bravery, described his own 
experiences in a psychiatric facility for convalescent 
officers in England after three harrowing years in the 
trenches. 

In spite of their desperate need for soldiers, the con- 
tending nations were relatively lax in their initial provi- 
sion and monitoring of manpower. For example, Brit- 
gin‘did not introduce conscription during the first year 
of the war. As the powers gradually became aware of 
the vast losses attendant on neuropsychiatric casual- 
ties, they developed a treatment doctrine pertaining to 
combat reactions that seemed to be suitable for both 
man and institution. In the U.S. Army, Cols. Thomas 
W. Salmon and Pearce Bailey were instrumental in 
stationing psychiatrists at the divisional level (5). 

It was the duty “of the psychiatric medical officer to 
integrate himself fully into the life of his division and to 
provide psychiatric services close to the front line. 
Psychiatrists provided rapid treatment of transient 
combat reactions that could be dealt with by rest, reas- 
surance, provision of hot food, and the briefest kind of 
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recuperation. These psychiatric medical offic: voi 
realized the enduring truth of combat pse ix 
namely, that if one evacuated patients we 7°. 
would otherwise be transient combat reacti>» » ©. 
safe spot several hundred miles behind the lir: “eC 
to the zone of the interior, it was virtually inc > 19° 
to get these soldiers to return to full comz. iai 
Treatment close to the front line mobilized 1 © «o 
dier’s primary psychological weapon: iden“ i; o 
with his comrades in his military unit. A sala + 
had a strong sense of guilt about deserting | er 
while it was under heavy fire, no matter hk 
pelling the reason. 

The American psychiatric program prover . %° 
markably successful. After initially high levei = 35 
chiatric casualties, the rate for the U.S. Arm, >u 
a rather low order of magnitude. To be sure. <> > ir: 
ordinarily high quality of the vigorous Amerie’ ` oo 
their freshness in comparison with the exha.. th 
ropeans, and the constant series of victories: +7 PF 
summer and early autumn of 1918 no doubt co’ . ie 
to their superb morale and low rate of psye> è g 
disability. Nevertheless, the efforts of avery + w 
chiatrists proved of real significance inthe fti ro» 
of the American war effort in the Europear t) i: r 
operations. 

The war had a profound impact that ` tr 
beyond those psychiatrists who were On e. n c4 
vice. The unremitting horrors of the war | °° 
Sigmund Freud to make considerable medii, >> 
his thinking about Instinct theory and dret >: 
tion. On the basis of the reported exper:e w : i 
war, he realized that certain dramatic events.. i 
duce stereotypic dream patterns of a persist. 
that had little to do with wish fulfillment. ° 3 
after witnessing the appalling carnage of the. > a 
hard to deny the strength of aggressive and «: pi 
motivational forces in human life. Freud, wh:.. +. 
in 1856, had spent his entire life in an era SW 
general European war, let alone a world w. : \ 
easy in the peaceful Victorian twilight to reg. ~x: 
gressive and death-connected aspects ofr è > ; 
tivity as of lesser importance than the libici” . 
views could not be held seriously in 1919. F ( 
Beyond the Pleasure Principle (6) after the 3 

By 1918 military psychiatry had discov@a, `v 
ber of elemental principles. The first wes C4 
longed exposure to a situation of constant. ʻi 
deprivation could result in various disa` \ 
dromes not brought about by obvious phys:< 
Second, this type of reaction to prolongs. 
stress was very widespread. Third, the facte’. <5, 
to do with the social support given to a scl: : : 
unit and leaders had important prophylactic © - 
the prevention of combat reactions. After 2: w 
many of these crucial lessons were forgotic t lec 
in the United States, in spite of the extens ` ix 
mentation given in volume 10 of the Medica! tena ’ 
ment of the United States Army in the W-. ! Wa 
This volume was apparently read as an imps: . 7: tc 


Fo, 


6 


ated 


¥ 
ier 


kad 


a atl 


a NN AB A ER A RRR a ee = 


REFLECTIONS ON MILITARY PSYCHIATRY 


by the Royal Army Medical Corps in Britain, but its 
lessons seemed to have vanished from the American 


. consciousness. 


In between the wars, during what Robert Graves 
called “‘the long weekend,” the regular armed forces 
were kept at a ridiculously low level; the medical de- 


* partments were correspondingly small (7). There was 


only a handful of psychiatric specialists in the Army 
and Navy. There were 35 psychiatrists in the Army, 
and only 4 of these were diplomates of the American 
Board of Psychiatry and Neurology. There was no 
carefully thought-through contingency plan for the 
treatment and rehabilitation of psychiatric casualties. 
To anyone unfansiliar with the melancholy and isolated 
history of psychiatry in general, this glaring omission 
would seem very odd. Those with a knowledge of the 
past would know that a very large number of psychiat- 
ric casualties could be expected in a general war. Nev- 
ertheless, little thought was given to planning in this 
area. Psychiatric specialists were not highly regarded 
in either civil or military life, and the kind of coopera- 
tion and visionary thinking necessary to adequately 
prepare a psychiatric program was largely lacking. 


WORLD WAR II 


Fortunately, many of the leaders of Army and Navy 
psychiatry during World War II were drawn from a 
group of experienced civilian psychiatrists. I could 
mention several hundred contributors by name, but 
any list of distinguished wartime psychiatrists would 
do injustice to others whose contributions might have 
been equally great but not as well recognized. Francis 
Braceland was one of the true pioneering leaders of 
modern Navy psychiatry. Already Dean of Loyola 
Medical School, after commissioning in the Naval Re- 
serve he recruited outstanding psychiatrists for naval 
service. He became assistant head of the Neuropsy- 
chiatric Section (later Branch), formed under the lead- 
ership of Captain Kennedy in 1942, and in 1944 was 
appointed head of the Branch. During the course of the 
war, under his outstanding leadership, the U.S. Navy 
expanded from 8 psychiatrists to approximately 980. 
Throughout that period the Neuropsychiatric Branch 
enjoyed the confidence and cooperation of the Navy 
Surgeon @€neral, Admiral McIntire. 

Dr. Braceland wrote extensively on problems of 
Navy psychiatry, including the areas of selection, 
combat reactions, and institutional variables in the in- 
cidence of psychiatric disease in the military (8, 9). 
Among the important duties that he and others were 
called on to perform during the course of the war was 
the crisis therapy of highly placed officers and civilian 
officials who developed severe psychiatric reactions. 
Psychiatrists who were given these missions had to 
work under all the adverse conditions that are con- 
nected with the treatment of VIPs, but their therapeu- 
tic task was given a special urgency when, for ex- 
ample, the individual was a key member of the team 
Working on the atomic bomb. 
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Among the major tasks of military psychiatry during 
both world wars was the psychiatric and psychological 
screening of individuals with mental handicap or 
psychiatric disorder of sufficient magnitude to pre- 
clude the possibility of successful military service. 
The screening out of men and women who were gross- 
ly impaired was of crucial importance to the effec- 
tiveness of the fighting forces (10). A more contro- 
versial area, however, was the detection of individ- 
uals with personality deficits labeled as immaturity or 
unstable character. Many psychiatrists prided them- 
selves on being able to distinguish recruits who would 
not become good soldiers or sailors on the basis of a 
three-minute interview. There were no studies in war- 
time that conclusively demonstrated the validity of 
such predictions. Research on this topic was per- 
formed, but it failed to include a control group of indi- 
viduals who were enlisted in spite of adverse psychiat- 
ric opinion with which to compare the psychiatrically 
cleared group. Postwar research at the Navy Neu- 
ropsychiatric Research Unit has cast great doubt on 
the ability of the psychiatrists to screen out at a level 
greater than chance those individuals who would later 
become ineffective sailors and Marines. The studies 
were carried out with cohorts from 1960 and 1961 (11). 
However, the study conditions were different from 
those existing during the war, and it is possible that 
wartime screening was effective. 

When World War H began, the U.S. Army did not 
immediately build on the carefully worked out psychi- 
atric plans of 1918. Instead, a somewhat ramshackle 
approach to the problems of psychiatric casualties was 
initially taken by the Army high command. The num- 
ber of psychiatric casualties was initially shockingly 
high. During wartime the incidence of psychosis usual- 
ly rises rather little (12). In fact, for well over 60 years 
the incidence rates of psychosis in the U.S. Navy var- 
ied scarcely at all under both peacetime and wartime 
conditions. However, situational reactions, psycho- 
neuroses, and character and behavioral disorders 
showed great changes in incidence rates according to 
circumstances. The recorded incidence rates of these 
conditions depend not only on environmental vari- 
ables but also on medical administrative policies. It 1s 
notorious that line commanders as well as medical 
commanders influence the diagnoses given to certain 
categories of military patients. 

By 1943, however, both the Army and the Navy had 
developed a strong cadre of superb psychiatrists, 
many from civilian life, who were being used, by and 
large, in a correct manner. There was a strong empha- 
sis on sound combat psychiatry and rapid return to 
duty. In addition to the psychiatrists stationed at some 
proximity to front-line fighting, there were others on 
duty in psychiatric wards, base hospitals, psychiatric 
hospitals, psychiatric units on hospital ships, in admin- 
istrative posts at higher headquarters, and in combat 
air crews in the Army Air Corps, later the U.S. Air 
Force. In fact, some of the most dramatic, gripping, 
and terrifying stories of the effects of combat stress 
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came from psychiatrists who were stationed with the 
air arm (13). Psychiatry proved itself an important tool 
in maintaining air crew effectiveness. Flight surgeons, 
of necessity, had to have at least a rudimentary knowl- 
edge of practical psychiatry in order to function ef- 
fectively. By the end of the war both services had su- 
perb psychiatric capability. A roster of leaders of mili- 
tary psychiatry and psychology during the war reads 
like a ‘‘Who’s Who” of pre- and postwar American 
academic psychiatry and clinical psychology. After 
the war those who had served in posts of responsibility 
during the war itself were well equipped to move into 
important academic posts in an era of expansion. 


THE LESSONS OF WARTIME PSYCHIATRY 


The psychiatric experience of both world wars pro- 
vided a number of lessons that proved to be of general 
interest. Military psychiatrists were first to describe 
the specific features of combat syndromes. They docu- 
mented the overt anxiety, recurrent nightmares, star- 
tle reactions, exhaustion, and other cardinal features 
of combat stress. Combat reactions are not mono- 
lithic. Their subcategories were distinguished by war 
psychiatrists in the field. For example, patients might 
be classified as showing simple combat fatigue, hys- 
teric or anxiety reaction type, or psychotic reaction 
type. In each instance the syndrome was a result of the 
kind, amount, and duration of stress superimposed on 
the preexisting mental status and character of the pa- 
tient, his characteristic coping abilities and mecha- 
nisms, and the morale of and support given his unit. 
Unit morale, in turn, depended very often on excel- 
lence of leadership. 

Military physicians were also pioneers in the de- 
scription of the concentration camp syndrome (KZ 
syndrome), which represents the classic instance of a 
clearly identifiable syndrome arising from extreme 
stress. This syndrome developed in a fearsome situa- 
tion in which there was a pervasive threat of death. 
The syndrome is characterized by difficulties in men- 
tation, anxiety, depression, insomnia, and gastrointes- 
tinal and other persistent physical symptoms (they 
hafe persisted for 35 years now) (14). The whole basic 
idea of crisis and crisis therapy clearly owes much to 
desttiptions of the traumatic disorders of war and their 
treatment. The increase in interest in therapeutic pro- 
cesses, and most particularly the surge in the popularity 
of group therapy, as well as the basic thrust of a thera- 
peutic community in psychiatric practice, arose-in part 
out of the wartime experience, particularly that of the 
English military psychiatrists. 

One of the most important phenomena of the war 
was the exposure“of large numbers of nonpsychiatric 
physicians and future physicians to the experience of 
military psychiatry. Specialists and general practition- 
ers who had thought of psychiatry in terms of remote 
alienists or isolated mental hospital work were ex- 
posed to a vast variety of psychological disturbances 
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arising in men and women whom they had kn: . 
sane and ordinary. These physicians were ar’ > 


fy that stress in the biological, social, and pee . "tis 
cal sense could bring about terrifying disinteg: 30sec 
personality. Wartime physicians, by workin: Ri 
cert with a large number of excellent psychia . “ 
the opportunity to verify that their psych.: av 


leagues were also good physicians, not sirar  ăć . r 


sentatives of a wholly different profession. 


The wartime scientific and technological s: : >c 


such as the perfection of radar and the ator’. ©: 
gave science and technology an enormous . c 
in the eyes of the general public. Advances i> 
such as the discovery and widespread use ci 


further enhanced the idea of the seeming: nE 


potential of science. It was a rising tide that: . «: ; 
boats, and psychiatry benefited from the gen. >œ% 
of approbation extended to science and mex ; 

20 years following the end of World War H 
psychiatry enjoyed a golden age. Never ts, 

alas, never since, has psychiatry been so pe.. 
popular, and so respectable. Departments vi | 

try flourished in medical schools througho: 

tion. State university medical schools thai h.. ` 

ly had one half-time psychiatrist on the fact 

oped departments with as many as 100 

Larger schools had departments that grew si 
spondingly greater dimensions. Money flow. : 1° 
all was a sunny morning. It was only with 1 EES 
tudes of the middle and late 1960s that tre» > 
sun began to decline again, at least tempor. 

larly, after the first 3 or 4 postwar years ofo © s.y 
demobilization, military psychiatry flourish.: 


THE KOREAN CONFLICT 


During the Korean conflict, the U.S. Ari >: 
absorbed the lessons of the two previous i n 
century conflicts, had an effective program ; | 
psychiatry based on the fundamental priret: 
treatment in a setting close to the front-liz. . 
rapid return to duty (15). The paradigm of p+. 
working in close concert with field units wi: 
to the peacetime military post, at least ir ’ 
Psychiatric personnel were expected to PN, 
role within the military community. These ~ 
giene services within a closed military gro. 
forerunners of civilian community psychiat 
my mental health groups offered services n.“ 
active duty people but to their families as wz: 
atrists also became involved in a consultativ. - 
unit commanders and other important offic : ' 
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RESEARCH 


It was during the 1950s and 1960s that the > væ: 
Navy fully developed permanent psychiatre ssor: 
facilities: the Walter Reed Army Institute ec © =>» 
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REFLECTIONS ON MILITARY PSYCHIATRY 


in Washington, D.C., and the Navy Medical Neu- 
ropsychiatric Research Unit (now the Naval Health 
Research Center) in San Diego, Calif. The major 
theme of both enterprises is research on the effects of 
stress. Biological, social, and psychological ap- 
proaches are used. For example, the work of Mason 
(16) and his fellow investigators at Walter Reed on the 
neuroendocrinological aspects of stress represents an 
important contribution to biological science in general. 

The Naval Health Research Center in San Diego has 
concentrated on research on the epidemiology of psy- 
chiatric disorders in the Navy and Marine Corps, the 
environmental factors influencing health in military 
personnel, the effect of stress on disease onset and 
health patterns, the effect of stress on performance in 
such groups.as Navy aviators and under-water demoli- 
tion team members, as well as research on the most 
effective patterns of sleep and rest in the maintenance 
of vigilance and efficient task performance. Other im- 
portant studies carried out at the Navy unit include 
studies on the prediction of successful military per- 
formance (17). More recently, the Center for the Study 
of Prisoners of War was developed in San Diego to 
study all aspects of the captivity experience and devel- 
op rehabilitation plans. This center also studied the 
families of the released prisoners. The mission later 
expanded to include studies of the stresses and strains 
of military families in general. Although it is surely 
correct that many of the studies have an applied focus, 
most have important implications for a particular area 
of biobehavioral and psychiatric sciences. The sum of 
the discoveries represents a body of work in which the 
medical departments of the Armed Forces can take 
justifiable pride. 


THE VIET NAM CONFLICT 


There can be no doubt that the war in Viet Nam, 
with its malignant effects on life in Southeast Asia and 
in the United States, had injurious effects on the 
American military—and on military psychiatry as well 
(18). It was difficult to maintain the morale of members 
of the Armed Forces during this troubled period. The 
psychiatric precepts that had proven so useful in wars 
with ac y identified enemy seemed less obviously 
applicable during a war monumentally unpopular 
among military and civilian populations alike. Lengthy 
exposure to prolonged combat and threat of death 
without any definite hope of escape were not present 
in Viet Nam. The amount of time that an individual 
would spend in Viet Nam, provided he survived, was 
fixed. Combat was often of a highly sporadic character 
against a foe who, except for an occasional pitched 
battle, preferred to come and go out of the shadows. 

Although the danger of death and mutilation for our 
men was very real, as the tens of thousands of combat 
deaths attest, the combat in Viet Nam was much dif- 
ferent from that experienced in the trenches of Flan- 


“ters in 1916, during the siege of Stalingrad in 1942, or 
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during the prolonged battles along the 38th parallel in 
the Korean conflict. Military psychiatrists had to cope 
with a new type of patient with new types of stress. No 
longer was there necessarily a basically motivated sol- 
dier fighting as part of a proud and recognized military 
unit, who felt guilt about leaving his comrades, who 
might be suffering temporarily from nightmares, anx- 
lety, and exhaustion, but who had a basic desire to 
return to do his duty. Instead, there were often mili- 
tary patients whose motivation to return to duty was at 
best ambiguous. The amounts of combat stress re- 
ceived were imprecisely known. There were often var- 
ious adventitious elements complicating the clinical 
picture, such as the unprecedentedly large number of 
men taking drugs. It is not possible to compare directly 
the psychiatric casualty rates of the Viet Nam conflict 
with those of previous conflicts. The Viet Nam figures 
were widely publicized as being lower than those of 
the past, but it is not clear what significance to attach 
to data of differing types. The short tours of duty (one 
year) and peculiar nature of the combat had no exact 
parallel in previous wars. The special psychiatric prob- 
lems of Viet Nam veterans were not confined to the 
wartime period and have continued to loom large in 
the operation of certain Veterans Administration pro- 
grams for such individuals (19). 


ETHICS 


Another problem that arose in an acute form during 
the time of the Viet Nam conflict was the question of 
the ethics of military medicine. With the growth of eth- 
ical hypersensitivity during the past few years, ques- 
tions have arisen as to whether it is possible to recon- 
cile one’s oath as a physician (implying as this does the 
total dedication of oneself to the welfare of the individ- 
ual patient) with the institutional demands of the mili- 
tary, in which the individual is subordinated to an 
overall group purpose. This ethical conflict is perhaps 
most marked in military medicine associated with 
combat. For example, ts the surgeon justified in at- 
tempting to repair an injury as quickly as possible so 
that the individual can swiftly return to combat, where 
he might well be injured again or killed? Is the military 
psychiatrist justified in rapidly treating combat fa- 
tigue? Is the physician ethical in using his patl®n&s 
guilt about deserting his comrades and his identifica- 
tion with his unit in order to have him quickly returned 
to combat, where he might soon be killed? Should not 
the psychiatrist counsel this patient to evade his duty 
and return to the safety of the zone of the interior? 
Should not the psychiatrist help the soldier to rational- 
ize that he was in fact fighting in a wicked war? Should 
not the psychiatrist affirm that al? wars are wicked, 
that the patient’s own self-interest lay in expunging 
any sense of guilt or obligation to others and in seeing, 
in a clear-eyed way, what is best for him alone? During 
the Viet Nam conflict such choices posed a Hamlet- 
like dilemma in which ethical fastidiousness became a 
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serious concern within the context of an affluent so- 
ciety in the midst of a distant and unpopular war in 
which national survival was not in jeopardy. 

Moral dilemmas of military medical practice were 
mentioned in works dealing with military psychiatry in 
both of the world wars but were quickly dismissed. It 
was felt that there was no violation of the physician’s 
ethical role in his military medical work and that psy- 
chiatrists were obliged, as a matter of duty, to restore 
a man to functional integrity by repairing the ravages 
of a combat neurosis. It was assumed that, restored to 
mental health, the soldier would necessarily wish to do 
his duty. 

It must be said that scrupulosity on this issue could 
only be the product of recent times. In the first place, 
in centuries before the nineteenth, the social position 
of physicians, save for a very few, was sufficiently low 
to make them glad to have a military post without giv- 
ing serious thought to moral considerations. During 
the Roman times physicians were slaves, and even in 
the last century the commission as an officer that the 
military surgeon might receive was considered a high- 
er honor than his medical qualifications per se. It has 
only been in the twentieth century that the social and 
economic status of physicians has risen to a point 
where it exceeds that of military officers. The major 
wars of this century have been seen by both sides as 
ideological struggles in which national survival itself 
was at stake. The Kaiser and later Hitler and the Japa- 
nese militarists were considered so wicked by their 
enemies that the world wars were thought of as holy 
missions. Eisenhower spoke of a ‘“crusade in Europe,” 
and the subsequent disclosure of the barbaric activities 
of the Nazis made this feeling not implausible. It was 
only with the arrival of a war of stupendous unpopu- 
larity involving a nation possessed of unprecedented 
comfort and affluence that moral sensitivity arose about 
a myriad of war-related issues. Questions about medical 
ethics are the subject of innumerable discussions that 
do not often lead to definitive answers. Most people, 
through one mental process or another, manage to rec- 
oncile their duties as citizens, physicians, and organi- 
zational members without serious moral repugnance. 
In any case, with the ending of America’s direct partic- 
ipaijon in war, the moral issues of combat psychiatry 
are now moot. 
ao Many institutions in American life suffered an ero- 
sion of authority and loss of public goodwill as the re- 
sult of the Viet Nam conflict. The military, in general, 
was prominent among the institutions injured. In turn, 
military psychiatry is in a subdued phase as compared 
with 15 years ago. The number of psychiatrists in uni- 
form has dwindled considerably, and there are few 
senior people left. Nevertheless, the situation is not so 
bad as it was befOre World War II. Psychiatry is still 
recognized as an important entity within the military 
forces. The perennial tensions between psychiatry and 
the military command continue. Commanding officers 
still wish to use psychiatric services as a way of dis- 
posing of troublemakers. As ever, there are stil! bi- 
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thousand. On the other hand, the military is 


more accepting of the possible worth of cl: 


programs and other psychiatric rehabilitative 


ors for military families and active duty pers : 
cluding high-ranking officers. A psychiatrist y 
cellent professional and political skills is stil: : 
tion to become a central figure in an isolatec 

base in the areas of discipline and morale, pri ` 
or she makes the necessary effort and has a s} ` 
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tions to psychiatric thinking in general duri ı” 
six decades. Just as Lind, Beaumont. ac! 


commander. 


Military psychiatry has made important 
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particularly the field of stress, is much indet: : 
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Drug Therapy and Psychobiological Research Advances in the 


Psychoses in the Past Decade 


BY WILLIAM E. BUNNEY, JR., M.D. 


There have been major advances in the treatment of 
psychoses in thé past decade, particularly in the area 
of maintenance therapy with lithium, tricyclics, and 
neuroleptics. Such efforts have been enhanced by 
methods of relating plasma drug levels to clinical 
efficacy. Research in genetic factors, the mode of 
action of pharmacological agents, and hormonal 
influences on psychopathology has added to our 
theoretical understanding of the psychoses, and we 
can hope for further advances from sophisticated new 
methodological tools. Promising areas of 
investigation include the search for genetic markers, 
studies of postsynaptic neuronal receptors, and 
examination of the effects of polypeptides, including 
endogenous opioid compounds. 


IN THE PAST DECADE significant advances have been 
made in the pharmacological treatment of the psycho- 
ses. Furthermore, new methods and hypotheses in the 
area of psychobiology provide the promise of rapid ex- 
pansion of knowledge in the future. 

Perhaps the most important therapeutic advance 
that has occurred in the drug treatment of schizophre- 
nia and affective illness during this period is the accu- 
mulation of evidence concerning the value of long- 
term drug maintenance with lithium and tricyclic com- 
pounds in affective illness and with neuroleptics in 
schizophrenia. A large number of studies have shown 
that lithium carbonate markedly decreases the in- 
tensity of recurrent episodes of depression and mania 
in at least 60% of patients maintained on the drug (1, 
2). Somgfludies suggest that maintenance therapy 
with tricyclic compounds is also effective in decreas- 
ing the incidence of recurrent depressive episodes in 
unipolar patients (3). Studies in the past 10 years in- 
vestigated the untreated relapse rate one year after 
resolution of an acute depressive episode (3, 4). The 
mean relapse rate in these studies was 64%, with a 
range of 36%-92%. Additional studies (4) addressed 
the issue of how the relapse rate would be affected by 
continuation of tricyclic antidepressant medication 
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and found a mean decrease in relapse rate of 50% with 
maintenance treatment. Investigations are currently in 
progress that will provide further data concerning the 
value of long-term tricyclic maintenance, the doses re- 
quired, and whether a combination of tricyclic and 
lithium is more or less efficacious than either treatment 
alone. 

In schizophrenia, it is equally convincing that the 
long-term maintenance therapy with neuroleptics can 
decrease the need for rehospitalization and that rehos- 
pitalization rates can be further decreased when drug 
therapy is combined with psychotherapies. The effica- 
cy of neuroleptics has been demonstrated in 26 uncon- 
trolled nonblind studies and 22 controlled double-blind 
studies (5). Patients taken off phenothiazines after ini- 
tial improvement show a high rate of relapse through 
the third and sixth months. The relapse rate continues 
to increase until 12 months after discontinuation of 
phenothiazines, when there is a plateau in the cumula- 
tive frequency curve of relapse rates. It has also been 
reported, although recently questioned, that use of the 
long-acting depot phenothiazines, fluphenazine enan- 
thate and fluphenazine decanoate, further decreases 
recurrent hospitalizations, probably as a result of 
avoiding compliance problems of daily neuroleptic 
maintenance (5). Long-term maintenance with neuro- 
leptics is associated in some patients with the develop- 
ment of tardive dyskinesia (6). Concern at the present 
time is due to an increased prevalence of tardive dyski- 
nesia and the fact that some of the dyskinesias are irre- 
versible and treatment is often unsatisfactory. If dyski- 
nesias are recognized early, discontinuation of neuro- 
leptics is often effective. However, the physician,may 
then find himself in a therapeutic dilemma, since the 
patient’s condition may require continued treatieqt. 
Thus a major task of current research is understanding 
the mechanism of movement disorders. 


DRUG PLASMA LEVELS 


Relating plasma levels of drugs to their effectiveness 
has provided another possible advance in psycho- 
therapeutics, both in avoiding toxicity and in estab- 
lishing therapeutic levels. This has allowed the safe ad- 
ministration of lithium in the correct therapeutic dose 
to hundreds of thousands of individuals. 

Methods have now been developed to evaluate vari- 
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ous tricyclic compounds and some of their active me- 
tabolites in plasma. These determinations are begin- 
ning to gain wider clinical use. Different individuals 
given exactly the same dose of a tricyclic compound 
can show a 10-fold to 20-fold variation in plasma lev- 
els. Thus on the same dose some individuals may be 
receiving too much of the drug, while others have a 
plasma drug level below the therapeutic range (4). This 
results from a variety of considerations, including a 
number of genetically controlled factors affecting the 
pharmacokinetics of the drug. Absorption and metabo- 
lism are critical variables. It has been reported that the 
unbound portion of the tricyclic may vary among indi- 
viduals, unrelated to dose, from 5.4% to 23% (7. 8). 
Since only the unbound portion of plasma tricyclic is 
pharmacologically active, two individuals on the same 
dose may differ markedly in the amount of the drug 
that is available to the target tissue. An inverted U- 
shaped curve relationship between nortriptyline 
plasma concentration and therapeutic response has 
been reported (9). This has been described as a “‘thera- 
peutic window,” which was reported to be 50-150 ng/ 
mg for nortriptyline. Below or above these values, pa- 


tients did not have a clinical response. An inverted U- 


shaped curve relationship has also been suggested for 
amitriptyline (10). However, a larger collaborative 
World Health Organization study showed no relatton- 
ship between plasma level and clinical response (11). 
A linear relationship has been reported for imipramine 
in which there apparently ts no falloff of therapeutic 
effects at higher plasma levels (12). Thus it appears 
that nortriptyline and amitriptyline are compatible 
with the concept of a therapeutic window, while 
imipramine does not appear to have an upper limit for 
therapeutic effect. 

Attempts have been made to evaluate neuroleptic 
levels in patients and to relate them to therapeutic 
change. The metabolism of many of the neuroleptics, 
including chlorpromazine, is so complex, including 
many active and inactive metabolites, that drugs with 
a simple metabolism such as butaperazine may be 
more fruitful for pharmacoclinical response correla- 
tions (13-15). Butaperazine was reported to have an 
inverted U-shaped dose-response curve (16). More re- 
cely, a method for stereospecific *H-spiroperidol 
bindiħg in plasma has been described that measures 

amine receptor binding (17). This method may be 
important for determining and comparing therapeutic 
levels of different neuroleptics as well as measuring to- 
tal dopamine binding when a combination of drugs is 
administered. 

In the future it is to be expected that more effective 
therapeutic levels can be achieved through the use of 
plasma values of tricyclic compounds, neuroleptics, 
and receptor binding assays. The availability of plasma 
determinations for amphetamine and methylphenidate 
in the treatment of minimal brain disorder holds simi- 
lar promise for eventually arriving at more accurate 
designations of therapeutic drug levels for a given pa- 
tient (18, 19). 
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MAJOR INFLUENCES IN THEORETICAI 
UNDERSTANDING OF THE PSYCHOBIO. í: 
OF THE PSYCHOSES 


Increasing emphasis has been placed on ur. 
ing the genetic influences on schizophreri: 
fective illness. It has been well documente 
concordance rate for manic-depressive iJlne - 
identical twins is approximately 13%, whic 
cordance rate in identical twins ts over 60% !: 
ies of biological and adoptive relatives of se- 
ics have also indicated the existence of a gen 
in schizophrenia (21-23). 

Over the past decade drugs have been ide ` 
activate the symptoms of various psychiatric ` 
For example, 20 mg of d-amphetamine ci! 
psychotic symptoms in a subgroup of scr ° 
patients (24), but the same dose rarely pros 
chotogenic effects in normal individuals or ! 
patients. Monoamine oxidase inhibitors an. * 
can precipitate manic symptoms in bipcl:: 
(25). Conversely, as noted previously, men 
cological agents can decrease psychopa.:. 
block the recurrence of future episodes. It is . 
interest that all of the drugs which activate -. 
psychopathology in man have effects on z 
mitter systems in brain. For example, at 
releases and blocks reuptake of dopamine z: 
nephrine presynaptically, whereas the 3x 
that are effective in treating schizophrenic 
block postsynaptic dopamine receptors. 

Data derived from animal studies conc: 
mode of action of various pharmacologica: ; 
can Increase or decrease psychopathology =: 
biological theories about the roles of cates : 
and indoleamines in affective illness. It ha. . 
gested that a functional deficit of catecholar 
doleamines exists during depression and : 
increase during mania (26-28). Furtherr.- 
been hypothesized (29) that an increase ir ` 
activity of dopamine may be associated v <` 
the symptoms of schizophrenia. There are 
macological and anatomical data suggest r; 
action between y-aminobutyric acid (GAB 
and dopamine neurons, and it has been 2'0- 
GABA may also be involved in the Se: 
schizophrenia (30). 

Drugs are now available for clinical inves - 
that facilitate the study of the relationship < 
mechanisms to behavioral responses. Druc~ 
tive selectivity may block enzymes in cuit: 
neurotransmitter synthetic pathways. effe.: 
and reuptake, act as postsynaptic receptor : : 
blockers, or block degradative enzymes. | ` 
as a-methyl-p-tyrosine, which inhibits the r i 
step in the formation of the neurotransmi 
mine and norepinephrine, or piribedil, « 
specific dopamine agonist, provide power’: 
cological tools for the further investigation 
transmitter hypotheses of psychoses. Fa: 
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DRUG THERAPY AND PSYCHOBIOLOGICAL RESEARCH 


compounds are becoming available that may preferen- 
tially affect hypothesized presynaptic rather than post- 
synaptic receptors (i.e., low-dose apomorphine). Other 
compounds may affect various steps in the postsynap- 
tic amplification of the received signal from the post- 
synaptic receptor. 

Another area that has had a major influence and has 
gathered increasing momentum during the past few 
years involves studies of the role of hormones in psy- 
chopathology. It has been well known for many years 
that hyper- or hypofunction of most of the endocrine 
systems can be associated with psychopathology. It 
has also been established that in depressive illness 
there is an altergd pattern and increased excretion of 
cortisol with more frequent peaks and higher nocturnal 
levels (31). Some of the important pioneering work in 
the relationship of ACTH and cortisol to psycho- 
pathology and mood was conducted by Braceland (32- 
36). Endocrine releasing factors and other small CNS 
peptides previously thought to play a role only in the 
regulation of peripheral acting hormones have been 
shown to have receptor sites in the CNS and to have 
behavioral effects. 

It has more recently become possible to measure 
prolactin released from the pituitary both in plasma 
and cerebrospinal fluid. This release is partially under 
the inhibitory control of dopamine; therefore, indirect 
dopamine agonists such as L-dopa tend to decrease 
prolactin levels, whereas most neuroleptics that block 
dopamine receptors produce an increase in prolactin. 

Another influence in developing theoretical con- 
cepts of psychoses involves the realization that parkin- 
sonian illness can be successfully treated with L-dopa. 
Since chronic schizophrenia may be due to some pro- 
found disruption in brain metabolism or physiology, 
the search continues to identify anatomical areas of 
dysfunction in the brain and to find compounds that 
might reverse this dysfunction. 


NEW RESEARCH METHODS 


New methodological tools have been responsible for 
some of the progress that has been made and will cer- 
tainly contribute to future discoveries in the field of the 
psychos he development of the metabolic psychi- 
atric research ward, concomitantly utilizing longitudi- 
nal nurses’ rating scales, continuous 24-hour urine 
samples, plasma samples, and periodic cerebrospinal 
fluid samples, has had an important influence on the 
field. Physical activity has always been a confounding 
factor in most of the biochemical studies in man, and it 
is now possible to monitor activity on a continuous 24- 
hour basis in an extremely accurate manner (37). It is 
also possible to monitor sleep and dreaming parame- 
ters in a longitudinal fashion in a number of patients 
simultaneously. The development of gas chromatogra- 
phy and, more recently, mass spectrometry, radio- 


. enzymatic techniques, and radioimmunoassays has 
. greatly increased the accuracy with which scientists 
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can estimate levels of neuroendocrines, amines, and 
their metabolites in urine, plasma, and cerebrospinal 
fluid. 

The probenecid technique of blocking the exit of 
acid metabolites from the cerebrospinal fluid has al- 
lowed investigators to estimate turnover of various 
neurotransmitters in brain and spinal cord, and more 
recent isotope techniques using differential labeling of 
origins of urinary catecholamine metabolites and car- 
bon-labeled dopamine may provide even more accu- 
rate methods (38). The development of models of psy- 
choses in rats and in primates has also provided a way 
of testing various new drugs and theories as they relate 
to clinical problems. 

One of the most recent technical advances for the 
potential study of brain function in psychopathology 
involves the use of emission computerized axial to- 
mography (ECAT scan) in combination with infused 
2['8F]fluoro-2-deoxy-D-glucose. This procedure would 
provide three-dimensional information concerning re- 
gional alterations in brain energy metabolism, which 
would theoretically reflect regional differences in func- 
tional neuronal activity (39, 40, and unpublished data 
from M. Reivich, D. Kuhl, and A. Wolf). 


NEW AREAS WITH POTENTIALLY IMPORTANT 
IMPLICATIONS FOR FUTURE INVESTIGATIONS 


A good deal of the work has been completed in 
searching for genetic markers in psychiatry, particu- 
larly in bipolar affective illness, using red-green color 
blindness and the Xg blood antigen. However, there 
now seems to be some reason to question the validity 
of both of these as markers of affective illness (41). 
Other genetic markers currently under investigation 
include enzymes involved in the synthesis and degra- 
dation of neurotransmitters such as _ catechoi-O- 
methyltransferase (COMT), monoamine oxidase 
(MAO), dopamine-8-hydroxylase (DBH), HLA anti- 
gens, blood groups as markers, and polymorphic 
markers such as red cell enzymes and serum proteins. 
Possible genetic factors in pharmacological responses 
are also being studied. What is needed is a genetic 
marker that can be applied to each individual in agfed- 
igree and then used to successfully predict whic ind 
viduals are at risk. The marker must first be sho Waro 
be heritable. A homogeneous subgroup of patients 
with the disorder must be identified on a clinical, bio- 
logical, or pharmacological basis, and the transmission 
of the disorder among families must be found to be 
related to the transmission of the marker. To date, no 
such marker has been definitively identified. However, 
this strategy obviously holds great promise for the em- 
ployment of preventive measures, and an intensive 
search for such markers is currently under way (42). 

Previous work has focused on the presynaptic neu- 
ron in attempting to understand the role of synthesis, 
release, and reuptake in various animal systems and 
their possible implications for psychopathology. More 
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recently, various techniques, including receptor bind- systems. The latter strategy is the one thet >` !x 
ing assays, have been developed to study postsynaptic used most extensively (44). Two relatives © >r, 
neuronal receptors in animals and man. Furthermore, cotic antagonists in current use are nalexoc: cds 
drugs with specific actions on specific neurotransmit- trexone, which reverse the effects of endorme =~ r, 


ter receptors have been used, such as dopamine and _ imals. Thus if endorphins act to regulate .- : ‘s 
norepinephrine agonists and receptor blockers. It has | neurophysiological function, a pure nares: va s 
also been suggested that it would be particularly useful nist administered to man should alter such viy 
if one could synthesize neuroleptics that blocked It has been suggested that endorphir: 


dopamine receptors in one area of the brain and notin changed in schizophrenia, although currer: 

another. The development of neuroleptics that did not is inconclusive. It has also been suggeste: >: < 
affect the nigrostriatal area might result in a lower in- catatonia seen in animals following the ¿erm * 1 
cidence of extrapyramidal side effects or tardive dyski- of endorphins may relate to neuroleptic-irc 
nesia and would be of clinical and theoretical impor- lepsy and to human catatonia. To date one ~ id 
tance. Currently, pharmaceutical companies are ac- study (45) and two double-blind studies (4% `> v 


tively searching for such compounds. Also, it hasbeen suggested that naloxone may temporarily “©. «1 
clearly demonstrated in animals that pharmacological tory hallucinations and perhaps other syr >s 
agents can produce supersensitive receptors, as mani- chronic schizophrenia. However, five otc ~.e 
fested by either an increase in receptor sites or an in- have failed to replicate this finding (48-‘7: 
crease in affinity for a compound. The application of There are also a number of theoretical ©. > 3s 
the concept of super- and subsensitive neurotransmit- suggesting that endorphins may play a role it 
ter receptors to human disease, to psychopathology, | Opioids produce euphoria that is similar ©: ° . . 
and to the action of drugs may have important implica- | phoria associated with mania. It has been + ¿c'es 
tions. For example, it has been hypothesized that tar- that the behavior of cats given morphine mi^ +. 4 
dive dyskinesia may relate in part to the development a model for mania (53, 54). Furthermore, so ove 
of supersensitivity following many years of neurolep- patients experience markedly less pain in s «74 
tic treatment. A further understanding of this phenom- experimental stimuli than do normal :: dn 
enon could lead to new treatments for tardive dyski- | which would be compatible with a theory . . i2 
nesia or successful preventive methods. endorphins in mania (55). It has been rer iot. 
Another new and highly preliminary area is the use naloxone produced a decrease In some oi j 
of renal dialysis to remove hypothesized endogenous toms of mania in a small percentage of pat. rie 
psychotogens in an attempt to treat schizophrenia (43). ever, another study found no antimanic c = 
Scientists agree that what is needed at this point are naloxone (56). No therapeutic effects of n et 
double-blind evaluations of this technique. If it proves | depression have been reported to date. 
to be useful in some schizophrenic patients, then an It was also reported in one single-blinu - . < 
intensive and probably long search will ensue for the one of the opioid compounds identifiediiih i nc occ 
critical ingredient of blood that is removed by dialysis. pituitary, B-endorphin, may have therapeu aE 
Finally, specific opiate receptors identified by chem- schizophrenia and other psychiatric die. © C 
ical binding techniques have been discovered in brain These findings require study in other labor: -752s 
and other tissues (44). A number of peptides. methi- der double-blind conditions. If any of the :. : 
onine and leucine enkephalin, and 8-endorphin as well ings is confirmed, even in subgroups of psy. Gs 
as nonpeptide opiate-like substances that bind to tients, an entirely new field will be openes AF 
Opiate receptors have been discovered. These discov- tempt to understand psychopathology. 
eries have initiated a search for a physiological role of In addition to the morphine receptor. sci. 1 


these opioid substances. The pharmacological effects tigative groups have recently identifie: 

omoOpioid alkaloids provide the best clues for the ef- | zodiazepine receptor (58, 59). Since benz, 229 

fect of endogenous opioid compounds (endorphins). are the most frequently used psychoacit& . ` > 
uate morphine and its congeners affect mood, pain understanding of how they interact with *® : it 

appreciation, sleep. respiration, and release of pituitary what neurotransmitters may facilitate © 13° Ay 

hormones, these physiological functions are currently teraction, and, ultimately, whether there >. : is 

under investigation. nous “‘anxiety-related’’ compound that bir.s ò> x 
A number of strategies are being used to study pos- ceptor is of critical importance in ourunde'. >| 

sible functions of endorphins in man. These involve anxiety. 

the direct administration of endorphins, attempts to 

measure endogenous opioid substances in urine, 

plasma, and CSF by radioimmune and radioreceptor CONCLUSIONS 

assays, attempts to increase the release of endorphins 

through a variety of techniques, including experimen- Major advances have been made inourc* > te 

tal induction of pain and stress, implantation of elec- crease the recurrent suffering of indivi. 

trodes in the brain, and, finally, the use of narcotic an- chronic manic-depressive or schizophreri: « ¢is ‘i 

tagonists to study the effects of blocking the endorphin through the long-term use of pharmacolos: |’ 
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DRUG THERAPY AND PSYCHOBIOLOGICAL RESEARCH 


alone or in combination with a variety of psycho- 
therapeutic techniques. The application of plasma lev- 
els for the establishment of accurate therapeutic win- 
dows may also increase the number of patients who 
respond to drugs. The mode of action on neurotrans- 
mitters in the brain of many of the drugs now used has 
led to some provocative and productive hypotheses 
concerning the role of the neurotransmitters dopa- 
mine, norepinephrine, serotonin, and GABA in these 
illnesses. Furthermore, it has been suggested that hor- 
mones may play a critical role in modulating the ef- 
fects of these neurotransmitters. Methodologies such 
as the development of psychobiological research 
wards, new instrumentation for the analysis of body 
fluids, and new models of psychosis all promise the 
further expansion of our knowledge of these fields. 
New areas such as the role of polypeptides (including 
the endogenous opioid compounds) in modulating be- 
havior and the intensive study of neurotransmitters 
and their receptors may lead to alternative hypotheses 
and treatments for the psychoses. 
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Thoughts on Aging 


BY ROBERT N. BUTLER, M.D. 


Aging has not received attention in proportion to its 
effect on the life of every individual. Much of society’s 
reluctance to deal with old age results from “ageism,” 
a personal and eultural dread that stems from a view 
of aging that sees only the negative aspects. If we 
are to understand human development, we must learn 
about its outcome, old age. One means of doing 

this is to listen to the reminiscences of old people. 
Psychiatrists can apply their special expertise in 
working to overcome ageism. Current and future 
legislative and research efforts can help identify and 
resolve some of the economic and physical problems 
of the elderly and thereby improve the quality of 
their lives. 


Every man desires to live long, but no man would 
be old. 


-——Jonathan Swift 


AGING IS an intrinsic part of the life cycle. Old age is 
experienced by an increasing number of people, yet it 
is still feared and denied by many. In part, this fear 
stems from ignorance, for aging has not received atten- 
tion in proportion to its effect on the life of every indi- 
vidual. One manifestation of society’s reluctance to 
come to terms with aging is its pervasive prejudice 
against the old. Moreover, the triumph of a longer life 
expectancy in this century ts regarded as a problem, 
and the elderly are often more reviled than revered. 
Although childhood development has been studied in- 
tensively and examinations of death and dying are 
gaining popularity, until recently aging has been all but 
neglected lyAscientists. Can we really expect to under- 
stand early development fully without looking at the 
outcome of that process, old age? As interest in aging 
grows and the fields of gerontology and geriatrics ex- 
pand, these issues deserve serious thought. 


‘*AGEISM”’ 


‘*Ageism’’ is a profound psychosocial disorder char- 
acterized by institutionalized and individual prejudice 
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against the elderly, stereotyping, myth-making, dis- 
taste, and/or avoidance. It is to be distinguished from 
gerontophobia, which is a more rare expression of un- 
reasonable fear, often accompanied by a hatred of old- 
er people. Ageism, like racism and sexism, is a way of 
pigeonholing people rather than viewing them as indi- 
viduals with unique ways of living their lives. 

The manifestations and symptoms of ageism per- 
vade our lives. For example, older people are often 
excluded from admission to mental hospitals or are in- 
discriminately transferred from mental hospitals to un- 
prepared communities without adequate services. The 
availability of services in community mental health 
centers 1s limited, and contact between the elderly and 
psychiatrists in private practice is minimal. 

Age discrimination in hiring should be a thing of the 
past in the federal sector with the passage of new legis- 
lation (Public Law 95-256, April 6, 1978). Thanks to 
the efforts of Representative Claude Pepper (D.-Fla.), 
mandatory retirement no longer exists in the govern- 
ment, although reservations still exist in the private 
sector. These reservations mean that in some cases re- 
tirement is based on age rather than on competence, 
need, or desire to work. 

Cultural prejudice is exemplified by the use of epi- 
thets such as ‘‘crock,’’ ‘‘crone,’’ and ‘‘old biddie.’’ 
The medical profession has epithets of its own: 
“serum porcelain level,’ “turkey,” and even ‘‘dirt 
ball.” Social attitudes are painfully clear when the old 
are referred to as ‘tout to pasture,” ‘‘fading fast,” 
‘‘boring,’’ and ‘‘garrulous.”’ 

The basis for ageism is personal dread and dis- 
comfort at the prospect of growing old, with its pre- 
sumed concomitants of helplessness, pain, disability, 
and, ultimately, death. This fear is reinforced by sur 
cultural emphasis on youth and productivity ather 
than experience and service. 

Institutionalized efforts to treat or combat ageism in- 
clude laws against age discrimination, the phasing out 
of mandatory retirement, and a return to the historical- 
ly more common functional retirement based on indi- 
vidual capabilities. Self-education is essential. Much 
can be learned about the rich knowledge that accrues 
over the entire life cycle by listening to people review 
their lives from the special perspeeteve of old age. Di- 
dactic reading in the biology of aging, human develop- 
ment, geriatric medicine, and geriatric psychiatry can 
be supplemented by a sampling of literature, for some 
of our greatest novelists have been attentive to the life 
cycle and old age. Cervantes (Don Quixote), Tolstoy 
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(Resurrection), and Shaw (Back to Methuselah) come 
immediately to mind. 

Practical experience with patients in settings and un- 
der circumstances in which the possibility of effective 
treatment exists—for instance, in reversible depres- 
sions and the treatable reversible brain syndromes— 
can contribute much toward improving physicians’ at- 
titudes toward the old. Psychiatrists, who by virtue of 
their training are so well equipped to understand trans- 
ference, can exploit their classic ‘‘bag of tricks” to ex- 
amine and better understand themselves so as to come 
to terms with their own fears and dread of aging. Psy- 
chiatrists can, in fact, take leadership in working to 
overcome the general cultural negativism toward ag- 
ing. 


RESEARCH ON AGING 


What can one hope to accomplish through research 
on aging? Should the ultimate goal be to extend life, or 
would this only serve to lengthen the period of decrep- 
itude, depression, frailty, and mental, economic, and 
physical dependency? Remember the Greek legend of 
Tithonus, who was granted immortality but not eternal 
youth. 

In establishing the National Institute on Aging 
(NIA) in the Research on Aging Act of 1974 (Public 
Law 93-296), the U.S. Congress chose to concentrate 
on the ‘‘alleviation of the problems of old age by ex- 
tending the healthy, productive middle years of life.” 
The NIA was created for the ‘‘conduct and support of 
biomedical, social, and behavioral research and train- 
ing related to the aging process and the diseases and 
other special problems and needs of the aged” (Public 
Law 93-296, S775, May 31, 1974). Thus, in addition to 
the support of basic biological research, NIA is in- 
volved in studies of the body’s great integrative sys- 
tems—the central nervous system, the immune sys- 
tem, and the endocrine system—to understand better 
the nature and mechanisms of time-dependent pro- 
cesses such as declining immunity over the course of 
the life cycle. NIA is also interested in the behavioral 

nd social aspects of aging and supports studies of ma- 

mnewchological problems, sensory changes with age, 
life, and the differential life expectancy between 
<s and among racial and ethnic groups. 

The primary goal of NIA’s research program is im- 
provement in the quality of life. This research is not 
exotic or quixotic—it has clearly practical appli- 
cations. For example, advances in our understanding 
of organic brain disease or the progressive loss of im- 
mune function would contribute to an increasingly 
healthy and more vigorous older population. (For 
more details on pfafined research in this area, see ref- 
erence 1.) 

Biomedical research at the National Institutes of 
Health (NIH) began in the 1930s with the study of spe- 
cific diseases; it is only in the past 20 years that broad 
non-disease-oriented institutes have developed. Grow- 


‘ 


ROBERT ’ 


ing interest in behavioral medicine—for exe 
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care and prevention—may shape future desi ae 


at NIH. The institutes’ various approac?:: 
study of human development. health. a1: 


make the possibility of collaboration intrigu 
stance, an improved understanding of the \: 
over time that appears to occur with agin: 
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vide a means to delay the onset, alter the -` 


tions, or reduce the severity of certain agi 
time-dependent diseases. 


THE TRIUMPH OF AGE 


a 

The fact that so much is made of the ` a. 
lem” is itself an expression of a deep unde: 
ambivalence toward growing old. It is tue 
older people have problems, but this is the 
dramatic increase in the absolute number :: 
proportion of older people in this century. $. 
not prepared for this “demographic revel. 
problems evolved, but they are likely to ne <: 
adaptations are made. Just as the geograpc' 


tion of the fifteenth and sixteenth centuries -: ° 
entific achievements of Newton and Dary. ` 


tated vast changes in human thinking. sc. 
tions, education, industry, and the fami'y. + 
we adapt to the changing population straci. 
The demographic revolution is largely ar. 
reductions in maternal, infant, and childho:. 
in Eastern and Western industrialized neti 
ity is increasingly limited to old age: ep~ 


70%-80% of all deaths now occur after as * 


At the time of the founding of the Ame” :. 
lic, only 20% of newborn babies lived to be `` 


trast, approximately 80% now live to be ©. 
hardly more than 4% of American familic~ . 


three generations, despite the idealized 
days’’ version of the three-generation Am: 


ily, complete with cookie-baking grandir.. 


pipe-smoking grandfathers. It is in tht» cc 
cause of increased survivorship, that the t3 

tional and even multigenerational family |. 
more than a rarity. 


In 1920, the chance of a 10-year-old’s > 


living grandparents was 40%; today, it is ~N 
only 44% of women who survived beyond : ` 
were likely to attain adulthood. marry, hes. 
see those children leave home, spend scm: 
time with their husbands, be widowed. e: : 
old age. Thus, 56% did not experience the ` 
course” of the twentieth century (2). 

It is certainly a triumph that this centur, 


in which the opportunity to fulfill the H°- . 
been generally available. Life expectancy-— . 


tion of how many years an individual of : 
will live, based on existing actuarial dz: 
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THOUGHTS ‘ON AGING 


beings—has not been extended; rather, we have had a 
greater survivorship and a resulting increase in life ex- 
pectancy. i 

NIA and other agencies and individuals involved in 
research on aging have the task of making it still more 
likely that people will have the opportunity to flesh out 
the totality of their life cycles. We need to understand 
better the 8-year discrepancy in life expectancy be- 
tween men and women so that we can extend the life 
of men to the advantage of both. Currently, because of 
the poverty associated with widowhood, the average 
woman has about a 60% chance of becoming destitute. 
We must also examine the limited life expectancy of 
certain racial and ethnic groups. 

We must remind ourselves that when we speak of 
aging we are not dealing with a problem but with the 
result of scientific and medical advances that allow 
more and more people to experience the last chapter— 
the consummation—of the life cycle. 


PSYCHOLOGY OF AGING 


Human developmental studies have historically fo- 
cused only on children, although study of the aged pro- 
vides a valuable counterpoint because the aged em- 
body the outcome of these developmental processes. 
Biographies describe how certain people have lived 
their lives, but no one has systematically examined the 
entire human life cycle. We know too little about the 
psychology of the last years of life, and such knowl- 
edge would have practical applications. What traits in- 
crease survival? What features enable an individual to 
adapt better to the normal challenges and stresses of 
life, as well as to accidents and disability? The answers 
to such questions would not only help us improve the 
quality of life of the aged, they would also change our 
thinking about human development and provide new 
questions for those studying this process. Perhaps this 
would be the most effective answer to ageism: if we 
view the life cycle as a whole, if we see ourselves as of 
one cloth, we can begin to resolve the ambivalent and 
conflicting feelings that now prevail in relation to old 
age. 

One means for psychiatrists to learn about the psy- 
chology aging is to listen to older people review 
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their lives. Life review is a natural process of reminis- 
cence, during which the individual deals with past con- 
flicts and tries to resolve problems. Psychiatrists who 
have avoided treating the elderly, dismissing their 
reminiscences as aimless or wandering, are missing a 
valuable opportunity to learn about the totality of life 
from those best qualified to discuss it. An added bene- 
fit is that the life review of an older person can help the 
psychiatrist confront and overcome his or her personal 
fears and denial of aging. 


OUR FUTURE SELVES 


Regrettably, some older people in society feel 
obliged to behave according to social expectations, 
1.e., to conform to society’s norms or negative stereo- 
types. However, there are those in society who pro- 
vide us with powerful models of what aging should be 
and of what effective aging is, for effective aging 1s not 
the same as aging graciously. Francis J. Braceland, 
M.D., is quite an extraordinary model from whom we 
can learn if we can permit ourselves to do so. New 
knowledge obtained through research on aging and the 
self-knowledge that comes from interactions with the 
aged could eradicate the social and personal pathology 
of ageism. One by-product would be a renewed appre- 
ciation of the significance of life, including the later 
years, of which Montaigne wrote so movingly: 


Especially at this moment, when I perceive that my life 
is so brief in time, I try to increase it in weight; I try to 
arrest the speed of its flight by the speed with which I 
grasp it, and to compensate for the haste of its ebb by my 
vigor in using it. The shorter my possession of life, the 
deeper and fuller I must make it. 
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Private Psychiatric Hospitals: “Excellence Is Their Watchwora 


BY ROBERT W. GIBSON, M.D. 


Throughout their history private psychiatric hospitals 
have been a major force in psychiatry, and their 
humanistic concern for the mentally ill has resulted in 
numerous innovations in treatment. Over the past two 
decades the sharp increase in psychiatric patient care 
episodes has resulted in a greater reliance on private 
psychiatric hospitals, and they have responded by 
modifying their role, broadening the spectrum of 
patients served, and developing alternatives to 
inpatient treatment. In addition to continuing to 
provide high-quality inpatient care, private psychiatric 
hospitals in the future should expand various 
alternatives to such care, explore opportunities for 
collaboration with other health care systems, and 
provide more patient services to the underserved. 


ALTHOUGH private psychiatric hospitals accounted for 
only 3% of the total patient care episodes in 1975 (1) 
and have probably never provided more than 5% of 
that care, they have been and continue to be a major 
force in psychiatry. During the 1800s a small group of 
psychiatric hospitals, by their espousal of the moral 
treatment of the insane, were instrumental in bringing 
patients out of the almshouses, attics, and prisons. 
John S. Butler, M.D., who served from 1843 to 1873 as 
the fourth Superintendent of the Hartford Retreat 
(now the Institute of Living), was a leader in the move- 
ment toward humanitarian care of the mentally ill. De- 
scribing his visit in 1842, the year before Dr. Butler 
moved to the Hartford Retreat from the state hospital 
in Boston, Charles Dickens marveled that 


patient in this asylum sits down to dinner every day 

a knife and fork. and in the midst of them sits the 
gentleman [Butler] whose manner of dealing with the 
charges I have just described. ... At every meal moral 
influence alone restrains the more violent among them 
from cutting the throats of the rest: but the effect of that 
influence 1s reduced to an absolute certainty and is found 
even aS a measure of restraint to say nothing of it as a 
means of cure, a hundred times more efficacious than all 
the strait waistcgats, fetters, and handcuffs that igno- 
rance, prejudice, and cruelty have manufactured since the 
creation of the world. (2, p. 87) 


eve 


Dr. Gibson is Medical Director and Trustee, Sheppard and Enoch 
Pratt Hospital, Towson, Md. 21204, 
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In 1948, when Albert Deutsch wrote Fir 
the States (3), this same humanistic cew. 
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A CHANGING MENTAL HEALTH DEIJ ° 
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PRIVATE PSYCHIATRIC HOSPITALS 


“between 20 and 32 million Americans need some kind 
of mental health care at any one time” (p. 4). As a 
consequence, 


The current direct cost of providing mental health serv- 
ices is about $17 billion a year. The social cost, when mea- 
sured in terms of lost wages and a shortened life span, is 
estimated to be another $20 billion. (p. 4) 


And beyond these statistics, 


There are millions more who seek help for emotional 
probiems elsewhere, especially from their personal physi- 
clans or from health care clinics. For example, 15 percent 
of patients seem in general medical practice are found to 
have psychiatric or emotional problems. At any given 
time, 25 percent of the population is under the kind of 
emotional stress that results in symptoms of depression or 
anxiety. (pp. 4-5) 


The increase in patient care episodes should contin- 
ue. The need is there, and progress is gradually being 
made to overcome the stigma that impedes the treat- 
ment of mental illness. The trend toward greater re- 
liance on community mental health centers, general 
hospitals, and private psychiatric hospitals is appropri- 
ate. The financing of mental health care is grossly in- 
adequate but is improving slowly. Improved financial 
resources should reduce the dependence on govern- 
ment institutions, and state mental health programs 
are making a deliberate effort to shift care toward the 
private sector. Private psychiatric hospitals are al- 
ready modifying their role and can be expected to do 
so without compromising quality. 


CHANGES IN PRIVATE PSYCHIATRIC HOSPITALS 


Until 1972 the numbers of patients served by private 
psychiatric hospitals and the distribution between in- 
patient and outpatient services were relatively stable. 
Bethel (6) reported that during the period 1968-1971 
the number of hospitals stayed at about 150. The num- 
ber of inpatients in residence at year-end varied only 
from about 10,200 to 11,000; annual admissions fluc- 
tuated from a low of about 87,000 in 1970 to a high of 
92,000 in 9. Changes in the distribution of admis- 
sion diagnoses were slight, with depressive disorders 
accounting for approximately 40% of the total and 
schizophrenic reactions for 20%. However, there was a 
trend toward the admission of younger patients; pa- 
tients under age 25 at the time of admission constituted 
18% of all admissions in 1968 and 24% in 1971. 

Substantial changes began to occur during the peri- 
od 1972-1975, when the number of hospitals increased 
to 180, the number of inpatients in residence at year- 
end rose 10% to about 11,500, and annual admissions 
rose to 130,000. The growth in the number of hospitals 
was due largely to new investor-owned hospitals. By 
1975 nearly two-thirds of all private psychiatric hospi- 
tals were operated by corporations, individuals, or 
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partnerships on a for-profit basis, with the other third 
operated by not-for-profit groups, including church 
foundations. The greatest number of hospitals and 
beds was concentrated in the mid-Atlantic region, with 
the smallest number in the Northwest. Private psychi- 
atric hospitals in New England had the greatest number 
of beds per 100,000 U.S. resident population. About 15 
states had no private psychiatric hospitals, and 11 
states had only 1; California had 27, and New York 
had 14 (7). 

Although private psychiatric hospitals are organized 
to provide inpatient care, alternatives to inpatient 
treatment are being developed. Between 1971 and 1975 
admissions to private psychiatric hospital outpatient 
programs increased 80%, day treatment, 67%; and in- 
patient care, 44% (8). By 1975, of a total of about 180 
private psychiatric hospitals, 42% provided day treat- 
ment; 35%, outpatient care; 24%, emergency services; 
and 8%, halfway houses (9). 


CHARACTERISTICS OF THE PRIVATE 
PSYCHIATRIC HOSPITAL—1975 


In an effort to clarify the role of the private psychiat- 
ric hospital in the mental health delivery system, the 
National Institute of Mental Health and the National 
Association of Private Psychiatric Hospitals jointly 
conducted a survey of one month’s admissions to pri- 
vate psychiatric hospitals (10). This study yielded in- 
formation from three-fourths of the hospitals sur- 
veyed, making it reasonably representative of the to- 
tal. During May 1975, the month surveyed, 7,864 
people were admitted to the inpatient services of 139 
private psychiatric hospitals. . 

Of the total number of patients admitted, 42% had 
depressive disorders; 22% had schizophrenia; 9% had 
alcohol disorders; 6% had adjustment reactions of 
adolescence, adulthood, or late life; and 5% had per- 
sonality disorders. The remaining 16% suffered from 
drug disorders, organic brain syndrome, childhood 
disorders, and neuroses excluding depressive states. 
About 45% of the patients admitted were male and 
55% female. The trend toward younger patients con- 
tinued, with 27% under 25 years of age, 37% geed 
25-44, 27% aged 45-64, and 10% 65 years old 
(10). 

The survey indicated that the three major referra 
sources of all inpatient admissions were private psy- 
chiatrists (44%), followed by self, family, or friends 
(24%) and by other physicians (11%). Approximately 
three-fourths of the patients admitted reported pre- 
vious psychiatric care. Thirty-nine percent had re- 
ceived previous inpatient care in the same hospital to 
which they were admitted, and 30% had received in- 
patient care in another psychiatric hospital (10). About 
3 out of 10 patients had seen private psychiatrists, and 
more than 1 out of 10 had had other types of: non- 
inpatient psychiatric care. This suggests that most of 
the patients admitted posed serious therapeutic prob- 
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lems and many had been treatment failures. 

The types of psychiatric treatment most frequently 
received by the patients in the survey were individual 
psychotherapy (90%), drug therapy (83%), group psy- 
chotherapy (61%), family therapy (20%), and elec- 
troconvulsive therapy (8%). Ninety-four percent of the 
patients received two or more types of treatment, and 
about 70% received three or more types. The median 
number of days spent in the hospital was directly re- 
lated to the number of treatments, presumably be- 
cause of the greater severity of illness in those patients 
receiving multiple therapies. Patients receiving one 
type of treatment stayed a median of 8 days, two types 
17 days, three types 21 days, four types 25 days, and 
five or more types 31 days (10). 

Staff-patient ratios are too gross to be an indicator of 
the quality or adequacy of treatment programs. Many 
factors are not taken into account in such an index— 
for example, the patient mix in terms of age, diagnosis, 
or severity of condition, and the type and intensity of 
the program. Nevertheless, comparisons of staff-pa- 
tient ratios for the various types of mental health facili- 
ties do illustrate major differences in the intensity of 
patient care and give some indication of the level of 
care in private psychiatric hospitals. 

According to Taube and Witkin (11), in January 1974 
the staff-patient ratio for all private mental hospitals in 
full-time equivalents of staff per 100 average resident 
patients was 204 total staff, with 124 patient-care staff 
(66 professional and 58 other). Not-for-profit private 
hospitals had a ratio of 238 total staff compared with 
173 total staff in investor-owned hospitals; there were 
140 patient-care staff in not-for-profit hospitals com- 
pared with 110 in investor-owned hospitals. Within the 
nonpublic general psychiatric hospital units the total 
number of staff per 100 patients was 130, with 115 pa- 
tient-care staff (65 professional and 50 nonprofes- 
sional). In state and county mental hospitals the total 
staff per 100 patients was 88, with 57 patient-care 
staff (18 professional and 39 other). 

Of the May 1975 admissions to private psychiatric 
hospitals, about 95% of the patients were discharged in 
4 months or less. Over 90% of all patients were dis- 
charged within 12 weeks, with 23% in 7 days or less, 
i17% in 8-14 days, 25% in 15-28 days, 14% in 29-42 
days) 13% in 43-84 days. Of the patients dis- 
cha7Zed, about half had been referred to private psy- 
“Chiatrists for further treatment and one-fourth to out- 
patient psychiatric clinics or services (10). 

In summary, about two-thirds of the patients admit- 
ted had depressive disorders or schizophrenia, Over 
half were referred by psychiatrists or other physicians 
and one-fourth by self, family, or friends. Most pa- 
tients had had previous psychiatric treatment, often in- 
patient care. Psyehotherapy (individual, group, and 
family) and drug therapy were the principal treatment 
modalities, with the vast majority receiving multiple 
therapies. Staff-patient ratios were generally higher in 
private psychiatric hospitals than in other mental 
health facilities, with the not-for-profit hospitals high- 
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PRIVATE PSYCHIATRIC HOSPITALS 


sources of financial support such as Blue Cross, com- 
mercial carriers, and personal payment. 

State mental health systems, particularly state hos- 
pitals, have come under intense pressure as the cost of 
health care has escalated and budgets have not kept 
pace. This has caused an erosion of resources avail- 
able to the hospitals and has provided only limited 
funds for new outpatient and day treatment services in 
the community. Deinstitutionalization programs all 
too often have been imposed by politicians with the in- 
tent of cutting costs rather than meeting the needs of 
patients. The leaders of many state mental health pro- 
grams have recommended that rather than being direct 
providers of care, states should assume the initiative in 
identifying needs, planning, coordinating, determining 
priorities, setting standards, allocating resources, and 
evaluating. Despite the problems, many state pro- 
grams are excellent. As direct providers of care the 
state systems potentially are in the best position to 
provide programs that fill needs not currently met by 
the private sector. In many instances these efforts can 
be enhanced by collaborative arrangements with pri- 
vate hospitals, general hospitals, and community men- 
tal health centers. 


ROLE OF THE PRIVATE PSYCHIATRIC HOSPITAL 


The main purpose of the private psychiatric hospital 
is to serve the patient. Many private hospitals, as col- 
lateral purposes, engage in teaching, research, and 
community consultation. Most private psychiatric 
hospitals strive for excellence that goes beyond simply 
meeting needs at an acceptable level of quality. As a 
consequence, they have, over the years, served as 
models against which to measure other programs. 

In private psychiatric hospitals, treating the men- 
tally ill is not simply one of many specialty services as 
it is in the general hospital. Even though private hospi- 
tals are expanding day treatment and outpatient pro- 
grams, the emphasis continues to be on the inpatient 
treatment of individuals with severe psychiatric dis- 
orders, whereas community health centers stress 
emergency, crisis intervention, outpatient, and day 
treatment services. This allows the private psychiatric 
hospital #7 maintain programs to meet the needs of 
patients with more severe psychiatric disorders that 
require more specialized care. 

Because of the emphasis on the treatment of psychi- 
atric patients, the private psychiatric hospital is so or- 
ganized that the institution becomes a therapeutic in- 
strument in its own right. There has been a natural 
evolution from the moral treatment of the 1800s to the 
therapeutic community of the mid-1900s. The private 
psychiatric hospital provides the setting and resources 
for a coordinated treatment program in which most pa- 
tients receive multiple therapeutic modalities. The po- 
tential is greater for definitive treatment beyond crisis 
intervention and symptom removal. 

- The private psychiatric hospital has an advantage 
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over other types of facilities in preserving a m Oe 
rect relationship with the patient. A higher deg, 
confidentiality can be maintained despite the’, 
croachment of some third-party payers and govi a- 
ment requirements. The greater freedom of choice ev- 
hances the patient’s capacity to develop a therapeutic 
alliance. The direct relationship to those they serve 
has made private psychiatric hospitals more directly 
accountable to the patient than is usually possible in 
large public systems dominated by the political proc- 
ess and government bureaucracy. 

As part of the private sector, private psychiatric 
hospitals have relied on revenue from patient care as 
their major source of funding. Of the total admissions 
to private psychiatric hospitals in 1975, the principal 
sources of payment were as follows: Blue Cross, 37%; 
commercial insurance, 30%; Medicare, 11%; other 
types of government payment, 10%; and personal pay- 
ment, only 6% (12). This reliance on revenues from 
services to patients has made private psychiatric hos- 
pitals cost conscious and has stimulated the develop- 
ment and refinement of management services. As part 
of the private sector, they have retained close ties with 
the majority of private psychiatrists, some 2,000 of 
whom serve as staff and resident psychiatrists, with 
several thousand more on attending or courtesy staffs. 

Private psychiatric hospitals have struggled against 
such external regulation as the growing requirements 
of health planning, certification of need, and govern- 
ment third-party funding. The constraints are consid- 
erably greater than they were 10 years ago, but the 
private psychiatric hospital still has a greater flexibility 
and opportunity for self-determination than do most 
other psychiatric institutions. With its multiple funding 
sources, the private psychiatric hospital has greater 
latitude in responding to the dictates of third-party 
payers. Addressing the National Association of Pri- 
vate Psychiatric Hospitals, Dr. Braceland noted, 
‘‘Government money is ‘soft money,’ and when econo- 
my programs are in vogue that money disappears just 
as government training and research money is dis- 
appearing now. Your hospitals are immune, for they 
should be dependent upon themselves” (13). Individ- 
ually, and through areawide and national associations, 
private psychiatric hospitals have been ng the icing 


cates and effective leaders in influencing the {nding 
policies of government and private insurers. ú 


~ 
THE FUTURE 


In the future, inpatient care of high quality for chil- 
dren, adolescents, and adults should continue as the 
hallmark of the private psychiatric hospital. Major ex- 
pansions should be made in outpatient and day treat- 
ment programs. More specialized alternatives to in- 
patient care, such as halfway houses and community 
services, are needed. To be more accessible and re- 
sponsive to community needs private psychiatric hos- 
pitals should initiate more diagnostic, evaluation, 
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emergency, and crisis intervention services. The spec- 
trum of patients served should be broadened by great- 
er emphasis on alcoholism programs, active treatment 
for the elderly, programs for the drug abuser, and spe- 
cial education for the mentally disabled. Greater in- 
volvement is needed in preventive programs of 1) con- 
sultation to community agencies, 2) public education, 
especially for those who influence others, such as ex- 
ecutives, teachers, labor leaders, judges, and politi- 
cians, and 3) counseling, school guidance, and voca- 
tional rehabilitation. 

Private psychiatric hospitals should participate ac- 
tively in continuing education for mental health profes- 
sionals and place greater emphasis on in-service train- 
ing as a method of maintaining and improving the 
quality of psychiatric care. In keeping with their em- 
phasis on excellence they should utilize, refine, and 
assess the new techniques for quality assurance. Pri- 
vate psychiatric hospitals can make significant contri- 
butions to research, particularly in the application and 
evaluation of newer therapeutic approaches. They 
should explore the opportunities for collaboration with 
public and private agencies, general hospitals, and 
state mental health systems, as well as with other 
organized health care systems such as health mainte- 
nance organizations and community mental health 
centers. AS more resources are made available through 
government and private insurers, private psychiatric 
hospitals should strive to provide more patient services 
to the underserved. 

As Dr. Braceland has so succinctly put it, “‘As to the 
future of the private mental hospitals, it is bright pro- 
viding excellence is their watchword” (13). 
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History and the Psychiatrist 


BY DAVID F. MUSTO, M.D. 


Historical consciousness is a valuable tool in 
psychiatry. History can be useful to psychiatrists by 
expanding their awareness and revealing general 
errors in the content of psychiatric knowledge, 
detecting drastic distortions that appear in the ways 
knowledge is applied to patients, helping to avoid 
mistakes in public policies that involve psychiatry and 
result from erroneous impressions of social history, 
and alerting us to possible future trends. Although 
history does not give the answers—rather, a complex 
context within which to seek them—it still has 

value for the psychiatrist. 


If psychiatry is to take its proper place in the science 
of man, it must be aware of its limitations and realize 
that it is only a part of this science, an important but a 
small part insofar as the general knowledge of man is 
concerned. To forget this is to run the danger of scientific 
imperialism ... the tendency, encountered regularly in 
the history of knowledge, to credit a special discipline 
with universal significance. The final result of such en- 
thronement is always the catastrophic dethronement of 
the apparently supreme branch of knowledge. ... The 
same danger faces psychiatry, if its popularizers become 
too enthusiastic or its enthusiasts become too popular. 


—Francis J. Braceland (1) 


FRANCIS J. BRACELAND, M.D., exemplifies the obser- 
vation that ‘‘great medical leaders [are] fully aware 
of the value of historical studies” (2, p. 32). He looks 
to history as a means for placing psychiatry in per- 
spective and into the context of the rest of society, for 
overcomiaf what he called in 1945 ‘‘one of our diffi- 
culties fn psychiatry . . . the tendency at times to oper- 
ate in a vacuum” (3). He has examined the past with 
respect and humility. His respect arises from a deep 
interest in history as history as well as from the knowl- 
edge that the materials of history are so fragile and ran- 
dom that a preconceived form can be imposed on them 
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which does not illuminate the present but becomes on- 
ly one more self-serving element in contemporary con- 
troversy. 

The understandable temptation to affect present pol- 
icies and practices is likely to distort a historical ac- 
count. Another cause of distortion is dogmatic cer- 
tainty on the part of a psychiatrist or other student of 
history that he or she knows the answer to contempo- 
rary policy questions. For such individuals, the past be- 
comes a storehouse of illuminating incidents, and con- 
venient proofs are not difficult to extract from an oth- 
erwise complex collection of opinions and raw data. 
Theoretical or ideological certainty is a sure guide, and 
its possessor an assured investigator. Therefore, those 
who are certain of contemporary injustice—or jus- 
tice—-may search the past and easily believe they have 
found confirming evidence that they can label with the 
objective emblem of ‘‘history.’’ At the very least, his- 
tory is filled with usable anecdotes. 

In the nineteenth century, history was adduced to 
prove, when taken with the certainty of clinical and 
“scientific” judgment, that the Irish or blacks were in- 
herently inferior. In the twentieth century, historical 
evidence has been chosen to ‘‘prove’’ that psychiatry 
imprisons people and molds their behavior tn order to 
assure social conformity. Of course, in the latter in- 
stance, “‘psychiatry’’ suffers from the same holistic in- 
terpretation that too often is applied to ‘‘history.’’ For 
better or worse, there is no more a unified entity of 
“psychiatry” than there is one of ‘‘history’’; beyond 
some broadly shared aims within each profession, the 
practitioners are disparate. Generalizations about ei- 
ther discipline are difficult. 

When a psychiatrist approaches history without 
some sense of psychiatry’s current limitations, pgychi- 
atry suffers as much as history. The opportyhiity to 
question contemporary assumptions, both practical 
and theoretical, is lost when the past is shaped with 
heavy hand and tidy theoretical formulae are imposed 
on superficially familiar events. The assumption is that 
truth is to be found in contemporary knowledge—that 
contemporary beliefs are universally true and can be 
applied to events that took place in other times and 
places. With this confidence in ourselves and our 
times, to study history means merely to harmonize 
rules of behavior with chaotic bits of information. 7 

A related assumption is that history, whether of psy- 
chiatry or not, is not relevant to decisions regarding 
psychiatric practice or policies today. All of the infor- 
mation and political wisdom required for the best pos- 
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sible decisions is present in a narrow band of time ex- 
tending back no farther than the lifespan of the eldest 
in a group or bureaucracy. To believe that the present 
day has the elements for answers to social problems is 
rarely a conscious rejection of history: it is more often 
a simple lack of awareness that prevents us from con- 
sidering the past beyond our own memories. 

More than most other medical specialties, psychia- 
try is closely entwined in the social and cultural mores 
of our era. Furthermore, the profession has not consis- 
tently demonstrated a self-reflective power to see 
clearly how it is influenced and, at times, severely dis- 
torted by forces within society. The failure to study 
the vicissitudes of psychiatry over time only diminish- 
es awareness of how distortion may occur. Similarly, 
ignorance about cross-cultural psychiatry tends to 
overemphasize the importance of our own cultural ex- 
pressions, leading us to perceive as universal those 
norms of behavior which are in fact characteristic only 
of our own place. 


THE VALUES OF HISTORICAL PERSPECTIVE 


To gain perspective on our own place and time is 
one of the values of a historical consciousness. Wheth- 
er there is a more practical application depends on the 
issue addressed. Sometimes this perspective appears 
to be its own reward. At other times, history may 
delay or discourage action, although this is not neces- 
sarily an unfortunate result. As the late Richard Hof- 
stadter cautioned, ““History forces us to be aware not 
only of complexity but of defeat and failure: it tends to 
deny that high sense of expectation, that hope of ulti- 
mate and glorious triumph, that sustains good com- 
batants. There may be comfort in it still” (4, p. 466). 

In the last two decades there have been many stud- 
ies that are models of sensitive reconstruction of psy- 
chiatric history, although not without application to 
the present. Prof. Gerald Grob of Rutgers University 
has published two studies, The State and the Mentally 
[ll (5) and Mental Institutions in America (6). Among 
several major contributions to the history of medicine 
and psychiatry are Prof. Charles Rosenberg’s The Tri- 
al W% the Assassin Guiteau (7), Norman Dain’s Con- 
cepts wf Insanity in the United States, 1789-1865 (8), 
gana Dain’s later Disordered Minds (9). These books 
" were written by professional historians, not psychia- 
trists. Along with other monographs they give evi- 
dence that those outside the psychiatric profession are 
becoming increasingly interested in the history.of psy- 
chiatry and of the social history that embraces psychi- 
atry. Although they deal primarily with the history of 
psychiatry, these studies are directed not just to psy- 
chiatrists but also’t® the public, policy makers, and, 
not infrequently, the most vociferous critics of psychi- 
atry. 

Historians’ attraction to what not long ago would 
have been termed the history of psychiatry and the al- 
most undisputed province of historically minded psy- 
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HISTORY AND THE PSYCHIATRIST 


social issues with which psychiatry is associated are 
reasons that ought to impel any foresighted residency 
program to include courses in the history of psychiatry 
and American social history. 


USEFULNESS OF HISTORY TO THE 
PSYCHIATRIST 


History does not often provide specific answers to 
contemporary or future problems. When an answer to 
a problem has been found, it 1s not usually forgotten: 
penicillin is still popular for pneumococcal infections. 
The more comnaon pattern is for solutions to recur and 
alternate, particularly when the problems cannot be or 
have not yet been solved. I suppose most of us will 
agree that we have a characteristic way of filtering in- 
coming stimuli and limiting interpretations of the stim- 
uli to a relatively few formulations. Within our own 
culture, explanations given for what has happened ap- 
pear so reasonable that it does not seem necessary to 
worry about perceptions from another time or place. 

History nudges us out of these adjustments to our 
surroundings, now and then to a useful extent. The oc- 
casions when a psychiatrist might find history useful 
can be categorized in at least four ways: 1) knowledge 
of the past can expand our awareness by revealing 
gross and general errors in the content of psychiatric 
knowledge, 2) drastic distortion can be detected in the 
accepted manner in which this knowledge is applied to 
patients, 3) false impressions of social history can re- 
sult in errors in public policies involving psychiatrists, 
and 4) social and intellectual history is especially valu- 
able today tn alerting us to possible dangers we may 
face in the near future as psychiatry moves closer, for 
example, to biological determinism. 


Examining Past Errors 


Obvious errors in the content of psychiatric knowl- 
edge can be found in descriptions of social questions, 
minorities, and kinds of ‘‘mental illness” that rely for 
their authority on the clinical judgment and the special 
language of psychiatry—which is not, of course, to say 
that the record of psychiatry is one of consistent error. 
When psychiatry does err, at least when viewed in ret- 
rospect, the mistake frequently appears in confirming 
contemporary attitudes in the spirit of a neighborly so- 
cial institution. Examples are found in the nineteenth 
century that are rarely debated by psychiatrists now. 
In the South, claims of inherent inferiority of blacks 
and the dangers to them of emancipation could be 
matched in the North by studies of Irish immigrants 
who were also claimed to suffer from a ‘‘constitutional 
inferiority” (13). 

Dismissing these errors as being so far in the past 
that they are irrelevant to psychiatrists today would be 
to lose the value of uncovering these past beliefs. It is 
not that psychiatrists now have a responsibility for be- 
liefs held in the past but that social conformity is a 
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danger to the scientific role and task of psychiatry 
today. So far, no drug, treatment, program, or law has 
exempted the profession from the subtle and poten- 
tially dangerous effects of having one foot in science 
and the other in the marketplace. Although criticism 
from within and without the psychiatric profession is 
not currently lacking, sensitivity to distorting forces 
are better understood when the defensiveness and po- 
lemics of the issues have long passed. In this sense, 
the more temporally remote or the less relevant the 
subject matter of a historical study, the more useful 
may be the lesson to be learned for our own debates 
and motivations. 


Dealing with Distortions 


Some of the ways in which the consensus of psychi- 
atric opinion has been false are documented by his- 
tory; even the recent past gives evidence that the pro- 
fession’s usual standards of operation, the ‘‘delivery 
system’’ as we now term it, can undergo dramatic 
shifts under extreme political pressures. If there is one 
canon of psychiatric ethics held in the highest respect, 
it must be that of preserving confidentiality. Psychia- 
trists have gone to jail rather than reveal patients’ 
statements. Psychiatrists’ offices have been burglar- 
ized because people wanting information have recog- 
nized the hopelessness of obtaining it in any other 
way. Some psychiatrists keep almost no record of 
their patients’ statements; others disguise their prog- 
ress reports in an almost incomprehensible jargon. 
Yet, in the early 1950s, prominent psychotherapists 
did provide to an academically operated ‘‘Appeals of 
Communism Project” information on patients who 
had been members of the Communist Party (14). 

The therapists were selected ‘‘by reputation, posi- 
tion, or published papers ... in social science re- 
search” (14). Thirty-five cases were studied in- 
tensively and were provided by the therapists chosen 
in this responsible manner. About half the therapists 
declined to provide cases, but ‘‘whether their refusal 
was based on lack of pertinent case records or on lack 
of willingness to cooperate’’ (14) was unclear to the 
project’s directors. There was no statement published 
indicating that these patients had consented to thieuse 
of their histories, although the published checklist of 
information requested from the therapists includes saf- 
egories that would easily identify the patients to any- 
one Knowledgeable about their party careers or public 
accomplishments. This request from competent and 
respected investigators must have been flattering, for 
the purpose was nothing less than to determine the 
family constellation that bred Communists and the de- 
fensive role of Communism in the lives of Communists. 
That the nation appeared to be in* grave danger may 
have justified this apparent breach of confidentiality, 
which at a later time might seem strange. If we take 
this incident merely as another example of how we 
have progressed, we conveniently ignore the humbling 
continuity we have with the past. 
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The Influence of Social History 


Moving from the history of psychiatric opinion and 
practice to a broader field that we might name ‘‘medi- 
cal history” or “‘social history,” many examples of in- 
accurate or inadequate accounts of the past that have 
affected later generations may be found or at least sus- 
pected. One example in drug abuse policy is the fa- 
mous historical precedent of the British system. Ac- 
cording to the most devout American believers in the 
British system, the British had a serious heroin addic- 
tion problem after World War I. The Dangerous Drug 
Act of 1920 was instituted and interpreted to permit 
the supply of heroin to those addicted. The contrast is 
often made with the reactionary United States, where 
prison sentences were being meted out to addicts, 
while in humanitarian Great Britain they were supplied 
with the drug. One of the American proponents of this 
system, Alfred R. Lindesmith, granted in 1947 that ‘‘at 
first glance it might seem that [the British System] 
would make opiates more available than they are now 
and lead to a spread of the habit (15, p. 205).’’ Profes- 
sor Lindesmith went on to say that the opposite was 
the case. 

In 1972, Brecher and the editors of Consumer Re- 
ports (16) supported this account of history in Licit 
and Illicit Drugs, and it acquired even more credibility 
because it was published as a Consumers’ Union re- 
port. The results of providing heroin to addicts were 
described as magnificent: “‘By 1935, the United King- 
dom reported to the League of Nations that there were 
only 700 addicts left in the entire country” (16, p. 121). 

Having been educated in this belief, I found the real- 
ity to be a surprise. The first correction to what has 
become a traditional account in America is that the 
British did not enact the Dangerous Drug Act because 
of any heroin problem in the United Kingdom. The 
1920 act was in response to Article 295 of the Ver- 
sailles Treaty, which required enactment of narcotic 
control laws within 12 months from the coming into 
force of the Treaty; ratification of the Versailles Treaty 
would also simultaneously signify ratification of the 
Hague Opium Convention of 1912 (17). This origin 
would help explain the complaint made in Parliament 
that.the Dangerous Drug Act was much more appro- 
priateYor America, where there was a serious narcotic 
prgblem, than for the United Kingdom. 

Examining the records of the Rolleston Commission 
in London, I found no evidence of a heroin addiction 
epidemic or even recognition of a high level of heroin 
use. The United States, especially New York City, 
was seen as the example of serious heroin addiction. 
The records of the New York City Department of 
Health reveal that almost 5,000 heroin addicts were 
registered at the city clinic in 1919-1920. Their mean 
age was in the early 20s. The Rolleston Commission a 
few years later searched for heroin addicts in Britain 
who might be studied (18). The dusty documents and 
obscure journals did not support what I had been told 
and what I read in medical school or residency. 
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must note that psychiatry and the social sciences in 
America have been exquisitely susceptible to pro- 
grams based on research, which indicates that final 
proof for their validity is just around the corner. 


COMMENT 


Reviewing the various ways in which history can be 
recommended to the psychiatrist, I recall again Rich- 
ard Hofstadter’s caution about expecting too much 
from the study of the past. As the examples I have 
given suggest, history does not so much provide ea- 
gerly sought apswers as a more complex context in 
which to make decisions. There may be comfort in it 
still. 
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The Illusion of Simplicity: The Medical Model Revisited 


BY HERBERT WEINER, M.D. 


Traditional medical models have been found to be 
linear, restrictive, and oversimplified. Only a truly 
biological model, encompassing evolutionary as well 
as molecular and cellular biology, can account for the 
complex origins, forms, and effects of disease, which 
are illustrated by a discussion of hepatitis B and slow 
virus disease. An updated biological model of disease 
takes into account predisposition to disease, the 
timing and route of infection, multiple disease forms, 
variable adaptive response, and the role of social and 
cultural factors and views disease as a failure of 
adaptation in one or more systems. Its application to 
psychiatry is shown in a discussion of stress, 
bereavement, and separation. 


FOR REASONS that resist explanation, psychiatry has 
once again asked for admittance into medicine. Over 
the years, psychiatry has repeatedly wandered off 
along paths that seem to many doctors as remote as 
exobiology is from terrestrial biology. These excur- 
sions into therapy for societies, the improvement of 
mental health or of international relations, and the di- 
agnosis from afar of psychopathology in the body poli- 
tic and politicians, for instance, seem premature, if not 
innocent, to the medical profession. 

Therefore, psychiatrists are being called back to 
their origins: we must be doctors to our patients’ 
minds and bodies, not to the ailing body politic. We 
are trained as biologists; we diagnose illness, and we 
care for the sick. We hope to alleviate suffering; occa- 
sionally we cure. These ancient concerns of physicians 
go far beyond the legal right to prescribe drugs, and 
may, psychiatrists have never broken with this tradi- 
tion. Mowever, others have wished to discard—or at 


PESI go beyond—the traditional roles that society has 


assigned to them because they are discontented with 
the medical model. 


TRADITIONAL MEDICAL MODELS 


Recent discussions about the medical model (1-4) 
have generally not*nfentioned that there is no one mod- 
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planation is that it is descriptive and not pre: ' 
example, a variety of animal or plant spec.: 
explained in part by a genetic mutation, but 1 > 
does not predict when a new mutation wE 
model of disease should allow us to predict - 
risk for a particular disease as well as wt: 
what circumstances the predisposed perse 
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to be functional, historical, and predictive. 
The third traditional model is the diagne 1 
of disease. Kety (5) has defined it as “a pro 
moves from the recognition and palliation 
toms to the characterization of a specific | 


ideal situation does not occur in nature. As <1 
edge increases, we are continually recogr z 
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tiple subforms of every specific disease, although each 
has an invariant cellular pathology; for example, sub- 
forms of Graves’ disease, essential hypertension, pep- 
tic duodenal ulcer, and gout exist. The distinctive le- 
sions of these diseases, the phenotypes, have different 
etiological or pathogenetic antecedents. Some patients 
with gout have normal levels of serum uric acid, and 
elevations of serum uric acid do not invariably lead to 
gout. Elevations of serum uric acid are produced by 
separate and distinctive enzymatic mechanisms that 
produce increased purine biosynthesis by cells or by 
the enhanced reabsorption of uric acid by the kidney 
or by a combination of both. In addition, the success- 
ful treatment of a disease does not have to depend on 
knowledge of its etiology or pathogenesis. Therefore, 
one must conclude that the diagnostic model of disease 
is idealistic, not realistic. 

The fourth traditional model of disease is the cura- 
tive one, which derives directly from the infectious 
disease and the cellular pathological models: once we 
know the singular pathogenetic cause of a disease or 
its disturbed pathophysiology, we are in a position to 
develop and launch the magic, curative bullet. Suc- 
cesses in the treatment of infectious diseases and vita- 
min deficiencies have reinforced belief in this model, 
which carries with it the hope that eventually we will 
cure all diseases. But nature is subtle and ever- 
changing. Bacteria are capable of adapting to the mag- 
ic bullet. Changing social mores may cause the gono- 
coccus to acquire plasmid DNA from Hemophilus re- 
siding in the human mouth, thereby producing 
penicillinase and becoming resistant to penicillin. 
Once we have a cure, it may not be permanent. Fur- 
thermore, most diseases cannot be cured; at most, all 
the physician can do is relieve suffering, alleviate 
symptoms, and avoid harming the patient (50% of all 
illness today is iatrogenic). Indeed, the physician’s 
relationship with the patient can be a powerful agent in 
the relief of suffering and of symptoms. In addition, 
the medical profession has traditionally had a deep re- 
sistance to prevention of disease. 

For the purposes of this discussion, I shall confine 
myself to these four models, although there are others 
(e.g., McKeown’s discussion [6] of the consequences 
of the educational model in medicine). 


TRADITIONAL MEDICAL MODELS AND 
PSYCHIATRY 


Each of the four models of disease has had its pro- 
ponents and opponents in psychiatry. In the nine- 
teenth century, the major psychiatric diseases were 
considered by many to be diseases of the brain. Early 
in this century, this belief was strongly reinforced by 
that most paradigmatic and interesting of all psychiat- 
ric disease—paretic neurosyphilis. Here confirmation 
was found of the infectious disease model when 
Schaudinn’s pale spirochete was discovered in the 
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brain. Specific therapies could be directed at it in the 
form of fever, the arsenicals, or penicillin. Lost in this 
oversimplification was the fact that the spirochete in 
its tertiary phase causes paretic neurosyphilis in some 
but tabetic neurosyphilis, aortitis, gummata of bone 
and skin, or no disease at all in others. Furthermore, 
the variable symptoms of paretic neurosyphilis taught 
many psychiatrists all of psychopathology. Nissl’s cri- 
terion for the diagnosis of paretic neurosyphilis was 
the presence not only of the spirochete but also of lym- 
phocytes in the perivascular spaces of the brain. 

We still have no explanation of the various pheno- 
typic expressions of tertiary syphilis. The variable 
symptomatology of paretic neurosyphilis is usually ex- 
plained by the interaction of the disease with the host’s 
‘personality. Nissl’s observation is generally ex- 
plained by the fact that the spirochete occasions a re- 
sponse by immunocompetent lymphocytes. 

This model of a classical psychiatric disease has im- 
pelled psychiatry to search continuously for the bac- 
terial, molecular, enzymatic, viral, and metabolic 
cause of mental illness. In another form and at another 
level of organization, this model has explained most 
psychiatric disease and its symptoms on the basis of 
specific psychological conflicts. Hysterical symptoms, 
for example, are said to have at their roots uncon- 
scious sexual conflicts or memories. This psycho- 
analytic formulation does not differ conceptually from 
the concept of the infectious disease model; it is 
merely phrased in a different language. Freud’s initial 
concept of the hysterical symptom was modeled after 
the identification of a pathopsychological factor, just 
as much of medicine seeks the explanation of disease 
in pathophysiological terms after disease onset. Later 
it was recognized that every symptom is multiply de- 
termined, and an important dimension—the develop- 
mental one—was added to our understanding of symp- 
toms. 


Objections to the Traditional Models 


Freud (7) also added to our knowledge of the tax- 
onomy of specific psychiatric disease, and of persons, 
by studying character structure. Gradually the line be- 
tween the cluster of symptoms and the character struc- 
ture of the patient has become obscured; a hysterical 
patient is said to be at risk for hysterical symptoms 
and his or her suggestibility can be used to advantage 
to remove them. Persons in fact have symptoms and 
diseases, or, in the extreme extension of this view, no 
disease at all. Disease is seen by some as a way of 
‘‘labeling’’ people pejoratively (8). Besides, the argu- 
ment goes, people are infinitely variable; psychologi- 
cal polymorphism is limitless, so one cannot label 
people accurately. Diagnosis is frtifless, classification 
difficult. A variant of this viewpoint holds that the tax- 
onomic label is irrelevant—did Freud not state that we 
are all at root motivated by the same biological drives? 
Individuals are all fundamentally the same, according 
to this view; their problems are in essence just varia- 
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tions on the same theme, rather than diseases, so that 
treatment should focus not on diagnosis but on the 
drive that produced the conflict. 

In addition, the concept that diseases cannot be 
separated from the personality of their hosts is en- 
shrined in literature and medicine. It reaches its height 
in the work of Dunbar (9), who extended this concept 
from psychiatric to many ‘‘medical’’ diseases. More re- 
cently, Friedman and Rosenman (10) used this frame- 
work to describe the personality type at risk for coro- 
nary artery disease. Such an individual, they contend, 
has a high time-urgency, is impatient and irritable, and 
has an inner sense of being under pressure. This per- 
son may also be characterized by certain physiological 
features (11) such as a higher blood platelet count in 
whole blood, a lessened decrease in intensity of plate- 
let aggregation to norepinephrine during exercise, an 
altered lipoprotein pattern (consisting of an elevated £- 
to a-lipoprotein ratio), and elevated mean serum cho- 
lesterol and triglyceride levels. Underlying this at- 
tempt at correlation between personality character- 
istics and disease is the assumption that certain per- 
sons are predisposed to a disease by virtue of both 
their personality and their physiology. Dunbar’s ap- 
proach to the role of psychological factors in disease 
did not address itself either to questions about the initi- 
ation of a disease or to questions about the mecha- 
nisms set into operation at the onset of the disease 
and those that maintain the disease. Thus, the ques- 
tions of when and why a hard-driving (and inwardly 
driven) executive develops an attack of angina pec- 
toris or myocardial] infarction remain unanswered by 
this approach. 

In this intellectual debate, medicine and psychiatry 
have confronted each other. The former states that on- 
ly cells have diseases, the latter that only persons have 
diseases. The truth is that persons may have diseased 
cells or altered physiological functions. 


DISEASE AS A BIOLOGICAL PHENOMENON 


Medicine and psychiatry have both overlooked the 
fact that disease is a biological phenomenon. Biology 
corlsigsts of two great complementary bodies of knowl- 
edge: molecular and cellular biology and evolutionary 
iology. The first concerns itself with the origins, com- 

ponents, and structures of living things; the second 
with the manner in which organisms and populations 
of organisms behave, interact, and communicate and 
how they live in and adapt to their natural and social 
environments. In the process of successful adaptation 
some organisms survive to reproduce (12, 13). By vir- 
tue of their variable genetic composition and adaptive 
capacities some art Selected to survive and reproduce 
in particular environments. Selective advantage in 
some environments is afforded even to those whose 
genes: produce a specific molecular alteration; for ex- 
ample, hemoglobin-S in its heterozygous form pro- 
duces the sickle-cell trait. Individuals with this trait 
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The Infectious Disease Model Revisited 


Many psychiatrists have rejected the feu. < 
models of disease because they have four. 
ear, restrictive, and oversimplified. The tra... 
fectious disease, cellular pathological, anc :; o5 
models have so far been unsuccessful in 2. ..% 
schizophrenia. Nonetheless, a call has gone: 3 
chiatrists to return to these traditional meci.: ni 
(1) or to develop a model that incorporates + oce 
cal and social data in the traditional med'c. oe 
using a systems theoretical approach (2). 

A third approach consists of the develo > x 
truly biological model of disease, one that irs =. v 
the deep insights of modern genetics, virolu;;  “ 
nology, biochemistry, cellular biology, anc Cy 
physiology. However, these insights are n.i- ` .& 
if they do not also incorporate and integrs: : « 
cepts of developmental and evolutionary 5°: 

Such integration of these two bodies of’ “i 
makes the classical, linear infectious diseasso o u 
adequate, but we can replace it with a s% oY 
model that contains genetic, developmerta.. ʻi 
personal, and social elements and is well. + 3? 
by the biology of the hepatitis B virus (15) < 
virus diseases (17). 


Hepatitis B Virus 
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The prevalence of the carrier state is high in the Philip- 
pines and in parts of Europe and low in the United 
States. The virus can be transmitted horizontally from 
one person to another in a variety of ways—by blood 
transfusion, sputum, fecal contamination, a break in 
the skin, and probably by a variety of insect vectors, 
such as mosquitoes and bed bugs. The virus may also 
be transmitted vertically; women with this form of vir- 
al hepatitis just before or during delivery or women 
who are carriers of the virus may pass it on to their 
children, who in turn become carriers. However, this 
mode of transmission occurs only in some popu- 
lations. 

Most people who have hepatitis B virus remain car- 
riers and do not develop any of the variety of diseases 
associated with it. However, the carrier state some- 
times produces subclinical disease and mild biochemi- 
cal abnormalities of liver function tests. At other 
times, the carrier state is not characterized by any de- 
tectable abnormality, but it is associated with the abili- 
ty to form an antibody against one component, the 
core of the virus, and with the persistence of that anti- 
body and of another viral antigen in the bloodstream of 
the carrier. The ability of carriers to transmit the virus 
is probably genetically controlled; some carriers are 
able to form antibodies against a third antigenic com- 
ponent of the virus and so do not transmit the virus. 
On the other hand, the virus may not even contain this 
third component, in which case the risk of transmis- 
sion is reduced. 

The hepatitis B virus may cause or be associated 
with a variety of diseases: 1) acute hepatitis, from 
which the patient may recover or which may go on to 
2) chronic hepatitis; 3) chronic hepatitis not preceded 
by acute hepatitis; 4) any of a variety of diseases asso- 
ciated with immunological abnormalities or defi- 
ciencies that may enhance the presence of the virus in 
the blood; 5) the depositing in small blood vessels of 
complexes formed by the antigens of the virus and the 
antibodies of the host; and 6) primary hepatic carcino- 
ma. Several factors determine which disease a person 
develops. Blumberg (16) suggested that the age at 
which the person is infected 1s one such factor—infec- 
tion in utero or in infancy may be conducive to the 
later development of hepatic carcinoma in some but 
not all persons. The form the clinical disease takes is 
determined in part by the antigenic properties of the 
virus, by the capacity of the host’s immune system to 
“recognize,” or not, the foreign nature of the antigen, 
by the host’s ability to develop antibodies against two, 
if not three, antigens of the hepatitis B virus, and by 
the timing and persistence of the antibody response. 


Characteristics of Slow Virus Diseases 


In some slow virus diseases—e.g., kuru and scra- 
pie—the host does not respond at all immunologically 
to the unconventional virus and no inflammatory re- 
sponse is observed. Other slow virus diseases, such as 
subacute sclerosing panencephalitis, are caused by 
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conventional viruses. In this disease the inciting agent, 
the measles virus, is defective; in other conventional 
slow virus diseases the host is immunologically defec- 
tive. 

Diseases produced by viruses also exemplify the 
oversimplification of the traditional cellular pathologi- 
cal model. The disease lymphocytic choriomeningitis, 
although incited by a virus, is characterized by the in- 
vasion of the meninges by a profusion of lymphocytes, 
as its name implies. However, no virus can be recov- 
ered from the brain or its coverings. The immunologi- 
cal response to the virus, present elsewhere in the 
body, produces the main lesion. If the virus is first in- 
jected into a pregnant animal, offspring later injected 
with the same virus do not show any invasion of the 
meninges by lymphocytes. 

The developmental principle—that the kind of lesion 
produced by a virus depends on the age at which the 
animal is injected with it—is also illustrated by studies 
of immunological tolerance. If embryos of a particular 
strain are inoculated with various antigens, such as 
blood or other cells, from another strain, the adult will 
be tolerant to these foreign cells. At the time of later 
challenge, the antigenic substances are accepted as if 
they belonged to the recipient, a phenomenon that 
would not occur if the same antigens were injected into 
the unprepared adult animal (18). 

The biology of lymphocytic choriomeningitis and of 
immune tolerance exemplifies the importance of the 
age at which the challenge occurs. When newborn 
mice are infected with the scrapie virus, no disease de- 
velops immediately. The virus does not replicate in 
these mice for 1 year, but when they are 18 months old, 
high titers of the virus are present in their brains and 
spleens. When mice are injected at 4 days of age or 
older, virus replication occurs immediately and kills 
70%-100% by the time they are 10 months old (19). 


Implications for the Disease Model 


These viruses exemplify important biological prin- 
ciples in disease: the role of the host’s genetic makeup 
in determining its adaptive (immunological) response, 
the host’s age at the time of challenge by the infectious 
agent, and various interactions, from none to exees- 
sive, between the virus and the host’s immune re- 
sponse to it. The biology of viruses and their inter- 
actions with the host have additional, even more inter- 
esting properties. Blumberg (16) stated that in ‘“‘the 
epidemiology of infectious agents not only the host 
and virus are factors but also the previous host or 
hosts of the agent.” The previous host may be human 
or, possibly, an insect. 

Virus infections may also have surprising soctal de- 
terminants and consequences. Paréntal infection with 
hepatitis B virus may determine the sex ratio of off- 
spring. If either parent is a carrier of hepatitis B virus 
and its surface antigen, more boys are born (20), but if 
a carrier parent has developed an antibody against the 
virus, fewer boys are born. Therefore, the virus may 
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partially determine the composition of a population 
and have effects on its economy and social structure 
and on the availability of marital partners. 

Another major insight that modern virology has pro- 
vided is that the customs of a social group may deter- 
mine viral infection with a deadly disease. This in turn 
may determine the male-to-female ratio in a population 
(17). Kuru is rare in men but common in boys, girls, 
and women. Because it is a fatal disease, men pre- 
dominate in villages where kuru is indigenous. Women 
and children used to mourn the deaths of their kin by 
engaging in the preparation and later ritual cannibalism 
of the infected brain of the departed and thus later de- 
veloped kuru. With the abolition of cannibalism, kuru 
is declining in New Guinea. 

The modern biology of virus infections therefore 
provides remarkable insights into the nature of dis- 
ease. The mode] outlined 1s complex, nonlinear, and 
broad compared to the traditional infectious disease 
model. This new model is realistic rather than idealis- 
tic and has implications for our conceptualization of 
many other diseases. In summary, It states that 

1. A pool of persons predisposed to a disease oc- 
curs in every population—the carriers. 

2. The time of life a person is infected and the route 
of infection determine in part the course and nature of 
the disease or carrier state. 

3. The same inciting agent can give rise to multiple 
disease forms, which are determined by the character- 
istics of the agent in interaction with the host. 

4, The adaptation (immune response) to the agent 
can vary quantitatively or qualitatively. 

5. The different adaptive responses determine in 
part the ultimate form in which the disease is ex- 
pressed. 

6. Social and cultural factors play a role in disease 
and are in turn influenced by it. 

7. The disease can be transmitted horizontally and 
vertically in several ways. 

We can make some generalizations on the basis of 
these conclusions. For example. the factors that pre- 
dispose to a disease are not invariantly those which 
incite or sustain it (21). In addition, in every disease 
genetic polymorphism plays a complex role. The age 
and sex of individuals determines their response to dis- 
ease. The phenotypic expression of disease is a com- 
plex product of the interaction of the agent and the 
host in which qualitative and quantitative variables in 
the adaptive-defensive responses of the host play sig- 
nificant roles. 


THE NEW INFECTIOUS DISEASE MODEL AND 
THE BIOLOGY OF DISEASE 
© e 

Our present understanding of the role that social, 
cultural, and behavioral factors play in disease is star- 
tlingly analogous to the generalizations outlined in the 
previous section. If biology is also viewed in evolu- 
tionary and cultural, rather than in only molecular and 
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istry of the brain and in behavior. Every organ system 
so far studied is affected by the separation of young 
animals from their mothers; heart and respiratory rates 
fall (38-40), and levels of brain catecholamines, nucleo- 
proteins, and enzymes such as ornithine decarboxy- 
lase diminish (41, 42). The prematurely weaned rat is 
at inordinate risk for later gastric ulceration when re- 
strained (43), and the intrinsic physiological develop- 
ment of the stomach is altered by premature separa- 
tion (S.H. Ackerman, personal communication). Pre- 
mature separation also engenders a latent regulatory 
disturbance in the animal that is only elicited by later 
restraint-stress. This regulatory disturbance consists 
of the animal’s, inability to maintain its body temper- 
ature, which is highly correlated with the production 
of gastric ulcers (44). 

The developmental principle that 1s exemplified by 
viral diseases and immune tolerance is also illustrated 
by these studies on stress. It may be extended even 
further, for it is entirely possible that some diseases 
are related to the persistence of, or reversion to, age- 
inappropriate (immature) regulatory patterns. In ano- 
rexia nervosa, age-inappropriate patterns of the lutein- 
izing hormone have been found (45), and Vaillant (46) 
documented that age-inappropriate psychological cop- 
ing patterns are significantly correlated with morbidity 
and mortality. 

The principle that a virus disease can be transmitted 
vertically—that an acquired characteristic is ‘‘inher- 
ited’’—1s also illustrated by the observation that the 
offspring of prematurely weaned animals raised to 
maturity are at increased risk for gastric ulceration 
when later restrained, despite the fact that they were 
not prematurely weaned. The risk is much greater than 
in the offspring of a normally weaned mother (47). We 
do not know the nature of this effect; however, genetic 
transmission is highly unlikely. 


SUMMARY 


I have tried to illustrate that a broad biological mod- 
el—not an outdated medical or narrow cellular or mo- 
lecular model—incorporates observations and experi- 
mental data from levels of organization as diverse as 
the cultural, evolutionary, and molecular. In this 
framework disease can be viewed as a failure of adap- 
tation that may occur in one or many systems; it is a 
biological phenomenon. Because it is a biological phe- 
nomenon, it deals with organisms in interaction with 
their natural, social, and cultural environments. Dis- 
ease Is not only a matter of a disturbance of the self- 
regulatory mechanisms within cells or of any one 
simple factor such as infection, nutritional depriva- 
tion, or the psychology of the diseased person. A mod- 
ern, biological model of disease contains elements 
with which psychiatrists have often concerned them- 
selves and is broad enough to accommodate diverse 
points of view from the molecular to the evolutionary 
level. 
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Information for Contributors 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


- Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only ifthey are in final form, i.e., 
are ready for review. Authors must not submit their papers 


before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special, arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2 ,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The ‘‘brief communication” designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the resuffs, unnec- 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 
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Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a “‘prompt pub- 
lication policy’ is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 
state their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 
ture of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion *‘for publicatien”’ in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (1% inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 


Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 


Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
‘‘Comment”’ or ‘‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘“‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 3 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual’s unpublished observations. Manuscripts that are 
actually ‘‘in press’’ may be cited as stich in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third ‘‘et al.” Abbreviations of journal 
names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 


2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 
\3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
* between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 
4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision: inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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Hallucinations... 
delusions... 
thought disorders... 

controlled —. 


Navane (thiothixene) rapidly controls hallucinations as well as the agitation 
and hostility patterns they frequently generate. 








Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders: 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 

Because Navane provides long-term outpatient control of psychotic symptoms, 
it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community. 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness? Hypotension and other cardiovascular reactions*°* are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. * 


Rapid control 
Long-term improvement 


Navane’ 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg.. 5 mg.. 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 


ROCRIG 


For prescribing information, including ad@erse reactions and A division of Ptizer Pharmaceuticals 
contraindications, please see following page of this advertisement. New York, New York 10017 
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Navane’ (thiothixene) (thiothixene hydrochloride) / 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate: 5mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules | mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane is contraindicated in patients with 
circulatory collapse, comatose slates, central nervous system 
depression due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction sfudies with Navane, there was 
some decrease in conception rate and litter size, and an increase 
in resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
tive reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body $f a relatively large muscle. The preferred 
Sites are the upper outer quadrant of the buttock (i.e. gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore; Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
ever, since Navane has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 
paradoxical further lowering of blood pressure may result. 
Nonspecific EKG changes have been observed in some pa- 
tients receiving Navane. These changes are usually reversible 
and frequently disappear on continued Navane therapy. The 
incidence of these changes is lower than that observed with 
some phenothiazines. The clinical significance of these changes 
is not known. 

CNSeffects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navanetherapy. The inci- 
dence cf sedation appears similar to that of the piperazine group 


of phenothiazines, but less than that of certain aliphatic 
phenothiazines, Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 


akathisia, and dystonia have been reported. Management of 


these extrapyramidal symptoms depends upon the type and 
severity. Rapid relief of acute symptoms may require the use of 
an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
ugents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptomsare persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch toa different antipsychotic agent, 
the syndrome may be masked. 

lt has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the 
medication is stopped at that time, the syndrome may not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocytosis. which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that death was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution — For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patient’s symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplant the injectable form 
as soon as possible. It may be necessary to adjust the dosage 


when changing from the intramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Conmentrate—In milder condi- 
tions, an initial dose of 2 mg three times daily. If indicated. a 
subsequent increase to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an initial dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. Ifindicated,an 

increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 
salivation, dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and 
maintain an open airway, since involvement of the extra- 
pyramidal system may produce dysphagia and respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
Standard measures for managing circulatory shock should be 
used (1.V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suitable drugs. Other pressor agents, 
including epinephrine, ure not recommended, since 
phenothiazine derivatives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazol should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing 1 mg, 2 mg, 5 mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane is also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 ml (4 02.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg. 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 ml (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg. and 5 mg. Each ml con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small loss 
unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 

is available in a 2 ml amber glass vial in packages of 10. Each mi 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 0.02% w/v. 
References. 1. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of 
acutely excited and agitated patients. Dis Nerv Syst 38:967-973. 
1977. 2. Bressler B, Friedel RO: A comparison between 
chlorpromazine and thiothixene in a Veterans Administration 
hospital population. Psychosomatics 12:275-277, 1971.3. Denber 
HCB, Turns D: Double blind comparison of thiothixene and 
trifluoperazine in acute schizophrenia. Psychosomatics 13:100- 
104, 1972. 4. Sterlin C, Ban TA, Lehman HE, Saxena BM: The 
place of thiothixene in the treatment of schizophrenic patients. 
Can Psychiatr Assoc J15:3-4, 1970. 5. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403, 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
phrenic outpatient in an urban community: Social and voca- 
tional adjustment. Presented as a Scientific Exhibit at the 130th 
Annual Meeting, American Psychiatric Association, Toronto, 
Canada, May 2-6, 1977. 7. 1til TM, Unverdi C, Wohlrabe J, 
Larsen V, Levitt J: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, November 12-16, 1972. 8. Dillenkoffer RL, et al: 
Electrocardiographic evaluations of schizophrenic patients. 
Presented asa Scientific Exhibit at the 125th Annual Meeting of 
the American Psychiatric Association, Dallas, Texas, May 1-4, 
1972. 9. Goldstein B, Weiner D, Banas F: Clinical evaluation of 
thiothixene in chronic ambulatory schizophrenic patients, in 
Lehmann HE, Ban TA (eds): Modern Problems in Pharmacopsy- 
chiatry. Basel, S Karger. 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medieal Department, 235 East 
42nd Street, New York, NY 10017. 


ROCRIGGR 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


THE CHILD PSYCHIATRY SERVICE 
NEW ENGLAND MEDICAL 
CENTER HOSPITAL 
TUFTS UNIVERSITY SCHOOL 
OF MEDICINE 


Presents 
A ONE DAY SYMPOSIUM 


EPIDEMIOLOGY & PREVENTION 
IN CHILD PSYCHIATRY 


Speakers 


E. JAMES ANTHONY, M.D. 
SELMA H. FRAIBERG, M.S.W. 
PHILIP JEREMY GRAHAM, M.D. 
THOMAS S. LANGNER, Ph.D. 
ARTHUR Z. MUTTER, M.D. 


Friday, November 3, 1978 
9:00 AM-5:00 PM 


New England Life Hall 
225 Clarendon Street, Boston, Massachusetts 


Advanced Registration $35 Student Registration $15 
Approved 6 Hours AMA-APA CME Credit 
Tufts Dept. of Continuing Education 


ENNETH S. ROBSON, M.D. 
Child Psychiatry Service 
New England Medical Center Hospital 
171 Harrison Ave., Boston, Mass. 02111 
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Yale University School of Medicine 
Department of Psychiatry 


Continuing Education Program 
Announces 


A PSYCHIATRY BOARD (PART II) REVIEW 
OCT. 22, 1978 


A one-day preparatory review 
Under The Direction Of 


Gerald H. Flamm, M.D. 


The workshop, to prepare psychiatrists for the American Board of 
Psychiatry and Neurology Oral Examinations (Part I1), will be 
conducted by Board Certified Yale Faculty. The emphasis will be 
on practical information to assist the candidate in understanding 
the format and objectives of the examination. 


Each participant will have an opportunity to view simulations of 
both the clinical and video components of the examination. Can- 
didates will also be instructed on optimal approaches to observing 
and discerning the critical elements from the video sections, both 
in Psychiatry and Neurology. The design of the workshop will per- 
mit each candidate to thoroughly understand the Board procedure 
for each of the three examinations. 


The tuition for the one-day course is $125. All sessions will be 
held at the Yale School of Medicine. Luncheon will be provided. 


The Yale University School of Medicine certifies that this Con- 
tinuing Medical Education offering meets the criteria for 8 credit 
hours in Category | of The Physician’s Recognition Award of the 
American Medical #ss8ciation. 


Registration information (i.e., name, address, telephone number ) 
should be sent along with a check, made payable to the “Yale 
School of Medicine” to: 

YALE UNIVERSITY SCHOOL OF MEDICINE 
Department of Psychiatry — Continuing Education Program 
34 Park St.. Room 160, New Haven, Connecticut 06510 
(203) 436-1124 


Withdrawals: Partial refund will be given when written notice is received 
at least one week prior the course. No refund will be made 
thereafter. 








THE PSYCHOPATH 
IN SOCIETY 


By ROBERT J. SMITH P 
A Volume in the PERSONALITY AND 
PSYCHOPATHOLOGY Series 

FROM THE PREFACE: 

It is precisely because the psychopath so de- 

fies our traditional mental (un)health categories 


—yet persists and even grows as a problem — 


for society—that his existence creates such a 
challenge for the theorist @nd diagnostician. | 
propose here to look at Western culture at 
large in an effort to shed light on this phe- 
nomenon... 

It is my intent and hope that this book will not 
only bring a fresh perspective to the study of 
osychopathy—and thereby be of interest to the 
professional mental health worker and theorist 
—but also be of sufficient timeliness and in- 
terest to engage a lay reader as well.... 
CONTENTS: The Evolving Definition of the Psy- 
chopath: An Example of the Sociology of Sci- 
ence. The Charm and Winning Ways of the 
Psychopath. The Search for a Constitutional 
Explanation. Social Role Learning Theory 
Formulations of Psychopathy. Cleckley and the 
Psychopath. Psychopathy: Qualitative or Quan- 
titative Entity? The Philosophy of the Market- 
place and Psychopathy. Psychopathy in Varied 
Cultures. Psychopathy and the Future. 

1978, 176 pp., $12.00/£7.80 ISBN: 0-12-652550-1 


PERSONAL CONSTRUCT 
THEORY 1977 


Edited by FAY FRANSELLA 
Presented here are papers given at the Second 
International Congress on Persona! Construct 
Theory held in Oxford in July 1977. The se- 
lected papers illustrate the imaginative ways in 
which the personal construct psychological ap- 
proach has been used in a variety of settings. 
The range of topics is wide, some emphasizing 
theory, some applications and others develop- 
ment in grid technique. Since ali,the papers 
at the Congress could not be published in one 
volume, the papers selected for presentation 
reflect the following criteria: that readers would 
not have easy access to related work of the 
authors; topic areas should be as varied as pos- 
sible; there should be an emphasis on research 
work. Abstracts of all other contributions to the 
Congress are included to indicate the wide 
range of interests of personal construct psy- 
chologists. 
1978, 284 pp., $16.15/£7.80 ISBN: 0-12-265460-9 
Send payment with order and save postage and handling. 
Prices are subject to change without notice. 


Academic Press, Inc. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 


111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
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For depressed patients who must 
function effectively in daily activities... 


AMELOR 
ip fiptyline HCI) NF 


25mg:Capsules 





Patients remain alert. 


Most depressed patients must function 
effectively in their daily activities, on the job 
or atb-me. For these patients, PAMELOR 
capsules may be an appropriate therapeutic 
choice. PAMELOR relieves depression, yet 
rarely causes daytime drowsiness. As with all 
antidepressants, however, patients should be 
cautioned against driving or operating 
hazardous machinery. 


Insomnia of 
depression begins to 
improve within a week. 


PAMELOR capsules are effective for relieving 
insomnia, a cardinal symptom of depressive 
illness. Patients begin to sleep better within 
the first week of therapy. The full therapeutic 
effect of PAMELOR is usually observed by 
the second week. 


PAMELOR therapy is 
well tolerated. 


In 90 studies, a total of 818 patients were 
treated with PAMELOR capsules. Of the 
patients who improved completely or 
markedly, over half (54%) had no side effects. 
Those who experienced side effects most 
commonly complained of dry mouth. 


For Brief Summary please see last page of this advertisement. 


SANDOZ 


PHARMACEUTICALS 
SANDOZ EAST HANOVER, N.J. 07936 


PAMELOR 


(nortriptyline HCI) NF 





25mg. Capsules 


The antidepressant for the patient who must 
remain alert and active. 


a relieves depression without causing problem daytime drowsiness 


a insomnia of depression begins to improve within a week 
a PAMELOR therapy is well tolerated 


Indications: For relief of depressive symptoms. Endogenous de- 
pressions are more likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should not be given concomi- 
tantly with MAO inhibitors or within 2 weeks of the use of this drug 
since hyperpyretic crises, severe convulsions, and fatalities have oc- 
curred when similar tricyclic antidepressants were used in such 
combinations. Cross-sensitivity with other dibenzazepines is a pos- 
sibility. Contraindicated during acute recovery period after myocar- 
dial infarction. 


Warnings: Use with caution in patients with cardiovascular disease 
because of tendency to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, arrhythmia, and strokes 
have occurred. May block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic activity, use cau- 
tiously in patients with glaucoma or a history of urinary retention. 
Patients with a history of seizures should be followed closely be- 
cause the drug is known to lower the convulsive threshold. Great 
care is required for hyperthyroid patients and those taking thyroid 
medication because of possible development of cardiac arrhythmia. 
Caution patients about possibility of impaired mental and/or physi- 
cal ability to operate a motor vehicle or dangerous machinery. Re- 
sponse to alcoholic beverages may be exaggerated and may lead to 
suicidal attempts. Safe use during pregnancy, lactation, and women 
of childbearing potential has not been established and the drug 
should not be given unless clinical situation warrants potential risk. 
Not recommended for use in children. 


Precautions: Psychotic symptoms may be exacerbated in schizo- 
phrenic patients. Increased anxiety and agitation may occur in over- 
active or agitated patients. Manic-depressive patients may experi- 
ence shift to manic phase. Hostility may be aroused. Concomitant 
administration of reserpine may produce a “stimulating” effect. 
Watch fos possible epileptiform seizures during treatment. Use cau- 
tiously with anticholinergic or sympathomimetic drugs. Concurrent 
electroconvulsive therapy may increase hazards associated with 
nortriptyline HCl. When possible, discontinue drug several days 
prior to surgery. Potentially suicidal patients require supervision and 
protective measures during therapy. Prescriptions should be limited 
to the least possible quantity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the following 
reactions be considered when nortriptyline is administered. 


Cardiovascular: Hypotension, hypertension, tachycardia, palpita- 
tion, myocardial infarction, arrhythmias, heart block, stroke. 

Psychiatric: Confusional states (especially in the elderly) with 
hallucinations, disorientation, delusions; anxiety, restlessness, agita- 
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tion; insomnia, panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of extremities; in- 
coordination, ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG patterns; tinnitus. 


Anticholinergic: Dry mouth and rarely, associated sublingual 
adenitis; blurred vision, disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary retention, delayed micturition, 
dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itching, photosensitization 
(avoid excessive exposure to sunlight); edema (general or of face 
and tongue), drug fever, cross-sensitivity with other tricyclic drugs. 


Hematologic: Bone-marrew depression, including agranulocytosis; 
eosinophilia; purpura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, epigastric dis- 
tress, diarrhea, peculiar taste, stomatitis, abdominal cramps, black- 
tongue. 

Endocrine: Gynecomastia in the male, breast enlargement and 
galactorrhea in the female; increased or decreased libido, impo- 
tence, testicular swelling; 2levation or depression of blood sugar 
levels. 


Other: Jaundice (simulating obstructive); altered liver function; 
weight gain or loss; perspiration; flushing; urinary frequency, noc- 
turia; drowsiness, dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not indicative of addic- 
tion, abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose - 25 mg. three or 
four times daily; dosage should begin at a low level and increase as 
required. As an alternate regimen, the total daily dosage may be 
given once-a-day. Elderly and Adolescent- 30 to 50 mg. per day, in 
divided doses, or the total dosage may be given once-a-day. Doses 
above 100 mg. per day and use in children are not recommended. If 
a patient develops minor side effects, the dosage should be re- 
duced. The drug should be discontinued promptly if adverse effects 
of a serious nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; solution 10 mg./5 cc. 
For more detailed information see full prescribing information. 


SANDOZ 


PHARMACEUTICALS 
SANDOZ EAST HANOVER, N.J. 07936 


SDZ-8-14 
© 1978 Sandoz, Inc. 


Montefiore Hospital and Medical Center 
Albert Einstein College of Medicine 


Announces a review of 


Clinical Neurology 
For Psychiatrists 


Under the direction of 


David M. Kaufman, M.D. 


This course is designed for psychiatrists preparing for 
Part 2 of the American Board of Psychiatry and 
Neurology. Video-taped examinations will form the 
basis of a series of lectures and demonstrations by the 
staff of the department. Practice audiovisual 
examinations will be presented 
20 hours of Category 1 credit 
will be awarded to registrants. 


Saturday and Sunday; October 7 and 8 
8:30 A.M. — 5:00 P.M. 


FOR FURTHER INFORMATION CONTACT: 


Department of Neurology 
Montefiore Hospital & Medical Center 
111 East 210th Street, New York 10467 

(212) 920-4656 





GROVE SCHOOL 


ESTABLISHED 1934 


Al residential treatment center for 


e 1.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 
e DIPLOMA AWARDED 
COLLEGE ADMITTED 
e STUDENTS: 80 
e STAFF: 50 
e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
TEACHERS: 22: 
PSYCHIATRIC SOCIAL 
WORKER 
eve INDIVIDUAL THERAPY 
SESSIONS WEEKLY 
e GROUP, RELATIONSHIP, & 
MILIEU THERAPY 






















MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upog Request 


Theory and Problems of 


Adolescent Development 
SECOND EDITION 


By DAVID P. AUSUBEL, M.D., Ph.D., 
RAYMOND MONTEMAYOR, Ph.D., 
and PERGROUHI (NAJARIAN) SVAJIAN, Ph.D, 


The Second Edition of this standard text has been 
thoroughly revised and expanded to reflect the devel- 
opmental differences in American adolescence over 
the past quarter-century. The professional literature 
of the past 25 years has been exhaustively reviewed, 
and all noteworthy new materials have been ineluded. 
The authors explain adolescence in the United States 
as a particular cultural variant of a panculiura stage 
in personality development that has universal attrib- 
utes. They describe American adolescenis in terms of 
their actual behavior in the middle 1970s, clarifying 
changes in sex role differences, attitudes toward par- 
ents, peers, school, vocational life, drugs, and sex 
mores. Chapters on cognitive, sexual, and moral de- 
velopment have been extensively revised and en- 
larged, and greater attention is paid to juvenile delin- 
quency in middle class groups. The book presents a 
unified theory of a transitional stage of personality 
development that applies to teen-agers in all cultures. 
1977, 576 pp., $19.50/£13.85 ISBN: 0-8089-1031-0 


Ego Psychology and Mental 


Disorder 


A DEVELOPMENTAL APPROACH TO 
PSYCHOPATHOLOGY 


By DAVID P. AUSUBEL, M.D., Ph.D. 
and DANIEL KIRK, Ph.D. 


The purpose of this book is to provide a theoretical 
basis for “normal” personality development, and a 
basis for understanding “abnormal” personality de- 
velopment. It identifies and delineates significant vari- 
ables influencing ego development, and its critical 
stages. Significant features of the book include: moral 
development is treated as an aspect of ego Gevelop- 
ment; the nature, development and complications of 
anxiety are considered as consequences of aberrant 
ego development; ego development is traced trom in- 
fancy to senescence; a special chapter focuses on 
black ego development; parent attitudes are con- 
sidered exhaustively as determinants of ego Gevelop- 
ment, including maternal and paternal deprivation; 
other approaches to ego development and psycho- 
pathology are compared and discussed. 

1977, 368 pp., $19.50/£13.85 ISBN: 0-8089-1004-3 

Send payment with order and save postage and handling 
charge. Prices are subject to change without notice. 

U.S. customers please note: On prepaid orders—-payment 
will be refunded for titles on which shipment is not 

possible within 120 days. 


GRUNE & STRATTON 


A Subsidiary ot Harcourt Brace Jovanovich, Publishers 


111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 70X 


Please send me the following: 

___copies, Ausubel et al.: Theory and Problems of 
Adolescent Development 

Copies, Ausubel/Kirk: Ego Psychology and Mental 
Disorder 


Check enclosed__ 


NAME. er ee 
ADDRESS: — 27 ae ee eee 
CITY/STATE (216 E 
New York residents please add sales tax. 
Direct all orders to Mr. Paul Negri, Media Dept. 
AmJrnioiPsy/9/78 


Bill me_— 
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Responsive 
to therapy... 
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For long- 
of ps 
with 


Haldol 


haloperidol) 


tabletsconcentrate/injection 





term management 
ychotic patients... 
minimal risk of 


adverse effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders 


Permits aggressive titration 


to effective dosage levels 
for optimal control” 


Usually leaves patients 
alert and responsive... 
easier to reach with supportive 
measures” 


*Not an actual case history, this situation 
illustrates the action of HALDOL 
haloperidol as reported in various clinical 
studies (available on request). 


Minimal risk of 


hypotension, oversedation, 


or troublesome 

anticholinergic effects 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


3-5,7-9 


Common side effects easily 
controlled’ 

Although extrapyramidal symp- 
toms (EPS) have beenereported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, A.A., et al.: Am. J. Psychiatry 
129:1190 (June) 1964. 3. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 
(Oct.) 1974. 5. Abuzzahab, F.S., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, H.F: Dis. Nerv 
Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


Please turn page for summary of prescribing information. 
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A rapid-acting injection for jecu emer- 
gencies: S mø per ml,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 0.2 


HALDOL (haloperidol 


concentrate 


A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


5 tablet strengths for convenience in 
incividualizing dosage: 


Img 2mg 5mg 
10 mg 


ay Ze 





tablets /concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 
Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 
Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 
Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) recei®ing anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
* frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment xperience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from ‘‘Persistent 
Tardive Dyskinesia’ except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent. 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blocd cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Ancrexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vom ting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention ard diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and ncreased depth of respiration 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohib ts dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. iy 

HALDOL tablets are manutactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNEIL McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 


CHARLES C THOMAS - PUBLISHER 


COUNSELING PARENTS OF THE MENTALLY RETARDED: 
A Sourcebook (3rd Ptg.) compiled and edited by Robert L. Noland. 
The editor presents information specifically directed at the coun- 
seling of parents of mentally retarded individuals, including the 
crucial issue of counseling at the time the parents are first told of 
‘their child’s deficiency. ’78, $11.75 


BASIC PSYCHIATRY FOR CORRECTIONS WORKERS by 
Henry L. Hartman. This text will provide a better understanding 
of the labels attached to mentally ill persons, and will also help the 
reader feel more comfortable in dealing with such persons. 78, 
$16.75 


ALCOHOLISM: The Total Treatment Approach (4th Ptg.) edited 
by Ronald J. Catanzaro. This reference guide gives a concise but 
comprehensive presentation of this complex disease and of the 


great variety of useful treatment methods and settings available. 
"77, $22.50 


MEDICAL AND PSYCHOLOGICAL ASPECTS OF DISABILITY 
(2nd Ptg.) by A. Beatrix Cobb. Information relative to diseases of 
the heart is presented in such a way as to develop a medical vocabu- 
lary and to describe the interaction of medical factors with psycho- 
social components. '77, $13.75 


THE AMERICAN ALCOHOLIC: The Nature-Nurture Contro- 
versy in Alcoholic Research and Therapy (2nd Ptg.) by William 
Madsen. Alcoholism and its variations are discussed in relation to 
biological, psychological and cultural criteria. '77, $71.50 


THE USE OF ALTERNATIVE MODES FOR COMMUNICA- 
TION IN PSYCHOTHERAPY: The Computer, The Book, The 
Telephone, The Television, The Tape Recorder by David Lester. 
Each chapter in this volume is a self-contained review of the litera- 
ture pertinent to a specific alternative mode of communication and 
includes a discussion of its unique qualities and its psychothera- 
peutic ramifications. ’77, $10.50 


RAPE INTERVENTION RESOURCE MANUAL compiled and 
edited by Patrick Mills. Possible alternatives to a rape crisis center; 
legalities involved in establishing the center; how to deal with 
minors; and material on the selection, training, and evaluation of 
the staff are only a few of the many topics discussed in this compre- 
hensive resource manual. ’77, $14.75 


HELPING THE MENTALLY RETARDED ACQUIRE PLAY 
SKILLS: A Behavioral Approach by Paul Wehman. This book de- 
scribes how to train leisure time behavior skills in the mentally 
retarded, including a selection of guidelines for developing play 
skills in the severely and profoundly retarded. ’77, $12.50 


SCHOOL CONSULTATION: Reading about Preventive Tech- 
niques for Pupil Personnel Workers edited by Joel Meyers, Roy 
Martin and Irwin Hyman. Systematically, this volume describes the 
major approaches to psychoeducational consultation in the 
schools. *77, $14.95, paper 
A 

HYPNOSIS AND BEHAVIOR THERAPY edited by Edward Den- 
grove. Developed to provide interdisciplinary contact between the 
schools of behavior therapy and hypnosis, this text covers behavior 
therapy techniques as well as experiments dealing with the effects 
of hypnosis upon conditionability and other basic phenomena. ‘76, 


$26.75 


CRISIS SERVICES FOR CAMPUS AND COMMUNITY: A 
Handbook for the Volunteer by E. Robert Sinnett. Particular atten- 
tion is devoted to actual case material in order to identify strategies 
which will enhance tlfe Possibility of lasting success of a volunteer 
program. '76, $12.50 


OBESITY: Etiology, Treatment and Management edited by Milton 
V. Kline, Lester L. Coleman and Erika E. Wick. This text deals 
with the various contributing elements that enter into both the 
psychological and physiological variables associated with over- 
weight. ’76, $21.75 


THE BIOLOGICAL BASIS OF PERSONALITY (3rd Pig.) by H. 
J. Eysenck. The author proposes a deseriptive and causal model of 
human personality which is consonant with current concepts im 
experimental psychology. °77, $18.50 


HYPNOSIS INDUCTION TECHNICS (3rd Ptg.) by Myron 
Teitelbaum. Basic methods for inducing hypnosis, determination 
of the depth of a trance, and awakening the subject are among the 
topics detailed in this self-teaching text. ‘77, $8.50 


THE MALTREATED CHILD: The Maltreatment Syndrome in 
Children—A Medical, Legal and Social Guide (3rd Ed.) by Vincent 
J. Fontana and Douglas J. Besharov. Among the text's outstanding 
features are a statistical outline of child abuse, a discussion of 
medical and social manifestations and preventive measures, and a 
review of methods of differential diagnosis. ’77, $12.50 


HUMAN NEUROLOGICAL ORGANIZATION (2nd Ptg.) by Ed- 
ward B. Le Winn. A readily accessible and collated grouping of 
basic facts pertaining to the development, clinical characteristics 
and unique features of human neurological organization is pro- 
vided. °77, $10.75 


UP FROM UNDERACHIEVEMENT by Gary S. Felton and Bar- 
bara E. Biggs. The text describes specific techniques for changing 
maladaptive patterns into success-oriented behaviors, including 
practical improvement programs related to achievement motiva- 
tion, communication skills, responsibility, and problem solving. 
‘77, cloth-$10.50, paper-$6.95 


SENSORY ISOLATION AND PERSONALITY CHANGE com- 
piled and edited by Mark Kammerman. The effects of sensory dep- 
rivation in both bed confinement and water suspension isolation 
are detailed, as are the uses of sensory isolation as a method of 
exploring the unconscious mind. '77, $12.75 


MODERN TECHNIQUES OF VOCAL REHABILITATION (5rd 
Ptg.) by Morton Cooper. This book emphasizes simplified, specific 
techniques to alleviate and/or eliminate all types of functional and 
organic dysphonias. ’77, $13.95 


THE RETARDED ADULT IN THE COMMUNITY (3rd Ptg.) by 
Elias Katz. To meet the needs of retarded adults and their families, 
the author has devised a comprehensive program in which individ- 
uals are prepared to develop normal lives away from the institu- 
tion. ’°77, $12.75 


HOMEWORK IN COUNSELING AND PSYCHOTHERAPY: 
Examples of Systematic Assignments for Therapeutic Use by 
Mental Health Professionals (2nd Ptg.) by John L. Shelton and J. 
Mark Ackerman. Examples of effective use of homework assign- 
ments for treating sex dysfunction, anxiety reactions, aggression, 
nonassertive behavior, marital discord, and depression are in- 
cluded. '76, cloth-$16.75, paper-$12.9> 


. 

ACUTE GRIEF AND THE FUNERAL edited by Vanderlyn R. 
Pine, et al. The value of the funeral in contemporary society and as 
a form for the therapeutic expression of grief is underscored 
through the multidisciplinary approach of this text. “76, $76.50 


CASE STUDIES OF THE CLINICAL INTERPRETATION OF 
THE BENDER GESTALT TEST: Illustrations of the Interpretive 
Process for Graduate Training and Continuing Professional Edu- 
cation by Clifford M. DeCato and Robert J. Wicks. Fmphasis is 
placed on illustrating a strategy by which inferences from the 
Bender Gestalt Test can be derived to arrive at formulations of 
personality development. "76, $9.75 


BECOMING A PSYCHOTHERAPIST by Jacquelin Goldman. 
Psychotherapy is seen in a general developmental frame of refer- 
ence, inviting the reader to observe and become involved m many 
of the major concerns faced in the conduct of psychotherapy. 76, 
$9.50 
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FLEXIBLE 

DOSAGE TO MEET ` 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 


or psychoneurotic anxiety, and 
anxiety associated with somatic disease’ 


Approximate Milligram Equivalency* 


AZENE ™ 
Clorazepate Chliordi- 
monopotassium Diazepam azepoxide | Oxazepam 


5 meg 10 mg 
10 mg 15 mg 
10 mg 25 meg 30 mg 
*Based upon available information from manufacturers’ package inserts, 


oan acceptable sedative profile 


Drowsiness may occur at initiation of treatment, and with dosage increments. 





3.25 mg 
6.5 mg 
13 mg 
capsules 


CLORAZEPATE MONOPOTASSIUM G 
THE"OPTION” 


a 


Establish adequate symptom control...usually in 6 days. 


— stay with switch to stay with 
t.i.d.dosage | | h.s.dosage | | 4.s.dosage 


Although the recommended starting daily dose is 6.5 mg t.i.d. or 13 mg 
h.s., patient response may require dosage ad justment. 
in elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg. 





Must the MBD child takea ` 
controlled drug in school? 














Not if hes taking 


Cylert (pemoline) æ 


Children can be cruel. Their teasing about taking noontime 
medication can cause serious problems for the child with MBD. 


Here’s how Cylert eliminates this problem: 


e Once a day dosage at home 


e Eliminates mid-day school dose 


In addition, Cylert offers these benefits: 


e Avoids ups and downs of drug action brought about by 


multiple daily dosage 


e Control of medication by the parent 


e A chewable dosage form 


e Less physician paper work (Cylert is in schedule IV) 
e Safety and efficacy proven in extensive clinical studies* 


*Copy of the Cylert Monograph available to Physicians on written request. 


When not to use medication 


Cylert should not be used for (and will not 
be effective in) simple cases of overactivity 
in school-age children. 


Neither should it be used in the child who 
exhibits symptoms secondary to environ- 
mental factors and/or primary psychiatric 


ABBOTT ! 


disorders, including psychosis. Daa ON 
The physician should rely on a complète" a 
history of the child and a thorough descrip- 
tion of symptoms from both parents and 
teacher before postulating a diagnosis 

of MBD. 


8083261 


Please see next page for Prescribing Information. 


A25 


Cylert and Cylert Chewable Tablets 
(pemoline) 
ESOR Information © 


Indications: MINIMAL BRAIN DYSFUNCTION IN CHILDREN —as 
oy el therapy to other remedial measures (psychological, educational, 
social). 

Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical, 
psychological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 
EEG may or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 
psychosocial intervention is generally necessary. When these measures alone 
are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician’s assessment of the chronicity and severity of the child’s 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to gnvironmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice.) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

Cylert failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 
use during pregnancy and lactation has not been established. 

Fertility, reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 
fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannibalization were observed when pemoline 
was given to rats at these dosage levels, beginning 14 days prior to conception. 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds toa 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, 
dizziness, heedache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients 
taking Cylert, usually after several months of therapy. These effects appear to 
be reversible upon withdrawal of the drug, and are thought to be 
manifestations of a delayed hypersensitivity reaction. There have also been a 
few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
been reported. A definite causal relationship between Cylert and these 
reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 
discontinued. 


How Supplied: Cylert (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

Cylert Chewable is supplied as monogrammed, grooved tablets in one 
dosage strength: 

37.5 mg. tablets (orange-colored) soni 
in bottles of 100 (NDC 0074-6088-13) 
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PLAN AHEAD!!! 
Order your 

1979 

Appointment Book 
Now !!! 


The “week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been developed over several years to satisfy 
the needs of as many members as possible. It 
contains a comprehensive list of addresses and 
annual meeting dates of all major organizations 
and agencies of interest to psychiatrists. Mem- 
bers who have not tried this book in the past are 
urged to do so. It is returnable within 30 days for 
a full refund if not acceptable. In addition, the 
name of the physician or hospital can be imprinted 
on the front cover for $1.00 a copy, providing 
that the order is received by July 15. 


The Pocket Size Appointment Book is also avail- 
able and can be ordered in combination with the 
Desk Appointment Book. 


Copies will be available September 1978 


DESK: $10.00 

POCKET: $6.00 

BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $ for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name 
Address cae 








City 
State Zip 
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Within one week 
A better response 
For twice as many patients 


compared to amitriptyline alone = 
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mbitrol. | 


For rapid relief of symptoms 
in moderate to severe 
depression and anxiety 


Please see last page of this advertisement for summary of product information. 





_Withinone week _ 
Twice as many patients improved-soone! 


In arigidly controlled 
nationwide multicenter study 


The rating scales agree 


L Patients respond faster 
C Limbitrol—in the first 
week approximately 2/3 of 
those who improved had 
already done so 
L] Amitriptyline—only 
about 1/3 of those who 
eventually responded had 
done so by week one 
O High correlation among all 
major indices employed includ- 
ing Physician's and Patient's 
Global Evaluations 


LIMBITROL 
AMITRIPTYLINE 
CHLORDIAZEPOXIDE 
PLACEBO 


HAMILTON SCALE 


PERCENT OF PATIENTS “IMPROVED” 


2 4 LAST OBS. 
RATING PERIOD IN WEEKS 


“Criterion for “improvement” =score 
decreased by ¥2 or more from baseline. 


BECK DEPRESSION INVENTORY 


PERCENT OF PATIENTS IMPROVED” i t*” 


2 4 LAST OBS 
RATING PERIOD IN WEEKS 


“Criterion for “improvement” =score 
decreased by Y3 or more from baseline. 


e 
< MocHE> Please see last page of this advertisement for summary of product information. 





and better than with amitriptyline alone 


a AMNION DEPRESSION SEALE  — 


REDUCTION IN SYMPTOM SEVERITY 


2 
RATING PERIOD IN WEEKS 


Reduction in severity of symptoms based 
on mean observed value at each rating period. 


BECK DEPRESSION INVENTORY 
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REDUCTION IN SYMPTOM SEVERITY 


| 2 
RATING PERIOD IN WEEKS 


Reduction in severity of symptoms based 
>n mean observed value at each rating period. 


The symptoms 
subside 


Hamilton Depression Scale Iterns 
O insomnia 

O psychic anxiety 

O somatic anxiety 

O agitation 

O suicidal ideation 

L] worthlessness 


Beck Depression Inventory Items 
Q pessimism 

O dissatisfaction 

LJ guilt 

O social withdrawal 

Q anorexia 


By week one, Limbitrol patients’ symptoms had, 
on average, improved to a point not reached 
by amitriptyline patients until week two. 


The data presented are based on a rigidly con- 
trolled nationwide multicenter study of 279 pa- 
tients with a diagnosis of primary depression with 
symptoms of depression and anxiety of moderate 
to severe degree. 


Provides the well established antidepressant 
effect of amitriptyline with the proven antianxiety effect of 


Librium’ (chlordiazepoxide HCI) i l m bitrol 


For rapid relief of moderate to severe 


depression and anxiety 





E A change for the better 
comes sooner-within one week 


Inarigidly controlled 
nationwide multicenter study 


The therapy succeeds 


C Better patient compliance 

L Lower dropout rate 
_] Despite a higher inci- 
dence of drowsiness, the 
dropout rate due to side 
effects was lower with 
Limbitrol than with amitrip- 
tyline alone (Limbitrol 4%, 
amitriptyline 13%, chlor- 
diazepoxide 1%) 
L The dropout rate due to 
therapeutic failure was 
lower with Limbitrol 
(Limbitrol 2%, amitriptyline 
6%, chlordiazepoxide 12%) 


| a 
Please see last page of this advertisement for summary of product information. 





Select dosage strength 
a for each 


initiate O Limbitrol 10-25 is recommended 
LS ; an for most patients 
= maintain O Limbitrol 5-12.5 may be indicated 
| therapy for those who do not tolerate higher 
i5 doses and for elderly patients 


Specify daily dosage 

based on symptom severity 

O An initial dosage of three tablets is 
recommended 

O Dosage may be increased to Six 
tablets or decreased to two tablets 
daily as necessary 

O Once a satisfactory response is 
obtained, evaluate response, and, if 
necessary, reduce dosage to smallest 
amount needed to maintain remis- 
sion 


Utilize dosage options to best 
accommodate individual patient needs 


O T.I.D. or O.1.D., familiar regimens 
most suited for patients who 
tolerate medication without undue 
drowsiness 

O Two tablets one hour before bed- 
time and one tablet midday may 
minimize daytime drowsiness and 
help relieve a common target 
symptom—insomnia 

LJ Entire dosage h.s. to take 
maximum advantage of the sedative 
effect 


o eè 
Tablets 10 25 each containing 10 mg chlordiazepoxide and i 
J 5 25 mg amitriptyline (as the hydrochloride salt) 
each containing 5 mg chiordiazepoxide and f 
Tablets 5-12.5 12.6 mg amanpeyline [as the hydrochloride salt) | 


For rapid relief of moderate to severe 
depression and anxiety 





Your guide to | 
patient management 


i. Oscuss with patients the probabil- 
ity taat they will experience drowsi- 
ness, especialy curing the first week. 
2. Reassure your patients that drows- 
iness is one indication that the medi- 
cation is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if 
drowsiness becomes troublesome so 
tnat, if necessary, dosage schedule 
can be adjusted or the symptom 
treated. 


4. Caution patients about the com- 
bined effects witn alcohol or other 
CNS depressants. Let them know that 
the additive effects may produce a 
harmiuil level of sedation and CNS 
cepiession. 

5, Caution patients about activities 
requirnng complete mental alertness, 
SUCN 23 Operating Nacninery or driv- 
ICG & Car. 

6 Warn pregnant patients and pa- 
tients of cnildbearing age tnat the 
safety of Limb.tre! in pregnancy has 
not yet een established. 


FeO EC tarnn’cte aretuct disclosure fer onor 
MOEN? IPG iiatenA 


Wis vol sneu'd nat be used under 
wie Wsugwiiyg Circumstances: 

» Myoersensitivity to benzodiazepines 
G facycuc ant'ceovessants. 

2? Sncuild not be given with an MAO 
innicitor. To repiace an MAO inhibitor 
with Limbitrol, discontinue MAO in- 
nioitor for a minimum of 14 days be- 
fore cautiously initiating Limbitro! 
there py. i 

3. During the acute recovery phase 
following myocardial infarction. 





For rapid redef of moderat 
depression and anxiety 
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Beide ponn BuT. Mnc censud 
COMMITS Teast Went U]N, a 
Sumy ef hish fallevic: 
iB oai kPa a Mh et otros. Cote 
Wpres HEr CLES eted a In mon ats to 
Seve ir’ Ty 
Controindienions: Known 
NYPESEM.. U Ty fo DENzZoaia7zEep Nes oF 
incycic antideoressants Do not use with 
monoamine ox-dase (MAO) innipitors or 
within 14 cays follcwing discont-ruation of 
MAO nhit tors s nce hyperpyretic cr ses, 
severe Convuis ons and deaths have 
occurred with concomitant use then 
‘initiate Cautiously qradualy increasing 
dosage urt optima, response 's 
achieved Contra rdicated during acute 
recovery chase following myacardia’ 
infarction 
ramings’ Use with great care in patients 
with history of urinary retention or 
angie-closure g'aucoma Severe 
constipation may occur n pat ents tax'ng 
tricyc Ic artidepressants and 
antichonérgic-type drugs Cose'y 
supervise la'd'ovascuiar pat ents 
(Arrhythmias, s nus tachycard a and 
proiongat on of conduction time reported 
with use of tr cycl.c antidepressants. 
especially hgn doses Myocardial 
infarction ena strese reported with use of 
this C'ass cf arugs } 
Usrgoin Prognancy: Uso of 
ming? tranguilizcrs during the 
firot trimccicr cheuld almost 
aways bo aveidcd bosause of 
inercace”d risit of congcnital 
malferinations a3 suggested in 
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Ths hst inc-udes adverse reactions rot 
reported with Limb tro Cut requiring 
cons derat on because trey have been 
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close y related drugs. 
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poor concentration dé'us'ors 
hallucinations, hypoman a ard increasea 
or decreased ! bido 

Neéuro’og.c Incoordinat on, ataxia 
nuroness tngling ana paresthesias of 
the extremies extrapyramidal 
symptoms syncope changes nEEG 
patterns 

Ant.chounergics D.s:urbance ot 
accommoaaton para ytic ieus ur rary 
retention, dilatation of urinary tract 
Allergic Skn rash, urtca™a, 
photosensitization. edema of face ana 
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inciuding agranulocytos s eosinopniia 
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The overlooked pioneer. 


Karen Horney’s theories—particularly in feminine 
psychology and the role of social and cultural forces 
in personality formation—have become so widely 
accepted that her role in formulating them is often 
overlooked. But at the height 
of her career, her repeated 
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challenges to Freudian ortho- 

In People doxy made her a center of 
controversy on both sides of 

& at the : the Atlantic. Jack Rubins’ 
2 biography—the first full- 

Lutheran length study of Horney’s life 


and work—captures all the 
drama of that era, showing 
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Ma how her thinking developed 

Da č d . and why her boldness and 

Psychiatr ic — To originality place her among 
fF = a the most important pioneers 

Care Unit ~ of psychoanalysis. Illustrated 


with photographs, $9.95 


emphasis on disorders of adolescence. KAREN 


Kiaan Hospital f Mloauhee, She Pos Gentle Rebel of 


Providing complete psychiatric care in 
a general hospital setting with special 





Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. THE Psychoanalysis 
Chairman, Department of Psychiatry AL i 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 PRESS by Jack L. Rubins, M.D. 
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NEW YORK UNIVERSITY POST-GRADUATE MEDICAL SCHOOL 
and the 


CENTER OF FORENSIC PSYCHIATRY 


in cooperation with the 


FORENSIC PSYCHIATRY CLINIC OF THE NEW YORK STATE 
CRIMINAL AND SUPREME COURTS OF MANHATTAN 


offer 


A PRACTICUM IN PSYCHIATRY AND THE CRIMINAL LAW 


Saturday and Sunday December 2 and 3, 1978 


Course Director: Richard Rosner, M.D. ° 


This course assists psychiatrists to understand better their role at the interface of psychiatry and the criminal law. It is built on 
the premise that special training is essential if psychiatrists are to function effectively in the legal arena and that such training 
can be provided in the context of an intensive lecture-discussion series. The aim is to produce practitioners of forensic psy- 
chiatry rather than physicians who have merely an intellectual grasp of the field. 


The program emphasizes practical clinical issues such as essential philosophical and procedural differences between psychiatry 
and the law, the preparation of psychiatric reports for legal purposes, competency to stand trial, insanity as a defense against 
criminal responsibilisy, pre-sentence consultation to guide judicial decisions, how to effectively confer with attorneys prior to 
court hearings, involuntary hospitalization, the right to treatment and the right to refuse treatment. 

Sessions include lectures. seminar discussions and ample opportunity for questions and informal interchange with the faculty 


Accreditation: 14 hours AMA Category | Tuition: $160 


Information: For information or brochure, telephone or write: NYU Post-Graduate Medical School, 550 First Ave.. NY 
NY 10016. 2124679-8745 
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Jne way i 
o evaluate seizure etiology 


omputerized transaxial tomography (CT scan) is an important new noninvasive techniqu 
hat can help in determining the etiology of epileptic seizures. Shown here is a single slice 
rom a color-enhanced CT scan of the brain of a patient with epilepsy. The absence of vasg 





- A proven way 
to start seizure control 


MYSOLINE 
(primidone) sgs2sssrs 

A single entity with multiple 
anticonvulsant properties 


Primidone itself has anticonvulsant activity. In addition, its major metabolite, 
phenylethylmalonamide (PEMA), exerts an anticonvulsant effect of its own 
and also enhances the anticonvulsant action of the second metabolite, pheno- 
barbital. In patients refractory to phenytoin and phenobarbital, primidone 
may prove effective as the sole therapy. ' 





Multiple indications—grand mal, 
psychomotor, and focal epileptic seizures 


In grand mal, MYSOLINE is comparable in efficacy to phenytoin and 
phenobarbital.” In psychomotor seizures, phenobarbital is rarely effective. 
In focal seizures, phenytoin used alone is not indicated*— and, according to 
Forster? MYSOLINE is markedly more effective than phenobarbital, which 
should dispel the misconception that MYSOLINE is “just a phenobarbital.” 
(See chart below.) 






































Agent Grand Mal Psychomotor Focal 
Efficacy ratings* Mysoline ++++ ++++ ++++ ° 
of anticonvulsants = ere — — 
. . ydantoinates aes i 
in epilepsy (phenytoin) +++ ++ eee 
Barbiturates 
+4 H 
~ (phenobarbital ) | K PE ai 
* Relative effectiveness. +++ + being most effective 


Adapted from Forster. F M. 3 


Consider it first for major motor epilepsies 


MYS OLINE (primidone) 


See next page for Brief Summary and references. 
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Start seizure control with 


MYSOLINE orimidone) 


Initial dose in children over 8 years of age 
and adults: 250 mg daily at bedtime 


BRIEF SUMMARY 

(For full prescribing information, see package circular) 
MYSOLINE®*® 

Brand of PRIMIDONE Anticonvulsant 

ACTIONS: MYSOLINE raises electro- or chemo- 
shock seizure thresholds or alters seizure patterns in 
experimental animals. The mechanism(s) of 
primidone’s antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its 
two metabolites. phenobarbital and phenylethylmal- 
onamide (PEMA). In addition to its anticonvulsant 
activity, PEMA potentiates that of phenobarbital in 
experimental animals. 


INDICATIONS: MYSOLINE. either alone or used 
concomitantly with other anticonvulsants. is indicated 
in the control of grand mal. psychomotor. and focal 
epileptic seizures. It may control grand mal seizures 
refractory to other anticonvulsant therapy. 


CONTRAINDICATIONS: Primidone is contraindi- 
cated in: 1) patients with porphyria and 2) patients who 
are hypersensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 
medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes 
several weeks before it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in 
human pregnancy and nursing infants are unknown. 


Recent reports suggest an association between the use 
of anticonvulsant drugs by women with epilepsy and 
an elevated incidence of birth defects in children born 
to these women. Data are more extensive with respect 
to diphenylhydantoin and phenobarbital. but these are 
also the most commonly prescribed anticonvulsants: 
less systematic or anecdotal reports suggest a possible 
similar association with the use of all known anticon- 
vulsant drugs. 


The reports suggesting an elevated incidence of birth 
defects in children of drug-treated epileptic women 
cannot be regarded as adequate to prove a definite 
cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on 
drug teratogenicity in humans: the possibility also 
exists that other factors, e.g.. genetic factors or the 
epileptic condition itself. may be more important than 
drug therapy in leading to birth defects. The great 
majority of mothers on anticonvulsant medication de- 
liver normal infants. It is important to note that anticon- 
vulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major sei- 
zures because of the strong possibility of precipitating 
status epilepticus with attendant hypoxia and threat to 
life. In individual cases where the severity and fre- 
quency of the seizure disorder are such that the re- 
moygal of medication does not pose a serious threat to 
the patient. discontinuation of the drug may be consid- 
ered prior to and during pregnancy. although it cannot 
be said with any confidence that even minor seizures 
A not pose some hazard to the developing embryo or 
etus. 


The prescribing physician will wish to weigh these con- 
siderations in treating or counseling epileptic women of 
childbearing potential. 


Neonatal hemorrhage. with a coagulation defect re- 
sembling vitamin K deficiency. has been described in 
newborns whose mothers were taking primidone and 
other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vita- 
min K, therapy for one month prior to, and during. 
delivery. 

PRECAUTIONS: The total daily dosage should not 
exceed 2 g. Since MYSOLINE therapy generally ex- 
tends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in 


substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be 
carried out in the average clinical laboratory. it is 
suggested that the presence of undue somnolence and 
drowsiness in nursing newborns of MYSOLINE- 
treated mothers be taken as an indication that nursing 
should be discontinued. 


ADVERSE REACTIONS: The most frequently oc- 
curring early side effects are ataxia and vertigo. These 
tend to disappear with continued therapy. or with re- 
duction of initial dosage. Occasionally. the following 
have been reported: nausea, anorexia. vomiting. 
fatigue. hyperirritability. emotional disturbances. sex- 
ual impotency. diplopia, nystagmus. drowsiness. and 
morbilliform skin eruptions. Occasionally. persistent or 
severe side effects may necessitate withdrawal of the 
drug. Megaloblastic anemia may occur as a rare 
idiosyncrasy to MYSOLINE and to other anticonvul- 
sants. The anemia responds to folic acid without neces- 
sity of discontinuing medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 g per day. The initial dose is 
250 mg. Increments of 250 mg are added. usually at 
weekly intervals, to tolerance. or therapeutic effective- 
ness. up to daily doses not exceeding 2.0 g. A typical 
dosage schedule for the introduction of MYSOLINE is 
as follows: 


Adults and Children Over 8 Years of Age 


Ist Week 2nd Week 

250 mg daily at bedtime 250 mg b.i.d. 
3rd Week 4th Week 

250 mg t.i.d. 250 mg q.i.d. 







In children under 8 years of age. maintenance levels 
are established by a similar schedule, but at one-half 
the adult dosage. It is best to begin with 125 mg. with 
gradual weekly increases of 125 mg a day, to a daily 
total usually between 500 mg and 750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage 
of the other drug(s) is maintained or gradually de- 
creased. This regimen should be continued until satis- 
factory dosage level is achieved for combination, or the 
other medication is completely withdrawn. When 
therapy with this product alone is the objective. the 
transition should not be completed in less than two 
weeks. 


MYSOLINE 50 mg Tablet can be used to practical 
advantage when small fractional adjustments (upward 
or downward) may be required. as in the following 
circumstances: for initiation of combination therapy: 
during “transfer” therapy: for added protection in 
periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation. allergic episodes. 
holidays, etc.). 

HOW SUPPLIED: MYSOLINE Tablets—No. 430 
—Each tablet contains 250 mg of primidone (scored), 
in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 431—Each tablet contains 50 mg of 

rimidone (scored), in bottles of 100 and 500. 

MYSOLINE Suspension—No. 3850—Each 5 ml 
(teaspoonful) contains 250 mg of primidone, in bottles 
of 8 fluidounces. 


References: 1. Woodbury, D. M.. and Fingl, E.. in 


Goodman, L. S., and Gilman, A. (eds.): The Phar- ° 


macological Basis of Therapeutics, ed. 5, New York. 
Macmillan Publishing Co.. Inc. 1975, p. 222. 
2. Rodin, E., in Conn, H. F (ed.) Current Therapy 
1977. Philadelphia. W. B. Saunders Company. 1977. 
p. 716. 3. Forster, F M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 4. Physicians’ Desk Reference, ed. 31, 
Oradell, N.J.. Medical Economics Co.. 1977, p. 1175. 
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The Brown Schools: for those in need of twenty-four 
Specialists in hour care. Services are available 


s j: š for children, adolescents, and 
Residential Treatment adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 


Tie Brown Schools has de- centers. For information, write: 
veloped a wide range of profes- Director of Admissions/ 
sional services that can be Department C-O 
utilized to implement an indi- The Brown Schools 
vidually planned residential P.O. Box 4008, 
treatment program, The degree Austin, Texas 78765. 


of structure and protection, the Toll Call: (512) 478-6662 
intensity of therapy, the methods Out of State Free: (800) 531-5305 
of education and training are From Texas Free: (800) 252-5404 
controlled and modified with the =_— 

resident’s changing needs. . 2 


Professionals in the areas of © te 
psychiatry, psychology, nursing, | Ry | 
social work, education, pre- | dr 
vocational training, speech THE "Y. Ka 


pathology, and recreation have BROWN 
developed expertise in the spe- 

cific area of residential treat- SCHOOLS 
ment. Each service area is de- 





signed as a component of an An equal opportunity employer. 

integrated therapeutic milieu. All our programs are accredited by 
The three residential treatment the appropriate Councils of the Joint 

centers of The Brown Schools Commission on Accreditation of 


provide complete programming Hospitals. 
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Psychopathology / Organic Contributions to 


AT YOUR FINGERTIPS —_ the Pathogenesis of Disordered Behavior / 
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& Robert Grenell, Consulting Editor. sonality Disorders / Psychophysiological and 


ó ‘ Other Psychiatric Disorcers / Psychiatric 
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| Cloth, $39.95 
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WHEN 
DEPRESSION 
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-(DOXEPIN HCI) 


ANTIDEPRESSANT 
Kipus oer pan EFFECTIVENESS 
Banet WITT) convenient 


My energies ebbed, 


my will to live decreased, once-q- day 


and | found myself retreating 
from the activities of life to a h e 
more introverted existence.” s osage 


15O-MG 
CAPSULE | 


E. Also available in: 

is 100-mg, 75-mg, 50-mg, 25-mg, 10-mae 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-0z) bottles 


*The total daily dosage of Sinequan, up fo 150 mag, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

+The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 





See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 





CONVENIENT ONCE-A-DAY /.s. DOSAGE 


which may improve patient compliance. The total + 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 

divided dosage schedule, up fo 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help tc relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


~ ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 


”150-MG 
CAPSULE 











generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: \t should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients shouldeilso be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higyer doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice Some of these patients have been controlled on doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
Standard anticonvulsant therapy; Nowever, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HC! equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, anc unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is availab e in 120 ml bottles with ən ag@sompanying dropper calibrated 
at 5mg, 10 mg, 15mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior te administration, SINEQUAN Oral Concentrate should be diluted with - 
approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade®, lemonade, orange juice, sugar water, Tang®, or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request. 
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. with a low incidence 


FAVORABLE BENEFIT/RISK PROFILE, 
WHICH MAY ENHANCE COMPLIANCE” 


NO 
incidence 






LOW 
incidence 













MODERATE 


incidence 





Tolerance development 
Hepatotoxic changes 


Ophthalmological changes 


Excessive weight gain 
Impotence 
Decreased libido 
Skin pigmentation 


Thyroid function changes 
Persistent tardive dyskinesia 





Sedation 


Adverse drug interactions 


Hypotension 
Hematological changes 
Lactation 

Amenorrhea 
Autonomic changes 
Skin rash 


Nonpersistent symptoms 


of tardive dyskinesia 


Extrapyramidal reactions 


*This table compiled from clinical and field reports. according to the best available information 


of adverse side effects on 


MOBAN 


molindone HCI 


e an effective antipsychotic agent 
e nota phenothiazine 





Further advantages 
with MOBAN® 


The pharmacological effect from 
a single oral dose persists for 
24-36 hours, permitting A.S. 
dosage, once the daily dosage 
level is established. 


Several clinicians have reported 
that obese patients on MOBAN" 
frequently experienced a marked 
reduction in weight toward 
normal weight. 


How to use MOBAN*® 


The usual starting dose is 

50-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. Titrate 
individually up or down depend- 
ing on patient response. Some 
chronic, treatment-resistant 
patients may require an increase 
to 400 mg/day. (However, the 
long-term safety of 400 mg/day 
has not been established.) Please 
refer to complete prescribing 
information for further dosage 
instructions. 


For complete prescribing information, please 
see next page. 


Endo Laboratories. ine. 


Garden City. New York 11530 
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Subsidiary of E | du Pont de Nemours & Co (Inc ) 


A43. i 


Patients become easier to manage on 





MOBAN 





9mg |10 mg|25 mg 
aja] a| 


molindone HCI 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


ry oe in water and alcohol and has a molecular weight of 
12.67. 


O a 
Oo N-CH2 CH2-CH3 
ln | Gi, e HCl 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oraldose— 20 mg/kg/day—10 days 
no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose— 20 mg/kg/day—10 days 


slight increase resorptions 

40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day—12 days 
no adverse effect 

10 mg/kg/day—12 days 
no adverse effect 

20 mg/kg/day— 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN® 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN® (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


Increased activity has been noted in patients receiving MOBAN® 
ae should be exercised where increased activity may be 
harmful. 


MOBAN® does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. 
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The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
Salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 

Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticularopacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 


movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—Increase to 100 mg/day in 3 or 4 days. 


—Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

].Mild—5 mg-15 mg three or four times a day. 

2.Moderate— 10 mg-25 mg three or four times a day. 

3. Severe—225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN® (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
cialysis would not be expected. (Only 2% of a single ingested dose 
cf MOBAN® is excreted unmetabolized in the urine.) 


however, poor response of the patient may justify use of these 
procedures, While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin*, 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* 3enadryl—Trademark, Parke Davis and Co. 
*Artane—Trademark, Lederle Laboratories 

* Sogentin—Trademark, Merck Sharp & Dohme 
“Akineton—Trademark, Knoll Pharmaceutical Co. 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 


éndo Labotatories, Inc. 


Subsidiary of E.|. du Pont de Nemours & Co. (Inc )- 
Garden City. New York 11530 
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The Joint Information Service of the American Psychiatric Association 


Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
r | creative mental health services for the elderly. They include: 

Creative e a novel “Neighborhood Family” providing vigorous support to esi residents of 

ental several trailer parks 
ealth ea high school for the elderly which sends its students abroad for — trips 
Services e a “Human Development Project” that focuses on responding to the psychological 


i th needs of the elderly 
or € e a carefully coordinated system of “respite hospitalization,” which promotes the 


Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
P Raymond Glasscote access to many kinds of services 
Jon E. Gudeman èe and many other innovative, successful approaches. 
Donald Mites Each program is subjected to intensive scrutiny. The resulting document becomes a 
PREFACE SY ACK WEINBERG auii handbook, and, as well, a forum through which some of the world’s most experienced 
: : practitioners of “the psychiatry of old age” present their views. 
JOINT INFORMATION SERVICE Dr. Wilma Donohue, director of the International Center for Social Gerontology, 


characterizes this volume as “a masterful job of putting everything in relief... the 
guidelines for action are right here.” 
190 pages. Casebound. Price $8.50. 








Concerned about the very bad reputation that nursing homes have received from On OME 5 


many quarters in recent years, the Joint Information Service set up a field study to ae 
visit a systematically chosen sample of nursing homes, and board-and-care homes as s Pps pe i i 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 
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Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 














Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

_ — Copies of Old Folks at Homes @ $6.50 per copy 

____ sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 

, over the regular combined price of $15.00) 

Bill me et Check enclosed 

Name ee 
Address os gee et 
fe a ll eee ee e eae 
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, “patiens lehdd (P<.09)to have a 
~ better quality of sleep than those 
“= treated with amitriptyline.” 


The overall results of the study 
indicate that both iminramine 
pamoate and amitriptyline were 
equally effective in treating neurotic 
depression. 


Before prescribing Tofranil-PM, 
please review a summary of the 
full prescribing information on the 
following page. 
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imipramine pamoate 


among tricyclics 
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Tofranil-PM" 


imipramine pamoate 


As anxiety, agitation, sleep 
disturbances, and other 
depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraindicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established: 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: ® 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

— patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold: 

—Ppatients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: It should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 
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Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 
imipramine pamoate equivalent 
to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. 

How Supplied: Tofranil-PM, and of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, Now York 10502 j 


Printed in U.S.A. (8/78) 321-81359 








PROGRAM X: 3 HOURS 3 CASSETTES $25.00 


THE USE OF PSYCHOTROPIC DRUGS IN THE 
MEDICAL AND SURGICAL PATIENT 


ANTIANXIETY AGENTS IN THE GENERAL HOSPITAL 
David J. Greenblatt, M.D. 


DRUG TREATMENT OF PSYCHOSIS IN THE 
GENERAL HOSPITAL 
Jerrold G. Bernstein, M.D 


ANTIDEPRESSANTS IN THE GENERAL HOSPITAL 
Alan J. Gelenberg. M.D 


INTRAVENOUS USE OF HALOPERIDOL FOR ACUTE 
DELIRIUM IN INTENSIVE CARE SETTINGS 
Ned H. Cassem, M.D 


THE USE OF STIMULANT DRUGS IN MEDICINE 
Thomas P. Hackett, M.D. 


PROGRAM XI: 3 HOURS 3 CASSETTES $25.00 
CURRENT CONCEPTS IN SCHIZOPHRENIA 


THE DIAGNOSIS OF SCHIZOPHRENIA 
John S. Strauss, M.D. 


APPLICATIONS OF GENETIC STUDIES IN 
SCHIZOPHRENIA 
Robert Cancro, M.D 


BIOCHEMICAL STUDIES IN SCHIZOPHRENIA 
Herbert Y. Meltzer, M.D 


ETIOLOGICAL DIVERSITY IN THE PSYCHOSES 
Steven Matthysse, Ph.D. 


THE COURSE OF SCHIZOPHRENIA 
John Docherty, M.D. 


TREATMENT OF SCHIZOPHRENIA PATIENTS 
William T. Carpenter, Jr.. M.D 


PROGRAM XII: 3:HOURS 3 CASSETTES $25.00 


FACTORS AFFECTING TRICYCLIC TREATMENT 
OUTCOME 


PHARMACOKINETICS IN PLASMA LEVEL 
MONITORING OF TRICYCLIC 
Lars Gram, M.D 


PATIENT RESPONSE, DRUG RESPONSE, AND 
DROP-OUTS: A STUDY OF 140 CONSECUTIVE 
ENDOGENOUS DEPRESSIVES 

Alexander H. Glassman, M.D 


IMIPRAMINE LEVELS: PREDICTION OF 
THERAPEUTIC DOSE 
Frederick K. Goodwin, M.D 


TRICYCLIC PLASMA LEVELS IN DEPRESSED 
OUTPATIENTS 
Donaid S. Robinson, M.D 


TRICYCLIC PLASMA LEVELS: DEFINING AN 
OPTIMAL RANGE 
Vincent E. Ziegler, M.D 


TRICYCLIC PLASMA LEVELS IN CLINICAL 
PERSPECTIVE 
John T. Biggs, M.D. 
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PROGRAM XIII: 3 HOURS 3 CASSETTES $25.00 


LITHIUM: BASIC MECHANISMS AND CLINICAL 
THERAPEUTICS 


USE OF LITHIUM IN PSYCHIATRY 
John M. Davis, M.D 


RESPONDERS AND NON-RESPONDERS TO 
LONG-TERM LITHIUM 
Paul Grof, M.D. 


LITHIUM AS AN ANTIDEPRESSANT 
J. Mendels, M.D 


LITHIUM AND ALCOHOLISM 
Donald Goodwin, M.D 


PHARMACOKINETICS OF LITHIUM: PREDICTING 
OPTIMAL DOSAGE 
Sidney Sin-Yih Chang. M.D 


PROGRAM XIV: 3 HOURS 3 CASSETTES $25.00 
GENETICS AND CLINICAL PSYCHIATRY 


GENETIC SUBTYPES OF PURE DEPRESSIVE 
DISEASE 
George Winokur, M.D 


THE IMPLICATIONS OF FAMILY HISTORY IN 
DEPRESSION 
David L. Dunner. M.D 


THE SCHIZOPHRENIA SPECTRUM 
Ronald O. Rieder, M.D 


RATIONAL GENETIC COUNSELING IN 
SCHIZOPHRENIA 
Steven Matthysse, Ph.D 


CLINICAL ISSUES IN PSYCHIATRIC GENETIC 
COUNSELING 
Steven D. Targum, M.D 


GENETIC MARKERS IN AFFECTIVE ILLNESS 
Elliot S. Gershon, M.D 


PROGRAM XV: 3 HOURS 3 CASSETTES $25.00 
STRESS AND SOCIAL PSYCHIATRY 


ETIOLOGY AND THERAPY OF STRESS: SOCIAL 
PSYCHIATRIC CONSIDERATIONS 
Jules H. Masserman, M.D. 


STRESS WITHOUT DISTRESS 
Mortimer Gherman, M.D. 


A PHILOSOPHY FOR SOCIAL PSYCHIATRY 
John L. Carleton, M.D. 


SCHIZOPHRENIA AND STRESS 
Robert Cancro, M.D. 


STRESS AND HUMAN VALUES 
Jean Tache, D.Sc. 


EDUCATION FOR HEALTH ENHANCEMENT 
Joel Elkes, M.D. 
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AV/MD Educational Programs may be tax deduct- 
ible. Titles are subject to removal from program without 
notice. Prices are subject to change without notice. 

tif Paid by Institution, please attach your purchase 
order. “N.Y. State residents please add sales tax. 
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PROGRAM XVI: 3 HOURS 3 CASSETTES $25.00 
SO-CALLED TREATMENT RESISTANT DEPRESSION 


OVERVIEW AND PATIENT CHARACTERISTICS 
Alan F. Schatzberg, M.D. 


PHARMACOTHERAPY OF DEPRESSION: 
LABORATORY METHODS 
Jonn M. Davis, M.D. 


NEW DRUGS FOR THE TREATMENT OF 
THERAPY-RESISTANT DEPRESSED PATIENTS 
Turan M. Itil, M.D 


PSYCHOTHERAPY OF THE CHRONICALLY 
DEPRESSED PATIENT 
Gerald J. Sarwer-Foner, M.D. 


PROGRAM XVII: 3 HOURS 3 CASSETTES $25.00 
SCHIZOPHRENIA: CURRENT CONTROVERSIES 


PHARMACOTHERAPY OF SCHIZOPHRENIA 
Donald F. Klein, M.D. 


SCHIZOPHRENIC DETERIORATION AND 
NEUROLEPTIC DRUG USE 
George E. Crane, M.D. 


IN FAVOR OF PSYCHOSOCIAL TREATMENT OF 
SCHIZOPHRENIA 
John G. Gunderson, M.D. 


PSYCHOTHERAPY VERSUS DRUG OUTCOME 
STUDIES: A CRITICAL COMPARISON 
Solomon Goldberg, Ph.D. 


PROGRAM XVIII: 3 HOURS 3 CASSETTES $25.00 
NEW PSYCHOPHARMACOLOGICAL TREATMENTS 


INTRAVENOUS CLOMIPRAMINE AND REFRACTORY 
DEPRESSION 
Donald L. Dudley, M.D. 


ACTION OF INTRAVENOUS CLOMIPRAMINE IN 
DEPRESSIVE STATES 
Pierre Scherrer, M.D. 


SERUM PROLACTIN LEVELS AND CLINICAL 
RESPONSE 
Herbert Y. Meltzer, M.D. 


ENDORPHIN EFFECTS ON HUMAN SUBJECTS 
Nathan S. Kline, M.D 


CALCIUM: PACE-SETTING THE PERIODIC 
PSYCHOSES 
John Scott Carman, M.D. 


CASSETTES PACKAGED IN LIBRARY BINDER 


‘These materials meet the criteria of Category V continu- 
ing education activities of the APA Continuing Medical 
Education Requirements and the AMA Physician Recogni- 
tion Award.” 
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INXIE TY 


SURVEY OF 2244 ADULTS SHOWS 
A CHANGING PICTURE OF PERSON; 


AT HIGH RISK... 


The results of an ongoing Chicago area sur- 
vey 1 reveal that, contrary to patterns of the 
past, dgy-to-day social stressors such as 
marriage, parenting and the job account for 
three to four times more symptoms of anxiety 
than do demographic factors or early emo- 
tional traumas. 

Persons with high symptomatology were de- 
fined as the top 13% of the sample. The situa- 
tions and stresses these people face in their 
lives are the variables that place them at high 
risk for anxiety. 


The Separated-from- 
Spouse Person 


Persons separated from their spouses showed 

the highest incidence—40% —of high anxiety 

symptoms of any group in the survey. Married 

persons are at lowest risk for any group, with 

i e, widowed and divorced people slightly 
er. 


The Lowest-Income, 
Least-Skilled Person 


When examined according to socioeconomic 
variables, the data reveal that persons with the 
lowest income and occupational status show 
twice as much symptomatology as the four 


t 
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Prevalence of anxiety symptoms 
by income, education, and occupational status’ 





NUMBER OF 
HIGH OTHER RESPONDEN 
Entire Sample 13% 87% 2,244 
“INCOME LEVEL 
highest—1 13% 87% 77 
2 7% 93% 267 
3 9% 91% 845 
4 13% 87% 544 
lowest—5 32% 68% 220 
*EDUCATIONAL LEVEL 
highest—1 9% 91% 143 
2 9% 91% 569 
3 1% 89% 790 
4 19% 81% 444 
lowest—5 16% 84% 294 
**OCCUPATIONAL STATUS 
(presently employed respondents) 
highest—1 5% 95% 62 
2 8% 92% 156 
3 9% 91% 534 
4 7% 93% 391 
lowest—5 18% 82% 92 
*p<.001 **p<.01 


socioeconomic levels above them, in whom 


symptomatology varied little. Moreover, high 
risk demographic variables tend to cluster: 
considered independently, women and single 
people show high symptomatology, and 75 
of the respondents in the lowest income level 
were female and 82% were unmarried. 








The Person with 3 or 
more Concurrent 
Social Stressors 


When subjects are divided into groups based 
on the number of their current social stress- 
ors, it is clear that the percentage of subjects 
with high symptomatology increases sharply 
with increasing numbers of stressors. Only 
3% of subjects with no current social stressors 
report high symptoms of anxiety; of those 
with three or more current stressors, 28% re- 
ported high symptoms (p<.001). 


High Symptoms of Anxiety and Total Number 
of Current Social Stressors' 


30 
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With High Symptoms of Anxiety 


(17/504) (51/678) (61/516) (152/546) 
Zero One Two Three plus 
Total Number of Current Social Stressors 
(p<.001 





The Marital Stressor: 


Marital/singlehood stressors had the highest 
and most significant correlation with symp- 
toms of anxiety for all groups except employed 
single women. For single men and women, dif- 
fering profiles emerge: the relationship be- 
tween these stressors and anxiety is much 
closer for men than for women. 


The Job Stressor: 


Current stressors related to the job are, after 
marital stressors, the most closely related to 
anxiety symptoms for employed married 
fathers, and are also high for single men. For 
women, married or single, there was no corre- 
lation between job and anxiety. The only sig- 
nificant correlation with anxiety for employed 
single women was financial stressors. 


The Parental Stressor: 


The interaction of current social stressors 
with demographic factors can be seen when 
the parental stressor is examined. This vari- 
able is positively correlated with anxiety in all 
mothers, but to a much more significant de- 
gree in unemployed mothers. Parental stress- 
ors are also related to anxiety in fathers, but at 
a lower correlation and with less significance 
than in employed or unemployed mothers. 


1. Iifeld FW, Jr: Persons at high risk for symptoms of anxiety. 
Presented at Excerpta Medica symposium “Clinical Anxiety/ 
Tension in Primary Medicine,” Washington, D.C., September 
1977 





who cannot cope 





WHEN LIFES STRESSORS 
LEAD TO DISABLING _ 


















When the level 
of stress or the 
number of stress- 
ors produces ex- 
cessive anxiety that 
inhibits your pa- 
tient’s functioning, 
Valium (diazepam 
can be one of your 
most valuable therapeu- 
tic allies. Valium works 
promptly and effectively to 
relieve excessive anxiety \ 
and psychic tension. The ini- | 
tial calming effect is often 
evident wi hours. Within 
days, anxiety relief is usually 
pronounced and sustained. 
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gig ai Life's stressors may 
ey _ produce a level of anxiety that 
blocks a patient's normal coping 
x responses. Preoccupied with his 





=F e 

Co r : 

= = — ET AU S ‘After 1 wot 

PS geht sheet i 4 = 2.00 

ee => N=67 After 2 weeks} 

oo eee 1.75 ° 
i- 7 > A 1.31 


symptoms, the patient may be unable to 
open up to psychotherapy. In such cases 
Valium (diazepam) can achieve a rapid re- 
sponse, which helps the patient participate. 
Reassured by the rapid anxiety relief, the pa- 
tient becomes more amenable to therapy and 
better able to help himself. When anxiety has 
reached manageable levels, Valium should be 
discontinued. ras 





Mean scoret 


The ‘patient with 
anxiety accom- 


-~~ panied by 


~~ somatic 
_ _/ symptoms 
-  / Arecent collaborative 
/ study 2 confirmed what 
_/ physicians throughout the 
world have found in clinical 
= / practice: Valium (diazepam) | 
_-___ / promptly relieves psychic and 
= / somatic anxiety symptoms. As 
= / anxious mood and tension di- 
= —_ / minished, the bodily symptoms 
that so often accompany the anx- 
-ious state were significantly re- 
duced. 


2. Data on file, Medical Department, Hoffmann- 
La Roche Inc., Nutley, New Jersey 07110 


The; patient with — 
anxiety expressed 
through functional 
symptoms 

When intense anxiety triggers CNS- 


mediated defense reactions, patients 
experience physiological effects they — 


UNTIL THE PATIENT 
CAN COPE AGAIN 


may interpret as organic illness. The prompt 
response obtained with Valium (diazepam) 
can successfully counter this anxiety-linked 
arousal. The rapid initial response to Valium 
reassures the patient and helps reduce the 
level of CNS reaction. This helps the patient 
understand the reasons for his functional 
disorders and reduces his preoccupation 
with his physical condition. 

Three dosage strengths, all in scored tab- 
lets, make it easy to adjust dosage up er 
down as needed. In patients prone to anxiety 
at bedtime, adding an h.s. dose to the b.i.d. 
ort.i.d. regimen reduces anxiety enough to 
permit sleep. 


Mean scoret 


“From the Hamilton Anxiety Scale 


pig gto ® scores: 0, not Hi ape 


4, very ae 
Statistically significant improvement 
over ns Br: and placebo 
evaluations 


Valium is usually well tolerated. Side effects 
more serious than drowsiness, fatigue or 
ataxia are rare. Of course, as with most 
CNS-acting medications, patients should be 
cautioned against drinking alcohol or driving 
while on Valium therapy. Periodic reassess- 


-ment of such therapy is also recommended. 


LIUM 


diazepam) "sm 


2-mg, 5-mg, 10-mg scored tablets 


Please see following page for a summary of product information. 
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VALIUM® 
(diazepam) 
Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Tension and anxiety states; somatic complaints which 
are concomitants of emotional factors; psychoneurotic states man- 
ifested by tension, anxiety, apprehension, fatigue, depressive 
symptoms or agitation; symptomatic relief of acute agitation, 
tremor, delirium tremens and hallucinosis due to acute alcohol 
withdrawal; adjunctively in skeletal muscle spasm due to reflex 
spasm to local pathology; spasticity caused by upper motor 
neuron disorders; athetosis; stiff-man syndrome; convulsive disor- 
ders (not for sole therapy). 
The effectiveness of Valium (diazepam) in long-term use, that is, 
more than 4 months, has not been assessed by systematic clinical 
studies. The physician should periodically reassess the usefulness 
of the drug for the individual patient. 
Contraindicated: Known hypersensitivity to the drug. Children 
under 6 months of age. Acute narrow angle glaucoma; may be 
used in patients with open angle glaucoma who are receiving 
appropriate therapy. ° 
Warnings: Not of value in psychotic patients. Caution against’ 
hazardous occupations requiring complete mental alertness. When 
used adjunctively in convulsive disorders, possibility of increase in 
frequency and/or severity of grand mal seizures may require in- 
creased dosage of standard anticonvulsant medication; abrupt 
withdrawal may be associated with temporary increase in fre- 
quency and/or severity of seizures. Advise against simultaneous 
ingestion of alcohol and other CNS depressants. Withdrawal symp- 
toms (similar to those with barbiturates and alcohol) have occurred 
following abrupt discontinuance (convulsions, tremor, abdominal 
and muscle cramps, vomiting and sweating). Keep addiction- 
prone individuals under careful surveillance because of their pre- 
disposition to habituation and dependence. 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided because 

of increased risk of congenital malformations as 

suggested in several studies. Consider possibility of 

pregnancy when instituting therapy; advise patients to 

discuss therapy if they intend to or do become preg- 

nant. 
Precautions: |f combined with other psychotropics or 
anticonvulsants, consider carefully pharmacology of agents em- 
ployed; drugs such as phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants may potentiate its ac- 
tion. Usual precautions indicated in patients severely depressed, 
or with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit dos- 
age to smallest effective amount in elderly and debilitated to pre- 
clude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypotension, 
changes in libido, nausea, fatigue, depression, dysarthria, jaun- 
dice, skin rash, ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, vertigo, urinary re- 
tention, blurred vision, Paradoxical reactions such as acute 
hyperexcited states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, stimulation have 
been reported; should these occur, discontinue drug. Isolated re- 
ports of neutropenia, jaundice; periodic blood counts and liver 
function teste advisable during long-term therapy. 
Dosage: Individualize for maximum beneficial effect. Adults: Ten- 
sion, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to q.i.d.; 
alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or 
q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10 
mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg 
b.i.d. to g.i.d. Geriatric or debilitated patients: 2 to 2⁄2 mg, 1 or 2 
times daily initially, increasing as needed and tolerated. (See Pre- 
cautions.) Children: 1 to 2¥2 mg t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 6 months). 
Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg— 
bottles of 100 and 500; Tel-E-Dose® packages of 100, available in 
trays of 4 reverse-numbered boxes of 25, and in boxes containing 
10 strips of 10; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Laboratories 
CROCHE » Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A54 


A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY ’s 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 35% discount.) 


‘| bill me |_| remittance enclosed 
Name paa 

Address 

2 Ra = ee E Y 

Send coupon to: Publications Sales 978AJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washiegton, D.C. 20009 





a consideration beyond 
efficacy alone.. 


Infrequent akathisia 
and other disablin 
extrapyramidal effects... 


The rapidly rising readmission rate among discharged 
psychotic patients is mainly due to noncompliance with 
antipsychotic drug therapy. And this, in turn, may be 
largely attributed to disabling extrapyramidal side effects, 
notably akathisia! 








Although extrapyramidal effects are characteristic of anti- 
psychotic agents in general, with Mellaril (thioridazine) 
such effects are infrequent. Adding an antiparkinsonian 
agent —which can cause its own side effects —can usually 
be avoided. Mellaril (thioridazine) is contraindicated in 
patients with severe hypotensive or hypertensive 

heart disease. 


Extrapyramidal Effects of Selected 
Antipsychotic Agents*2 


EXTRAPYRAMIDAL 
EFFECTS 


























Chlorpromazine Moderate References E 

; À 1. Van Putten T: The rising 

Perphenazine High rehospitalization rate of 
: ; psychiatric patients. 
Prochlorperazine High Scientific Exhibit, Amer- 

; : ican Psychiatric Associa- 
enne ne tion, 130th Annual 
Acetophenazine Moderate Meeting, Toronto, Canada, 

' May 2-6, 1977. 
Trifluoperazine High 


2. Byck R: Drugs and the 
treatment of psychiatric 
disorders, in Goodman LS, 


Chlorprothixene Moderate 






Thiothixene Moderate Gilman A (eds): The Phar- 
. . macological Basis of 

Haloperidol High Therapeutics, ed. 5. New 

MELLARIL York, Macmillan Publish- 







ing Co, Inc, 1975, 
pp 170-171. 


(thioridazine) Low 


*Based on antipsychotic dosage ranges 


Mellaril 


thioridazine’ 


TABLETS: 50 mg, 100 mg, 150 mg, ad 200 mg thioridazine HCI, USP 
CONCENTRATE: 100 mg per ml 
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Before prescribing or administering, see Sandoz literature for tull prod- 
uct information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotenswe heart 
disease of extreme degree. 
Warnings: Administer cautiously to patients who have previeusly ex- 
hibited a hypersensitivity reaction (€.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating central 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
as well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy, admin- 
ister only when the potential benefits exceed the possible risks to 
mother and fetus. 
Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use®epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. 
Store and dispense Concentrate below 86°F; use tight. amber glass 
bottle. Just prior to administration, Concentrate may be diluted with 
distilled water, acidified tap water, or suitable juices; preparation and 
storage of bulk dilutions is not recommended. 
Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal contusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System—Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema Skm—Der 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular System—ECG changes (see Cardiovascular Effects 
below). Other—Rare cases described as parotid swelling 
It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines: the mast com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be comsidered 
whenever one of these drugs is used. Autonomic Reactions—Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A/lergic Reactions—Fever. laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, bili- 
ary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
Significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occwrred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms.are not 
regarded as predictive. Hypotension, rarely resulting in cardiae arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks. 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue al! anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. £n- 
docrine Disturbances— Menstrual irregularities, altered libido. 
gynecomastia, lactation, weight gain, edema, false positive pregnancy 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, In- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation ih skin or 
conjunctiva and/or accompanied by discoloration of — 
scleraand cornea; stellate or irregular opacities of anterior lens 
and cornea; systemic lupus erythematosus-like syndrome \ 
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Issues Critical to the Survival of Community Mental Health 


BY JONATHAN F. BORUS, M.D. 


The author delineates some of the critical issues that 
face community mental health, with the opportunity for 
either growth and further development or regression 
into a decentralized type of custodial care. These 
issues include clarifying boundaries and priorities, 
caring for chronically ill deinstitutionalized patients, 
providing differentiated care, collaborating with the 
community, relating to the rest of psychiatry and 
medicine, defining the community psychiatrist’ s role, 
maintaining psychiatric manpower, undertaking 
evaluation research, and achieving stable funding. 
Psychiatry’s response to these issues will help 
determine the resolution of this crisis and the future 
viability and direction of community mental health. 


COMMUNITY mental health (CMH), the population- 
based, prevention-orliented, primarily publicly funded 
mental health service delivery system that has grown 
up in the United States over the last 14 years, faces a 
crisis in its development. Increasing political and sci- 
entific criticism has been coupled with significant fund- 
ing cuts at a time when this ‘‘adolescent’’ still needs 
considerable support and resources to develop in a 
healthy manner (1-5). The national climate of thera- 
peutic optimism, societal demand for distributive jus- 
tice, and personal presidential interest that created 
CMH in the early 1960s changed dramatically during 8 
years under administrations openly hostile to public 
mental health services (6). Today we again have a 
President who has a personal interest in mental health 
and who has appointed a commission to make recom- 
mendations mapping out the directions of mental 
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THE BOUNDARY PROBLEM 
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some exciting areas of productive consultation and 
collaboration with such groups as educators, urban 
planners, and police. However, by the late 1960s some 
CMH professionals began to lose perspective and, in- 
stead of providing needed services, made direct at- 
tempts under the banner of prevention to change so- 
ciety by organizing protests against social ills, telling 

*community leaders what to do, and involving them- 
selves in other activities clearly beyond their profes- 
sional expertise. They had deceived themselves into 
trying to fulfill the public illusion that psychiatry could 
solve societal problems; as is usually the case, public 
disillusionment with CMH followed shortly thereafter 
when the impossible could not be delivered. Unfortu- 
nately, in the minds of many prominent psychiatrists 
and politicians these misguided ventures of the 1960s 
persist in overshadowing the majority of CMH efforts 
aimed at improving the quality and quantity of direct 
mental health services in the country (9). 

In the late 1970s, it is essential that CMH sharpen its 
boundaries, delimit its priorities, and increase its ac- 
countability if it is to survive. As the publicly funded 
mental health service delivery system, it must recog- 
nize its primary obligation to serve first those patients 
with the most serious and debilitating illnesses whom 
the public sees as most distressed and distressing. 
CMH has fatled when it has not implemented a net- 
work of community-based services for such patients, 
and it has been most successful when it has increased 
psychiatry’s links to the previously underserved 
through a realistic delivery system of mental health 
services (5). Although CMH professionals should con- 
tribute their knowledge of normal and pathological be- 
havior to discussions of social issues important to the 
community (e.g., education, race relations) (10, 11), in 
the future they must scrupulously decline acceptance 
of tasks outside their areas of expertise, regardless of 
societal urgency or importance. 


CARE FOR CHRONICALLY ILL PATIENTS 


Community mental health centers (CMHCs), origi- 
nally proposed as alternatives to care in state hospi- 
tals, have been criticized for avoiding the difficult task 
of providing the therapeutic services necessary to 
maintain se¥erely ill and disabled psychotic patients in 
the community (1, 2, 12-14). CMHCs have often been 
unprepared or unwilling to meet the comprehensive 
service needs of the large number of chronically ill pa- 
tients returned to the community as a result of the pub- 
lic policy of deinstitutionalization. This failure has re- 
sulted in inadequate care for these patients and citizen 
backlash deleterious to reintegrating patients into the 
community (15, 16). 

If deinstitutionalization is to be more than a regres- 
sive shift of patients from the back wards to the back 
alleys, it will be a very expensive undertaking in both 
human and monetary costs. As detailed elsewhere (17, 
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18), meaningful deinstitutionalization necessitates the 
provision of a broad spectrum of services to reinte- 
grate the patient into the community. These include 
the predischarge services of discriminate evaluation 
and individual patient selection for return to the com- 
munity, assessment of family and community read- 
iness for the patient’s return, and preparation of the 
patient for the transition from hospital to community. 
Requisite services in the community include provision 
of basic subsistence needs, provision of sheltered liv- 
ing facilities, maintenance and monitoring of psycho- 
active medications, provision of appropriate mental 
health care, provision of meaningful ways to occupy 
time, and provision of supportive services to the pa- 
tient’s family and community. Recent federal legisla- 
tion mandates CMHCs to provide posthospital after- 
care as an ‘‘essential service” and to coordinate the 
multiple sources of financial, housing, mental health, 
and medical care needed by these patients (19, 20). 
CMH professionals should therefore collaborate with 
citizens’ groups to insist that responsible government 
and political officials make necessary support services 
available before hospitals are closed and large num- 
bers of patients are returned to the community. 


PROBLEM DIFFERENTIATION AND SERVICE FIT 


CMH has also been criticized as ‘‘second-class psy- 
chiatry” that substitutes quantity for quality care. Un- 
der the pressure of serving the entire population, eval- 
uations are frequently relegated to the least experi- 
enced clinicians, and a limited range of therapeutic 
services are offered in volume. The essence of ‘‘first- 
class psychiatry’’ is treatment predicated upon the 
correct evaluation of each patient’s problem and appli- 
cation of a differentiated therapeutic response to fit 
that particular problem (21). CMHCs should therefore 
use their most experienced clinicians (usually psychia- 
trists) in the evaluation process to interview or closely 
review each new patient in sufficient depth to responsi- 
bly pinpoint the diagnostic problem. 

Accurate evaluation must be followed by fitting the 
problem to the best possible treatment alternative. 
This necessitates the availability of a wide variety of 
treatment and therapist alternatives; a CMHC that of- 
fers just support, just medication, just crisis inter- 
vention, or even just psychoanalysis to all of its pa- 
tients is inherently providing second-class treatment. 
All treatment alternatives do not have to be available 
in one setting; a coordinated network of services (de- 
scribed below) can be established in which different 
therapeutic services are provided in different loca- 
tions. CMH professionals should alert citizens’ groups 
and politicians to the possible confliets between quali- 
ty and quantity care, i.e., the provision of a large quan- 
tity of inappropriate therapies is not helpful to patients 
and a smaller volume of service may be necessary to 
foster a higher quality and broader spectrum of treat- 
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‘ment alternatives that promote appropriate problem- 
treatment fit. Although cognizant of the urgent need to 
respond better to deinstitutionalized and chronically 
disabled patients, publicly funded CMHCs should also 
continue to devote some of their resources to treating 
patients with less severe disorders, consulting with 
community care givers, and undertaking prevention/ 
education programs to avoid citizens’ stigmatizing per- 
ception of them as ‘‘community mental illness cen- 
ters’’ to be used only as a last resort. 


RELATIONSHIP TO THE COMMUNITY 


CMH has experienced confusion with the concept of 
and difficulties in its contacts with the community dur- 
ing its developmental years. The concept of a commu- 
nity as a cohesive group of citizens with common val- 
ues, a shared sense of destiny, and natural support 
systems rarely fits the federally defined geographic 
areas with 75,000-200,000 inhabitants (22). These large 
‘‘catchmented communities,’ often created de novo 
to acquire federal funding, usually include several 
smaller aggregates of citizens who have little in com- 
mon with each other and disparate points of view. 
Many CMHCs have established satellite delivery sites 
to attempt to respond to the specific needs of these 
smaller subcatchment areas. 

Some CMH programs have been more interested in 
enlarging the domain of a parent institution (e.g., uni- 
versity, hospital) with new buildings and staff than in 
working with the community to improve mental health 
service delivery. Although most centers have some 
sort of consumer-citizen board, these boards are often 
controlled by center staff and do not have the power of 
advice or consent in important policy issues. Commu- 
nity representatives too often are sent the double mes- 
sage that their views are of utmost importance—as 
long as they are in agreement with those of the profes- 
sionals. In recognition of this bind, 1975 legislation re- 
quires that policy-setting citizens’ boards be an in- 
tegral part of any new CMHC that receives federal 
funds (19). 

Task-oriented collaboration and shared control be- 
tween consumers and professionals according to their 
differential expertise is a difficult but critical goal in 
these fiscally troubled times for CMH. Citizens, not 
psychiatrists, have the political muscle to let their leg- 
islators know that votes depend on continued support 
of scarce but vital resources for CMH. Citizen support 
Is crucial to any plan to return deinstitutionalized pa- 
tients to the community; citizens’ boards can be key to 
the success of community education programs and can 
communicate to politicians the importance of having 
support services ia place for deinstitutionalized pa- 
tients to avoid community disruption. Since all of the 
“essential services’’ dictated by federal legislation 
cannot be provided to all who need them within any 
one catchment area, citizen participation Is essential in 
deciding program priorities. CMH professionals 
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planners should shift their focus from the self-suf- 
ficient CMH center to a CMH network of services. In 
the latter system primary mental health services, pro- 
vided as part of primary health care in the community, 
would be coordinated with more expensive and spe- 
cialized secondary and tertiary level interventions 
(e.g., inpatient care, long-term insight-oriented psy- 
chotherapy) offered in freestanding CMHCs, general 
hospitals, and mental hospitals. 


THE PSYCHIATRIST S ROLE IN CMH 


The role of the psychiatrist in CMH is often as ill- 
defined as the field’s boundaries. Some psychiatrists 
have advanced beyond their area of clinical compe- 
tence to assume major administrative roles, often with 
disastrous consequences. Most psychiatrists, as their 
centers’ senior clinicians and only physicians, divide 
their time between direct service and indirect super- 
vision and teaching of other clinicians. Even this role 
as clinical leader has been questioned in centers where 
sharing of expertise and multidisciplinary role overlap 
have degenerated into false egalitarianism. Some ask 
why the psychiatrist is paid more than nonpsychiatrist 
professionals who could be the psychotherapists, ad- 
ministrators, supervisors, and teachers; even medical 
evaluation and psychopharmacological prescription 
could be done through consultative referrals to prima- 
ry physicians. False egalitarianism thrives when the 
psychiatrist’s role is not clearly defined, leaving him 
in an uncomfortable, defensive position within his 
CMHC. 

When such conditions exist, psychiatrists should 
diplomatically point out that their rigorous medical 
and psychiatric training, extensive leadership experi- 
ence in patient management, and ultimate legal re- 
sponsibility for patient care differentiate them from 
other clinicians. Although any separate part of the psy- 
chiatrist’s role might be provided by another profes- 
sional, the combination of medical, psychological, and 
management expertise and skills in one person makes 
him or her an invaluable resource. When the psychia- 
trist’s access to a more lucrative private practice is al- 
so considered, the marketplace assigns him or her a 
higher salary than other CMH professionals; however, 
as a center’s most expensive professional resource, 
psychiatrists have the obligation to question whether 
their costly expertise is being used most effectively. 

Psychiatry must do a better job in preparing its train- 
ees for the clinical, teaching, and administrative as- 
pects of the community psychiatrist’s role. Specific 
theoretical and practical experiences in community 
psychiatry should be a core part of residency pro- 
grams, including opportunities to collaborate with, su- 
pervise, and teach other CMH professionals. Medical 
and neurological skills relevant to the diagnostic needs 
of the CMHC and consultative-collaborative work 
with primary physicians must be refined in residency 
training. In addition, if some psychiatrists are to ad- 
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ministratively lead the complex, multimillion-dollar' 
organizations that CMH delivery systems have be- 
come, there should also be subspecialty training pro- 
grams that add specific executive-administrative skills 
to these psychiatrists’ clinical expertise (32). 


MAINTENANCE OF PSYCHIATRIC MANPOWER 


The lack of adequate and stable rewards has led toa 
disturbing level of turnover in CMH’s psychiatric 
manpower. Many prominent community psychiatrists 
have ““burned out” and left CMH in recent years. Al- 
though the absolute number of psychiatrists working 
in CMHCs rose by 45% between 1972 and 1976 with 
the opening of new centers, psychiatrists’ proportion- 
ate representation has decreased 27%, dropping from 
6.4% to 4.7% of all CMHC staff (33, table 20). Many 
young psychiatrists work in CMHCs after their train- 
ing (34, 35); often, however, it is a salaried position 
used as a temporary stepping stone to support them 
while they establish more rewarding private practices. 
This frequent turnover of psychiatric leadership has 
been detrimental to many centers’ level of patient 
care, staff morale, and sense of continuity. Improving 
community psychiatry training may stimulate more 
psychiatrists to try CMH practice after residency (36- 
38). However, to stabilize the psychiatric foundation 
of CMH and avoid a ‘‘drift phenomenon” in which on- 
ly those psychiatrists least qualified to work in other 
modes of practice perform its long-term service and 
leadership roles, CMH’s unstable and inadequate re- 
ward system must be corrected. 

The stability and mix of monetary, academic, devel- 
opmental, and altruistic rewards often determine a 
psychiatrist’s long-term satisfaction with his or her 
practice (39). A community psychiatrist usually earns 
between one-half and two-thirds of the income avail- 
able for a comparable number of hours’ work in pri- 
vate practice, and a recent study found this low fiscal 
return a definite deterrent to the long-term mainte- 
nance of psychiatrists in CMH (40). Without sub- 
stantial federal help it will be difficult to raise CMH 
salaries to competitive levels, and many community 
psychiatrists accept the fact that they must supple- 
ment their income by private practice. However, more 
difficult to tolerate is the frequent intimation by politi- 
cal figures and the media that community psychiatrists 
who spend extra hours of their own time in private 
practice to supplement their low public salartes are in 
some way robbing the public purse, since all of the 
limitless needs of the citizens in their public catchment 
area have not yet been (and never can be) fully met. To 
decrease this distortion, a major public educational ef- 
fort by the American Psychiatric Association is 
needed to put the monetary rewards of CMH practice 
into perspective. 

Academic affiliations are extremely helpful in re- 
cruiting qualified psychiatrists to CMH by providing 
university appointments, intellectual stimulation, and 
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continuing education. However, academia specifically 
rewards those who conduct and publish research, 
while rarely recognizing clinical service and teaching 
_ in the community with academic promotion. Commu- 
nity psychiatrists usually have to ‘‘bootleg’’ their aca- 
demic efforts from service time, and medical students 
and residents, noticing that there are few full or associ- 
ate professors in CMH, are led to seriously question 
whether CMH ts a respected and valued practice alter- 
native. To keep psychiatrists attracted by the academ- 
ic tle, CMH programs should designate time for re- 
search away from direct service provision to make the 
evaluation of CMH theory and practice a legitimate 
part of the psychiatrist’s role. 

The community psychiatrist’s role can provide a va- 
riety of opportunities for personal and professional 
growth. With the nationwide demand, psychiatrists 
can usually find CMH positions in locations that satis- 
fy the needs of their family and lifestyle. In his or her 
work the community psychiatrist has opportunities to 
further develop basic psychotherapeutic, consultative, 
and clinical leadership skills as well as any teaching, 
research, or administrative talents he or she may pos- 
sess. However, if the psychiatrist’s multiple skills are 
not used effectively and he becomes just the ‘‘pre- 
scription signer” of CMH, he will stagnate and soon 
begin to consider the possibility of doubling his income 
by providing such direct services in private practice. 

Altruism is a major benefit available in CMH to psy- 
chiatrists who enjoy treating patients with the greatest 
disabilities and needs. However, it is a painful experi- 
ence for altruistic psychiatrists who work in the public 
sector serving the chronically ill and debilitated to find 
themselves the targets of projected anger from a so- 
ciety ambivalent about the costs and difficulties of car- 
ing for this patient population. Under the pressure of 
the public arena, altruism alone is rarely sustaining 
over extended periods of time; if the other types of 
rewards are inadequate, altruism wears thin and 
“burnout” begins as the community psychiatrist dis- 
covers that the reverse side of altruism is masochism. 
In summary. if a more adequate and stable mix of re- 
wards does not become available in CMH, the best 
and the brightest psychiatrists will not enter or stay in 
the field. 


PAUCITY OF EVALUATION 


Insufficient evaluation has contributed significantly 
to the political and scientific criticism of CMH and has 
made it extremely vulnerable to cuts in funding (41, 
42). Realistic reasons that little careful evaluative re- 
search has been conducted to date include CMH’s ac- 
tion orientation afd constant demand for service, 
which allow little time for evaluation; the complexity 
and dynamic state of communities that afford almost 
none of the laboratory's possibilities for controlling 
some variables to study others; and frequent public 
opposition to research that is perceived as exploiting 
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tals) should be ascertained, rememberin: 
cost, poor-quality care 1s no bargain. 

These extensive research needs will regi. 
es in the accessibility of research expert 
amount of earmarked evaluation funds frz 


t 
r 


rd 


ty, state, and federal sources. Most CMH: asgo: 


-> 


ther the in-house investigators nor the $ 
committed funds to undertake these esscr! > 


by themselves and will require both help : J we 
ued government pressure in order to acci 3 +e 


(46). 


UNSTABLE FUNDING 


Underlying each of the previous probk, .°: 
the need for a more stable economic base i 
survive. It has been disheartening to profe- 
catastrophic to patients to see prograrr~ 


4 
+ 


years of painstaking work decimated ina < E 


by withdrawal of government funding «. 
placed ‘‘fiscal restraint’’ or political wnim 
rect service provision must move away {i> A 


nerability of total dependence on annuali y Zai. 


ated, politically controlled funding from } r 
sources. President Kennedy’s prediction ' 


support for mental health services would ct ~} 


essary for a few years until private insurer 2 m4 
nisms were developed to pay for such semi o & 
not been realized, and we will have to wi avri 


~A 
—_— 
t 
. 


COMMUNITY MENTAL HEALTH 


tional health insurance is enacted to allow everyman to 
buy his own mental health services. 

A fee-for-service, free choice, ‘“‘voucher’’ type of 
national health insurance would provide CMH deliv- 
ery systems with the ultimate evaluation in which they 
would either succeed or fail on the open market. The 
CMH systems that have worked well with their com- 
munities to develop services and programs uniquely 
suited to their citizens’ mental health needs will prob- 
ably continue to be used by a broad spectrum of con- 
sumers and become financially stable. Those which 
have offered nothing unique to their communities will 
be bypassed in preference to private practitioners by 
all but the least desirable patients. Since most national 
health insurance proposals focus primarily on reim- 
bursement for direct services, public funding will con- 
tinue to be needed through direct subsidy or capitation 
mechanisms to support the crucial CMH functions of 
training, evaluation research, consultation and educa- 
tion, and coordination of health and mental health 
services. 


CONCLUSIONS 


This paper has delineated some of the critical issues 
that face CMH with the opportunity for either growth 
and further development or regression into a decen- 
tralized type of custodial care. Psychiatry’s response 
to these issues will help determine the resolution of 
this crisis and the future viability and direction of 
CMH. 
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Current Medication Use and Symptoms of Depression in a 


General Population 


BY THOMAS J. CRAIG, M.D., M.P.H., AND PEARL A. VAN NATTA, M.A. 


In a community survey, 41.8% of 771 men and 60.2% 
of 1,059 women reported having used one or more 
medications in the 48 hours before the interview. The 
use of medications and the number of medications 

used increased progressively with age among both 

men and women. Respondents who used four or more 
medications included significantly more high scorers on 
a depression checklist than those who used fewer 
medications. The group of women who used minor 
tranquilizers and sedatives included significantly more 
high depression scorers than those who did not. Among 
both sexes, those scoring in the depressed range who 
were receiving psychotropic medication tended to be 
taking minor tranquilizers or sedatives. 


STUDIES of medication use in the past decade have 
used data derived from the prescribing habits of physi- 
cians (1-4) and from surveys of general and patient 
populations (5-9). The time periods for which this in- 
formation has been collected range from one month to 
one year (6-8), and analyses have generally been re- 
stricted to either a limited number or type of drugs 
(e.g., psychotropic medication) (1-7) or a relatively 
limited purpose (e.g., prevalence of adverse reactions) 
(9). 

The present study is unique in several respects: 1) 
inclusion of all medication use reported by respond- 
ents in a community survey, both prescription and 
nonprescription, 2) focus on current drug use (1.e., 
within the 48 hours preceding the tnterview), and 3) 
examination of the relationship between current drug 
use and symptoms of depression. The last aspect is 
particularly important in view of reports indicating 
that, in populations of medically ill patients, depres- 
sion is frequently underdiagnosed and ts inappropri- 
ately treated even when recognized (4, 10-12). 


At the time this study was done Dr. Craig was Assistant Professor, 
Department of Psychiatry and Behavioral Sciences, Johns Hopkins 
University School of Medicine, Baltimore, Md. He is now Director, 
Admissions and Training Unit, Rockland Psychiatric Center, 
Orangeburg, N.Y. Ms. Van Natta is Research Associate, Depart- 
ment of Epidemiology. Johns Hopkins University School of Hygiene 
and Public Health, Baltimore, Md. Address reprint requests to Dr. 
Craig at 40 Woodbine Rd., New City, N.Y. 10956. 


This study was supported in part by contract HSM-42-71-31 from 
the National Institute of Mental Health. 
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METHOD 


The present data are taken from an interview survey 
carried out in Washington County, Md., during 1972- 
1974 in conjunction with the Center for Epidemiologic 
Studies (CES) of the National Institute of Mental 
Health (13, 14). The major emphasis of the survey was 
on depressed mood and related symptomatology. One 
depression rating scale, the CES-D, was included (15). 
The CES-D has a potential range of 0-60, obtained by 
summing the weighted number of days of the week 
preceding the interview during which the respondent 
experienced the feeling described by each item (16). 

A cutoff score of 16 or above was found to best dis- 
tinguish between depressed and nondepressed psychi- 
atric patients (17)! and was the cutoff score used in the 
present study to identify individuals with high levels of 
symptoms of depression. 

As an index of recent medication use, the respond- 
ent was asked, ‘‘In the past 48 hours, what medicine or 
drugs have you taken?” The specific medications re- 
ported were then listed along with the reasons for tak- 
ing them. Although it was not possible because of the 
nature of the study to stimulate the respondents’ recall 
as has been done in other studies (e.g., with charts or 
lists) (6, 7, 9, 18), the interviewers were asked to verify 
drugs whenever possible by asking to see the bottles. 

The questionnaire was administered in two ver- 
sions. The earlier version was administered to 741 sub- 
jects in this study (an additional 930 subjects had been 
given the first questionnaire before the medication 
question was included), and the later version was ad- 
ministered to 1,089 subjects. None of the differences in 
the two versions of the questionnaire directly affected 
the CES-D or the medication question, and extensive 
analyses revealed no significant differences between 
responses on the first and second versions. For this 
reason, the samples for both versions are combined in 
the present analysis. The 1,830 interviews represent a 
response rate of 80.5% for the first version and 75% for 
the second version. 

All of the interviewers were middle-aged women, 
which may have biased the informatio obtained. The 
extent of this bias could not be accurately estimated, 
but a report on the earlier version of the questionnaire 


1Weissman MM, Sholomskas D, Pattenger M, et al: Assessing de- 
pressive symptoms in five psychiatric populations: a validation 
study (unpublished paper). 
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" (14) demonstrated no significant differences among in- 
terviewers in respondent reports of total medications 
used. 


RESULTS 


For the total population (N=1,830), 41.8% of the 
men and 60.2% of the women reported the use of one 
or more medications during the 48 hours preceding the 
interview. Among men, the proportion using medica- 
tion ranged from a low of 23.7% among the 18~24-year- 
olds to 67.3% of those in the 65 years old and older age 
group. The corresponding figures for women were 
52.1% in the 18~24-year-old group and 75.6% in the 65 
years old and older category. In the 65 years old and 
older category for both sexes, approximately 10% of 
the population reported that they used four or more 
drugs. In the 55~64-year-old group, however, 7.0% of 
the men and 4,9% of the women reported using four or 
more medications. Among respondents reporting the 
use of one or more drugs, there was no significant dif- 
ference between men and women either in age distri- 
bution or in number of drugs used. The distribution of 
CES-D scores by number of medications used (see 
table l) reveals a consistent trend for men and women. 
Those respondents who used four or more drugs were 
significantly more likely to have high scores for de- 
pression than those using three or fewer (p<.05, chi- 
square test); more than 30% of the men and 40% of the 
women scored 16 or greater. 

When all of the drug classes were examined, only 
two medication groups, minor tranquilizers and seda- 
tives, showed significantly greater proportions of high 
CES-D scorers among users in comparison with non- 
users (p<.01, chi-square test), both true only among 
women. Among men, 18.2% of those who used tran- 
quilizers and 21.1% of those who used sedatives had 
CES-D scores above 16, compared with 11.0% of non- 
users. In contrast, among women, 36.7% of those who 
used tranquilizers and 51.4% of those who used seda- 
tives had high CES-D scores, compared with 17.2% 
and 17.9%, respectively, of nonusers. 

The proportions of respondents with elevated (16 or 
more) CES-D scores who were receiving psychotropic 
medication are listed in table 2. Although not all re- 
spondents who scored above 16 could be considered 
clinically depressed and in need of treatment, it is rea- 
sonable to assume that a large proportion of them were 
depressed. An additional cutoff score of 30 or more is 
included to identify a group considered at extremely 
high risk of depression. In the group with scores of 16- 
29, the vast majority of those who were receiving any 
psychotropic medication were taking either minor 
tranquilizers Sr sedatives; only a handful reported us- 
ing an antidepressant. In the high-risk group (scores of 
30 or more), this predominance of tranquilizer-seda- 
tive use is even more striking. 

Among the total group of respondents with scores of 
16 or more. only 1.1% of the men (N =87) and 3.5% of 
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TABLE 1 ou 
Number of Medications Used by 771 Men and 1,Cif ce 
CES-D Scores 
A O CES-D Ses 
: 0-15 16-29 l ‘ 
Item eens, oy D a N €; N 
Number of medications 
used by men 
None (N =449) 401 89.3 44 os U 
1-3 (N=297) 266 89.6 27 g’ ; 
4 or more (N =25) 17 680 7 2s 
Number of medications 
used by women 
None (N=421) 357 84.8 5] 
1~3 (N=590) 474 80.3 %9 1S 
4 or more (N = 48) 27 562 I5 23l 


the women (N=201) were using an ante 
the time of the survey. 


DISCUSSION 


Several characteristics of the presert ~. 1 do 


differentiate it from previous studies +i a i 
use. The site of the survey is a cour‘, TE 
Maryland whose population is largely Wi ‘~e o? 
white) and relatively equally divided be. ssa w 


(40% reside in Hagerstown, a city of e3 © 7 oig 
40,000) and rural (40%) populations. Its ° =. on 
sphere might be defined as typical of “1°: y 
ca,” and the drug use patterns woul: >. i 
differ to some extent from those fourd < eo g 
and, especially, western areas (6-8). 

The relatively short time interval :4« > - ' 
which the respondent was queried wasco. 2 tow 


to maximize recall and to determine, «is. 2 
sible, current drug use. In its brevity.‘ 2. . 
fers from studies that covered time pes! TEE. 
month to one year (6-9). Because the p ` FON 


the present survey was on depression. Zi 
time could be devoted to detailed ingu s» «i 7 
drug use, as has been the practice ir ci). >si s 
9, 18). Several authors have comment«: pa 
tive underestimates that may occur it >, °° a> 
(18, 19). Our belief was that the shor. au’. >. i 
and the ascertaining of exact Informatic `> H 


minimized this bias, but we have no aire.. . € p 
suring its effect on the present data. He a oe 
parison of the rates obtained in this surs scoor 
data from surveys covering longer time : ag & 
to support our assumption. 

For example, Parry and associates (7)' > al 
the northeastern United States overaor: L.i p 
16% of men and 33% of womenusedp ° 7) 2. 
nonprescription minor tranquilizers 91 ose ti, 
or hypnotics. Our findings were 6.8% 
12.6% for women in a 48-hour period. 55 ui d> 


hold true for the other psychotropic «i v. 5 ee 
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Type of Psychotropic Medication Taken by 771 Men and 1,059 Women, by CES-D Scores 





Men 
0-15 16-29 
(N=684) (N=78) 
*Type of Medication N % N % 
Minor tranquilizer 27 3.9 4 5.1 
Major tranquilizer 2 0.3 2 2.6 
Tranquilizer-antidepressant 0 0 
Antidepressant I 0.1 Í 1.3 
Sedative 15 RA 4 5.1 
Stimulant 0 0 


parison of our data with those of Seltzer and associates 
(8) and Greenblatt and associates (5) further strength- 
ens our assumption that we minimized under- 
estimation. In the former (8), a range of 7.6%-11.4% of 
men and 14.8%-20.6% of women reported using psy- 
chotropic drugs in the previous year, and in the latter 
(5), 15% of men and 25% of women reported psycho- 
tropic drug use in the three months before the study. 

Our overall findings of drug use are comparable to 
those reported in other studies of medication use in 
patient populations in that drug use tends to increase 
in both amount and frequency with age in both sexes 
(4-9). In addition, women of any age tended to be 
more likely to use drugs than men. As has been point- 
ed out elsewhere (7), the latter may be a relatively de- 
ceptive finding, especially as it relates to psychotropic 
drugs, because we also found that the men tend to use 
alcohol significantly more often than women (20). A 
finding that has not been stressed in previous studies, 
however, is the observation that when only users of 
medication are examined, the age distribution and dis- 
tribution of number of drugs used were essentially the 
same in men and women. This suggests that although 
more women than men use drugs, there is no signifi- 
cant sex difference among medication users in overall 
pattern of drug use (by chi-square test). 

Another striking finding is the fact that more than 
40% of the men and 60% of the women surveyed had 
used at least one medication during the 48 hours before 
the interview. These figures exceed those of Seltzer 
and associates (8), who reported a rate of 24.4%- 
26.1% among white men and 44.6%-46.3% among 
white women In the year before the interview. Particu- 
larly important is the high level of drug use among the 
elderly (those 65 years old and older). In this age 
group, 22.1% of the men and 27.3% of the women re- 
ported taking three or more drugs. This very high 
prevalence of current medication use emphasizes the 
importance of obtaining complete medication data in 
clinical medicine to avoid the possibility of introducing 
adverse drug interactions (9, 21). 

Table 1 shows that the percentage of people with 
symptoms of depression was significantly greater 
among individuals taking four or more medications 
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CES-D Score 

Women PO 

30 and Over 0-15 16-29 30 and Over 
(N=9) (N=858) ; (N= 155) (N=46) 

N % N Fo % N Wo 
2 22.2 62 7.2 28 18.1 8 17.4 
0 4 0.5 2 1.3 0 
0 4 0.5 l 0.6 2 4.3 
9 8 0.9 1.9 H 22 
0 17 2.0 i] 7.1 7 15.2 
0 3 0.3 0 


(p<.05, chi-square test). Only two categories of medi- 
cation were associated with a significantly higher pro- 
portion of high CES-D scorers for users than nonusers 
(minor tranquilizers and sedatives) (p<.01), and this 
was true only among women. This finding is of particu- 
lar importance in view of the reports that depression, 
when recognized, is frequently treated with these cate- 
gories of drugs, which have been shown to be of little 
benefit in the treatment of depression per se (although 
they may assist with such specific symptoms as in- 
somnia) (10, 11, 22). In addition, a 1972 report (23) sug- 
gested that high doses of diazepam, the most frequent- 
ly used minor tranquilizer in this study, may cause de- 
pression in nondepressed individuals. Furthermore, 
antidepressants have been shown to be specifically ef- 
fective treatment not only for symptoms of depression 
but for anxiety as well (22, 24). 

Perhaps the most disquieting data in the present 
study relate to the recognition and treatment of de- 
pression. Several studies (4, 25) have emphasized the 
prevalence of symptoms of depression among the 
medically ill. Further, several studies (26-28) have em- 
phasized the need for early recognition and treatment 
of depression as a preventive for such negative out- 
comes as suicide and disability. 

Since analysis of drug pairs revealed very little over- 
lap in the use of psychotropic drugs (2 respondents 
who used antidepressants were also using minor tran- 
quilizers, and 4 who used sedatives were also using 
minor tranquilizers), the data in table 2 represent virtu- 
ally mutually exclusive categories. Approximately 
14% of the men and 29% of the women whose CES-D 
scores were in the 16-29 range were using psycho- 
tropic medicine. Corresponding figures for CES-D 
scores of 30 or more were 22.2% for men and 39.1% 
for women, suggesting that psychological distress was 
identified and currently being treated in a substantial 
proportion of these groups. Even allowing for the pos- 
sibility that some of these individudls Thay have had 
medical illnesses that precluded the use of antidepres- 
sants, the proportion using antidepressants in these 
groups was minuscule. Furthermore, the data suggest 
that high scorers were likely to be disproportionately 
older and more medically ill than the general popu- 
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lation. factors that substantially increase the risk of 
suicide. 

In view of these rather startling findings, it 1s imper- 
ative that steps be taken to improve the recognition of 
depression among physicians and the general public. 
In addition, it is clearly the task of the medical profes- 
sion to educate its members, especially those in non- 
psychiatric practice, to the specific treatment of depres- 
sion. At the present time, if depression is recognized at 
all, it is most likely to be treated with nonspecific rem- 
edies (minor tranquilizers and sedatives) that, at best, 
offer merely palliative symptomatic relief and, at 
worst, may intensify the distress they are intended to 
treat. 
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The Military Family Syndrome 


BY DON M. LAGRONE, M.D. 


The author reviewed the case records of 792 children 
and adolescents seen in a military clinic over a two- 
year period. His data suggest that the incidence of 
behavioral disorder? was higher in this clinic than in a 
civilian mental health center. Seven problem areas 
common to records in which a behavioral disorder was 
diagnosed were found. The author suggests that the 
behavioral problems of the group studied represent a 
process of acting out in the rigid, autocratic system of 
the military. He also suggests that an approach using 
systems theory and modified goals may be more 
helpful in dealing with problems of military families 
than the traditional individual approach. 


FOR TWO YEARS (from 1974 to 1976) I was a member of 
a military child and adolescent mental health team 
serving families living on a large military base in the 
Midwest. I was somewhat surprised and puzzled by 
the large number of behavioral problems referred to 
our service and by the frequency with which certain 
themes appeared in the interaction of these families. In 
an attempt to understand the reasons for these phe- 
nomena, I first reviewed the literature and then re- 
viewed the case material itself. In this paper I will 
present my findings and conclusions. 


LITERATURE REVIEW 


Little has been written about military families. Such 
authors as Cretekos (1), Bey and Lange (2), Gonzalez 
(3), Pearlman (4), Crumley and Blumenthal (5), and 
MacIntosh (6) have reported the intrapsychic conflicts 
of wives and children of military fathers absent from 
home. As in grief reactions, anger, mourning, and guilt 
are predominant in these wives and children. Crumley 
and Blumenthal (5) found that separations from the fa- 
ther substantially altered the development of children, 
particularly in superego formation and in object rela- 
tions. Bloom (7) found that 24% of his patients were 
diagnosed as having behavioral disorders, compared 
with 16% in a civilian group. Among Bloom’s patients, 
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2 out of 3 had a history of father absenteeism. Bono- 
vich (8) described enforced family separations in the 
military as crisis situations, called for further study, 
and recommended crisis intervention techniques to 
deal with the problern. 


CASE REVIEW 


The patients whose case records were reviewed for 
this paper came primarily from the local families of ac- 
tive duty personnel residing on the base. Over the two- 
year period, 792 new patients were seen in the chil- 
dren’s mental health clinic. In any given year, there 
are about 3,200 families with 7,400 children living on 
the base. Thus, new evaluations were being done for 
12% of about 6,400 families and almost 6% of about 
12,800 children. ! 

Of the case reports reviewed (N=792), 4% had the 
diagnosis of psychosis; 8%, mental retardation; 32%, 
behavior disorders; 7%, organic brain syndrome; 12%, 
neurosis; 3%, psychophysiological disorder; and 28%, 
transient situational disturbances. Six percent had no 
psychiatric diagnosis. 

More than 94% of these patients were from the fami- 
lies of enlisted persons, compared with 6% from offi- 
cers’ families. At the time of referral, 12% of the fa- 
thers were absent from home. 

The case review revealed seven problem areas com- 
mon to many of the families and almost universally 
present in the case records with the diagnosis of be- 
havioral disorders. These were the relationship the 
family had with the military, father absence, transi- 
ency, child-rearing methods, scapegoating, the hus- 
band-wife relationship, and resistance to treatment. 


The Military-Family Relationship 


To understand the military’s relationship with the 
military family, one must understand something of the 
military itself. Goffman (9) used the term “‘total institu- 
tion” to define such organizations, referring to the all- 
encompassing effect they have on the lives of their 
‘‘inmates.’’ Like other bureaucracies, the military is 
characterized by the fact that large groups of people 
are organized and administered by a smaller group. Ef- 


! Because of the rapid turnover of families on the base it is difficult to 
say that the same families would be on the base two years in a row. 
Estimates and averages were provided by the base public relations 
officer from statistics obtained by the base personnel office. 
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ficiency is a key factor, and one person’s infractions 
stand out against the compliance of the rest. When this 
happens, the system responds by concentrating on the 
individual until he or she is as compliant as the rest or 
is evicted from the system. 

The process the military uses to force compliance is 
interesting and fairly well known. In total institutions, 
Goffman called this process ‘‘mortification’’: 


The recruit ... [enters] with a conception of himself 
made possible by certain stable social arrangements in his 
home world. .. . [Stripped of this,] he begins a series of 


abasements, degradations, humiliations and profanations 
of self. (9. p. 14) 


As a result of this, the “‘recruit’s’’ life is managed by 
someone else, so that when he or she considers enter- 
ing the outside world he or she may feel temporarily 
incapable of handling his or her affairs. 

Greenblatt (10) described the government bureau- 
cracies he worked with as materialistic paranoid sys- 
tems. The same atmosphere pervades the military. 
Any special interest in one’s job beyond the required 
minimum makes one suspect of individual aspiration, 
thus ensuring compliance and a high degree of frustra- 
tion. 

Another source of tension comes from the authorita- 
tive hierarchy that exists in the military. The individ- 
uals chances for being sanctioned are greatly en- 
hanced by such a hierarchy. When sanctioned, the 
individual is allowed no face-saving expression; in- 
solence is grounds for further punishment. 

One other process that operates is that of the go- 
between (11). Confrontation is actively discouraged. 
Conflict between individuals is mediated by their su- 
pervisor. Problems with anyone outside the individ- 
ual’s unit are channeled through the chain of com- 
mand. This relegates the individual to a child’s status 
and discourages communication. 

The military system binds its members tightly, and 
when such outside relationships as those with families 
are Introduced a triangle is formed-—with a very strong 
coalition between the father and the military. The fam- 
ily becomes the third point of the triangle, and all of 
the pathology that results from such triangles becomes 
possible. It sooner or later becomes apparent to the 
family that they are on the ‘‘outside.’’ They are classi- 
fied as ‘‘dependents” and have base privileges only as 
long as the father is on active duty or is alive. They 
must move from their housing on base if he is trans- 
ferred or killed. For the military, the family exists only 
as an extension of the father, and he is expected to 
enforce compliance within the family. All of this 
serves to strengthen the father’s coalition with the mil- 
itary and to cause the other family members to with- 
draw into their own systems of support. 


Father Absence 


Probably the most severe stress a military family 
faces is enforced separation from the father. In all of 
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THE MILITARY ‘FAMILY SYNDROME 


lines of communication are down in the family, each 
member might find himself or herself isolated. 

A kind of gypsy phenomenon is also commonly 
found. Military people are seen by the nearby commu- 
nity as transients and are often targets of mistrust and 
hostility. Not only does this further isolate the family 
and cause them to stay within the confines of the base, 
“it presents a difficult situation for the children attend- 
ing public schools. They have to break into peer 
groups repeatedly as the ‘‘new kid” and are often the 
school’s scapegoats. To the military child, this kind of 
attention is much better than none, and he or she often 
begins to act out the image others have of him or her. 


Methods of Parenting 


The parents who came to our clinic used three meth- 
ods of dealing with their children—authoritarian, dem- 
ocratic, and a mixed, inconsistent way. Some of the 
parents who felt they were democratic were actually 
authoritarian or inconsistent when examined. As one 
might expect, the greatest number of behavioral dis- 
orders, nearly 93%, came from the authoritarian fami- 
lies. The fathers in authoritarian families came primar- 
ily from the ranks of the enlisted, were not college edu- 
cated, and were considering a career in the service. 
They often came from autocratic homes themselves 
and found the military comfortable for that reason. Of- 
ten, the only model of dealing with children they knew 
was what they learned through their own ‘‘mortifica- 
tion” process. When this process is applied to a child, 
especially one in the adolescent years, there is bound 
to be difficulty. 


Scapegoating 


A process that is seen disturbingly often in the mili- 
tary is scapegoating. Since confrontation is practically 
prohibited and conflict is channeled through the chain 
of command, scapegoating is inevitable. The supervi- 
sor receives a great deal of pressure to keep his men 
compliant. When problems arise, as they always will 
in such a system, it 1s easier to single out someone as 
the cause than to examine the system. The scapegoat 
frequently does a great deal to contribute to this proc- 
ess. This model is often carried home to the family. A 
father who feels worried about his career may focus on 
one family member as the cause of family conflict. 


Husband-Wife Relationship 


The military husband and wife, like other couples, 
begin their married life with fond expectations. The 
husband is seen as strong and independent, and the 
wife is often seen as weak and dependent. Women 
who marry men in the military find their machismo ap- 
pealing, but they are disappointed to find that their 
husbands are compliant, that they are tightly bound to 
the military and unsupportive of their needs. When the 
husband is assigned to duty away from home, the wife 
has to take over his family functions. The wife be- 
comes more independent in this process, but the man- 
ner in which it occurs causes her problems because 
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she feels rejected. Many times, after even one pro- 
longed separation, an estrangement results. On the 
other hand, when the man returns home to find an in- 
dependent woman rather than the dependent wife he 
left, his need to feel strong is threatened and the family 
system is shaken. Interestingly, some couples may re- 
member past reunions that were pleasant; during times 
of family stress they will ask for a separation thinking 
it will solve their problems. Actually, the problems on- 
ly worsen. 


Treatment and Resistance 


The therapist who elects to treat a military family or 
one of its members should keep several things in mind. 
The strong coalition the father has with the military 
probably presented the most difficult problem I had to 
deal with in the families who came to the clinic. Obvi- 
ously, this coalition cannot be broken unless the father 
leaves the military or the military changes its style of 
relating to its members. In therapy I tried to help other 
family members understand this coalition and reduce 
their expectations of the father. 

Another problem is the fact that military families are 
transient. The father might be reassigned in the middle 
of therapy. Because of this, I modified the therapeutic 
approach and usually saw a family for a short course of 
several intensive sessions aimed at uncovering conflict 
and helping them to understand the system. I found 
multiple impact therapy (13) to be a useful technique 
because of its effectiveness in a short period of time. 

The military therapist must also be aware of the fact 
that the military, the local community, and the family 
are constantly trying to use the scapegoating process. 
The therapist who agrees to see the identified patient 
in individual therapy must consider the possibility that 
he or she might be assisting in scapegoating the pa- 
tient. Because of this and because of the rather rigid 
bureaucracy within which the military therapist must 
operate, I have wondered if military therapists should 
see these families at all. Military therapists are subject 
to the same devices the system uses to enforce com- 
pliance in other system members, thus they might be 
in a rather rigid bind if they view themselves as advo- 
cates for the family. What often happens, because of 
pressure from the system, is that the therapist remains 
an advocate of the military and the scapegoating proc- 
ess continues. 

Resistance to seeing a psychiatrist is understandably 
prevalent among military families. Officers seem to be 
more reluctant to involve themselves than enlisted 
men, except for those with more investment in the sys- 
tem. Only 6% of the cases reviewed were from the 
families of officers on active duty, and fewer actually 
became involved in the recommended treatment. Al- 
most all of the officers seen expressed a concern for 
the privacy of their records. Some of their concern re- 
flects the general paranoid atmosphere, but some of it 
is based in reality; their records are often available for 
review. 
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CONCLUSIONS 


The data on the 792 patients seen in this military 


clinic were compared with those from a civilian clinic, 
the Wichita Falls Mental Health-Mental Retardation 
Center in Wichita Falls, Tex. The comparison showed 
that the diagnosis of behavior disorders was made 
more frequently in the military clinic. Bloom (7) re- 
ported a similar finding. Other authors (1-6) have tried 
to explain the problems that occur in military families 
by describing intrapsychic defects resulting from such 
situations as father absenteeism. After working with 
several hundred cases of behavior disorders, I came to 
feel that an explanation based on an intrapsychic mod- 
el is inadequate. Behavior does not have to be a func- 
tion of individual defect but may express attitudes de- 
veloped in pathological systems. 

It is possible, but unlikely, that the military clinic 
sees more patients because its facilities are more avail- 
able. Compared with a population in Great Britain in 
which the economic availability of services was similar 
(14), the incidence of behavior disorders in the case 
records reviewed here was still much higher. In addi- 
tion, compared with the estimate that 10% to 12% of 
the general population of children in the United States 
have emotional problems and need treatment (15), the 
experience in this military clinic of actually evaluating 
almost 12% of the families on the base over a two-year 
period is notable. Other factors, such as geographic 
availability and educational level of the population, 
must be considered, but it is questionable how really 
important they become in a paranoid system with so 
much resistance toward psychiatric involvement. 

When military families seek help, the total system 
from which they come must be considered, and the 
therapist must also be aware of the system in which he 
or she operates. In military families the father is 
strongly joined with the military and becomes its agent 
within the family. The rest of the family withdraw from 
him partly out of necessity and partly out of anger, and 
there are feelings of rejection on both sides. The father 
relies more and more on military support and the fam- 
ily on themselves, and the system spirals ever onward. 
Johnson and Szurek (16) described a process they 
termed ‘‘acting out,” and I feel this is a helpful way of 
viewing these families. In an attempt to get the father 
back into the family, the mother might exaggerate or 
distort a child’s behavior and might covertly or even 
overtly encourage delinquent behavior. The children, 
many of whom feel alienated by the rigid class struc- 
ture of the military, pressure from the community to 
act out, resentment of the father’s autocratic methods 
of dealing with them, and the same anger and pow- 
erlessness their parents fee], actively respond to the 
family pressure to act out. 

That there are problems within military families is 
without question. The incidence of alcoholism is high 
(17). The incidence of child abuse is five times higher 
than the national rate (18). When confronted with such 
information, the military becomes defensive and 
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Developmental Issues in the Psychiatric Hospitalization of 


Children 


BY IRVING N. BERLIN, M.D. 


Rather than becoming repositories for the 
community’s seriously disturbed children, children’s 
psychiatric hospitals need to develop milieu programs 
that involve trained child care staff and 
developmentally oriented child mental health 
professionals. Treatment programs should address the 
developmental needs and abilities of the various age 
groups and the particular developmental deficits 
refiected in their psychopathologies and should 
include a variety of treatment elements. 


MANY CHILDREN and young adolescents are hospital- 
ized for brief or extended periods because the severity 
of their illness makes it difficult for community 
agencies or the children’s parents to contain them at 
home. The most frequent cause of hospitalization is 
psychotic withdrawn or aggressive hostile behavior 
that is not amenable to any other community resource. 
In many instances, hospital care itself provides little 
therapeutic intervention; however, it removes the 
child from the community, reducing stress on parents, 
schools, etc., and provides chemical and physical re- 
straints for the child’s difficult behavior. 

A small percentage of youngsters are hospitalized 
because they are actually dangerous to themselves or 
others. Many preadolescents and adolescents who at- 
tempt suicide are hospitalized because a period of hos- 
pital evaluation is necessary, and, rarely, youngsters 
are so hostile and assaultive without apparent cause 
that the hospital is the only place for them. Children 
who have ¢ommitted murder or arson need to be stud- 
ied in the hospital. 

Another reason for psychiatric hospitalization is a 
serious psychosomatic disorder such as anorexia ner- 
vosa. Often psychiatric hospitalization of youngsters 
with these disorders ts no more effective than previous 
hospitalization in medical or pediatric services be- 
cause critical developmental and intrafamilial data are 
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not obtained, analyzed, and used to provide a new ap- 
proach to the illness (1, 2). 


TREATMENT OF SERIOUSLY DISTURBED 
CHILDREN 


Many psychiatric hospitals are not staffed by devel- 
opmentally trained child mental health professionals. 
It is still rare for a mental hospital that treats children 
to have a well-trained child psychiatrist, child psychi- 
atric nurse, social worker, occupational therapist, or 
child psychologist. The staff is rarely trained in either 
child development or the design of milieu programs as 
part of treatment. Therefore, sedation, antipsychotic 
drugs, isolation, and inactivity are often used, in addi- 
tion to a haphazardly designed school program. In a 
few months the ward staff are conditioned by the 
child’s behavior to interact with the child for the pur- 
pose of reducing disturbing behavior. Looking beyond 
behavior to try to understand its antecedents and 
causes is difficult with untrained staff. Examination of 
staff participation in precipitating disturbed behavior 
and finding methods of helping staff are unlikely on a 
busy, understaffed ward (3-5). 

A few hospitals have used various forms of behavior 
modification programs to help with behavior prob- 
lems. At first the reward system for positive behavior 
seems encouraging, but over time, unless specific tar- 
get behaviors and specific contingencies to be rein- 
forced are selected and changed as the child progress- 
es, this potentially useful method loses its hold as the 
novelty wears off and no precise, continued use is im- 
plemented. 

The patient who Is very difficult to manage can now 
be dealt with by chemical restraints (6, 7). Children 
who appear less “‘crazy’’ but whose behavior is as- 
saultive and destructive, often with histories of anti- 
social behavior coupled with brain dysfunction early in 
life, may be more difficult to treat with drugs and may 
require more Individual care even though they are usu- 
ally isolated (8, 9). The very withtrawn children re- 
ceive little stimulation from ward personnel. It appears 
that in many inpatient children’s settings the program 
is designed for staff comfort, since the strategies and 
techniques to promote patient improvement may not 
be very well defined (10-13). 
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MILIEU THERAPY FOR HOSPITAL CARE OF 
CHILDREN 


In the last decade, the milieu program has become a 
very important part of the hospital care of children (14, 
15). A milieu program involves all of the child care 
staff and specialists in child psychiatric nursing, a 
teacher, an occupational therapist, a physical thera- 
pist, child therapists (any of the mental health dis- 
ciplines with special training), and a child psychiatrist 
(16). They plan each day’s activities, which are geared 
to the developmental needs and abilities of particular 
age groups of children who have particular develop- 
mental deficits in cognitive, sensory-motor, social, or 
Interpersonal areas that are reflected tn their psycho- 
pathology. Precise developmental needs of specific 
children should be assessed and addressed in the pro- 
gram (17). One of the critical issues in the milieu pro- 
gram is that the program is paced to provide a variety 
of treatment elements without any great gaps of time 
that leave the child tsolated and with time for self-ab- 
sorption and psychotic thinking and behavior. The 
pacing of the milieu program is critical; program ele- 
ments that require concentration, such as school or oc- 
cupational therapy exercises (each of which is geared 
to the child’s developmental level and his or her need 
to succeed at the next developmental level) are alter- 
nated with large-muscle activities such as dance thera- 
py or other physical activities. These activities use the 
range of sensory-motor modalities and are geared to 
the child’s developmental needs for acquiring small 
and large motor skills. Learning requires the same de- 
velopmental planning. Such pacing and alternation of 
program elements throughout the day insures the 
child's psychological attention and involvement in 
each of the scheduled activities. Thus, play therapy on 
an individual basis should not follow a large-muscle 
exercise that leaves the child tired and excited and not 
able to become involved with the therapist (18). 

Conversely, group activities may be so planned as to 
move from large-muscle activities in which the group 
is involved in cooperative building or cooperative de- 
sign of a large mural, for instance, to more sedentary 
talking about feelings or role-modeling, and, later, to 
playing out of feelings by the child. The milieu efforts 
are designed not only to help the child with develop- 
mental deficits but to enhance his or her new and 
emerging capacities and promote a sense of mastery in 
each of the activities in which he or she is involved 
(19-21). 

A milieu program must begin with attention to the 
elements of self-care, with particular attention to help- 
ing with grooming, which may alter the child’s self- 
concept. Thus, the simple tasks of making their beds 
and becoming, responsible for their hygiene, grooming, 
and the care of their rooms, which are rewarded by 
special persons in the milieu. are opportunities to help 
youngsters learn that they are capable of doing things 
for themselves. 

If used and monitored precisely, behavior modifica- 
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Use of Restraint 
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Occupational and Physical Therapy 
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sense of satisfaction comes not just from the praise of 
the adult but also from the child’s sense of acquisition 
of skills. The capacity to use these skills in the milieu 
occurs frequently; thus, each interaction can reflect a 
new level of competency and a higher level of pleas- 
urable exchange with adults (18, 20, 25, 26). 

The occupational therapy program is critical. Since 
the skills of the occupational therapist in developmen- 
tal diagnosis of perceptual motor functioning are often 
highly refined, such a therapist can give a very clear 
evaluation of each child’s perceptual motor function- 
ing and some of his or her cognitive areas. The occupa- 
tional therapy tasks can be clearly designed to facili- 
tate the next stages in perceptual-motor development. 
In addition, the use of textures and colors enhances 
the sensory capacities of the child considerably and 
enlarges his or her horizons in both sensory and motor 
areas. The fact that many of the projects in occupa- 
tional therapy produce tangible results—e.g., clay fig- 
ures or drawings or the products of weaving, wood- 
work, etc.—is extremely important to the child’s sense 
of accomplishment (12, 18, 22, 26, 27). 


ESSENTIALS OF A DEVELOPMENTAL PROGRAM 


The effectiveness of such a program depends on the 
clarity with which it is applied to the developmental 
state of the child. That is, in each developmental area 
the program must not demand more of the child than 
the child is capable of developmentally. On the other 
hand, it must not be geared to a level where the child is 
already successful, lest he or she be bored by the ac- 
tivity. 

The educational program is a critical element of all 
milieu therapy. Such a program depends on a thor- 
ough, developmentally oriented educational evalua- 
tion that clearly defines the cognitive areas in which 
the child needs help as well as the areas of the child’s 
successes. Areas of academic achievement can be the 
entree to areas in which the child needs to acquire 
competence (18, 25, 26, 28-32). 


Group Therapy Programs 


Group therapy programs must be geared to the de- 
velopmental and actual age of the child. Activity 
groups are most effective for young children because 
they are learning social skills and developing coping 
capacities for play with a variety of age-mates. Chil- 
dren are involved in a variety of activities that include 
first those of parallel play and, later, planned activities 
of collaboration and competition which provide oppor- 
tunities for interaction with other children. The explo- 
ration of feelings first noted and verbalized by adults 
leads to greater expression of angry or depressed feel- 
ings, and, as collaboration in projects occurs, in- 
creased social competence develops (16). 

With the older child, the activity programs may be 
more sophisticated in that they may be collaborative 
projects which lend themselves to the expression of 
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feelings. For example, the painting of murals may have” 
various subjective meanings to each child as he or she 
depicts a family, family outings, and various other ac- 
tivities, as well as pictures of the child in school and in 
various phases of living. In such an activity in one mi- 
lieu setting, murals that described ‘‘the way I get in 
trouble” produced in painting some of the most vivid 
and meaningful expressions of feelings, which pro- 
vided subject matter for many discussions (6, 11, 26, 
33-35). 


Work with Adolescents 


Whereas most younger and older adolescents will 
not talk freely about their own problems, they will, in 
the course of learning about child development and ac- 
tually working with younger children in the hospital or 
nearby day care or mental retardation programs, begin 
to talk about parenting. As they talk about the prob- 
lems they see in younger children, they can be helped 
to speculate about how these problems may result 
from certain parent-child interactions. Later they may 
reflect about similar situations in their own home and 
how they may have been affected. 

We have found that dramatic play initiated by talent- 
ed group therapists is one way of getting young adoles- 
cents to play out their feelings about some of their 
problems. Usually they are asked to write a scenario 
about the problems of another child and play those 
out, rather than their own problems, as a basis for dis- 
cussion. 

It must also be stressed that individual psychothera- 
py with adolescents provides an opportunity for them 
to form a relationship with one person over time. Such 
a relationship may become a critical factor in the so- 
Clalization process, in the reduction of conflict, and in 
the move toward egosynthesis (12, 18, 23, 24, 28, 33). 


Developmental Orientation in Individual Therapy 


Individual therapy must be developmentally orient- 
ed and include, especially, a developmental diagnosis 
of ego functioning. It is necessary to understand the 
psychopathology of the child and the deficits in nurtur- 
ance that the child has already experienced. The 
child’s specific problems in interacting with meaning- 
ful adults must be understood so the therapeutic con- 
tacts can be restitutive. Although interpretive psycho- 
therapy may not occur, what may develop is a rela- 
tionship that permits the child to identify with an adult 
who behaves therapeutically toward him or her. The 
adolescent finds an adult who is willing to understand 
his or her behavior and to help look at that behavior in 
the context of the immediate relationship. The goal 
with children and adolescents is to help them alter 
their previous modes of relating to adults and peers, 
which can be noted in interactions with other staff 
members and fellow patients. It becomes clear that un- 
less such interpersonal relationships are altered, the 
child will never be able to relate meaningfully to other 
human beings. Thus, all relationships may remain ster- 
ile and manipulative without warmth or intimacy. For 
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IMPLICATIONS OF DEVELOPMENTAL 
ASSESSMENT 


more behaviorally disorganized children, as with other 
disturbed children, the intensity of the one-to-one in- 
terpersonal relationship provides a vehicle for focus- 
ing on specific conflicts, which are beginning to be re- 
duced in the milieu therapy program, and working 
through them in the context of play, mutual activities, 
and talking, as well as in collaborative work with par- 
ents. 


It is almost impossible to make a pro: ` 
ment and do any outcome studies if the > 
tion has not been done developmenia::. 
cognitive, social inter- and intrapersora!. . 
motor areas have been evaluated, thc ¢ - 
data help one to make a better psychep ~ 
agnosis (8, 21, 26, 30, 31, 35, 39, 40). `i 
one can make prognostic statements fe 
child. One can then develop the neni st: 
gram that should help the child's tot.:] . 
Statements about prognosis, treatrgen’ i`. 
possible, treatment outcomes within & í- 
mit one to evaluate the evaluation prove- 


Collaborative Work with Parents 


Most inpatient settings do not include parents in 
therapeutic work. Unless parents are involved in some 
collaborative efforts the inpatient treatment may not 
be effective in returning the child to the community 
and home. The work of Szurek and Johnson (4, 18, 26, 
41) and Schopler and Reichler (36) indicated that par- 


ents’ involvement is critical to the improvement of very 
disturbed children (37, 38). I have observed that it is 
possible to elicit collaboration with even the most dis- 
turbed parents on behalf of the child. Members of the 
treatment team must be willing to visit the home, to 
see the child in his or her natural habitat, and to help 
the parents with those behaviors which make living 
with the child difficult. Gradually, parents who are 
helped to understand and to work on family problems 
will learn to manage the behavior of the child at home 
and make it likely that day hospital or outpatient treat- 
ment will become possible. 

In my experience, parents’ attendance and partici- 
pation in the inpatient setting several times a week is 
important. Parents may work first with other children 
who have similar problems but with whom they do not 
have mutual problematic emotional involvement. Par- 
ents find they can be effective, then gradually learn 
how to work with their own child. We have used 
videotape and a “‘bug in the ear, an electronic hear- 
ing aid that permits the treatment team to tell the par- 
ent what kinds of interactions are likely to be most ef- 
fective with the child during a particular interaction or 
specific project. All of these methods have been ex- 
tremely helpful in collaborative work with parents. It 
has been my experience that one does not leave the 
parent and child alone simply to visit. The staff is most 
helpful to both the child and parent if the parent is en- 
gaged with the child in a specific cognitive or sensory- 
motor learning task, especially using games. These 
tasks can then be broken down into the elements nec- 
essary for effective performance and facilitated by ex- 
ample and by helping the parent learn what kinds of 
behavior on their part seem to encourage the child to 
perform a task or learn more effectively. 

As parents learn to work with their children more 
effectively in the hospital setting, they also become 
better able to deal with them more effectively when 
they take them home. It is critical for fathers as well as 
mothers to be involved in such a program. Fathers 
who cannot come during the day are encouraged to 
come in the early or middle of the evening to partici- 
pate in evening programs and work with their children 
at specific projects. 


to refine these steps with each new pi ‘1: 
comes possible to evaluate particula. 
milieu program with regard to a partict 
velopment to determine which parts e. 
seem to be most effective in helping t >. 
program can also be evaluated in the oc 
staff and settings are best able to fa.1 
development. Individual treatment gu ~ 
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The critical issues in a developmer v: 
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SUMMARY AND CONCLUSIONS 


As inpatient settings become more 3: 
velopmental efforts, they can more cle: 
areas of expertise and their capacity fo 
dren, rather than becoming reposito. ic: 
munity’s difficult children, staffed by i` 
feel hopeless about understanding th: : 
culties and helping them therapeutics li, 
velopmental approach one must hire c. 
can train others in developmental di :.° 
ment. Where this approach is usec 
slowly, it is a potentially effective wa © 
seriously disturbed children. 
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` OPINION AND COMMENT 


The American Psychiatric Association and the Food and Dr:: - 
Administration: An Analysis and Proposal for Action 


BY RICHARD DORSEY, M.D., M.B.A. g 
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be highly appropriate for a particular individual or sub- 
group. Further, practitioners, academicians, and med- 
ical administrators may differ in their assessment of 
risk-benefit ratios even for identified populations or in- 
dividual patients. 

Finally, FDA is not a monolithic entity. Some staff 
members advocate expansion beyond the regulation of 
” the pharmaceutical industry into the provision of drug 
information to patients (through the ‘‘patient package 
insert’’ [5]), greater control of drug use as well as 
drug labeling, and greater agency discretion in eval- 
uating the relative merits of drugs in a particular class. 
Other FDA personnel feel current agency responsibilt- 
ties provide more than sufficient challenge and work- 
load and would prefer to concentrate on improving 
their capacity to deal with the problems at hand. 


Complexity of Decisions 


Few physicians outside industry and government 
appreciate the number and complexity of consid- 
erations involved in decisions regarding drug regula- 
tion. The scientific issues are difficult enough, since 
data are often incomplete and commonly subject to 
varying interpretations even by unbiased experts. In 
addition, the law requires the application of different 
standards in decision making for different purposes, 
being most stringent in requirements for the approval 
of new drugs or new indications and most lax (fre- 
quently to the point of scientific invalidity) with re- 
spect to adverse effects, 

Although good science constitutes the beginning of 
the drug regulatory process, it is by no means the end. 
All decisions must be made within the FDA adminis- 
trative framework; this fact alone imposes a certain 
amount of delay and costs both the government and 
the manufacturer time and money. Beyond this point, 
FDA’s decisions are subject to judicial and political 
review, both of which consider scientific evidence 
among a number of factors. However, in neither in- 
stance do scientific and clinical considerations assume 
the centrality to which physicians are accustomed in 
patient care and professional journals. 


THE AGENCY’S STAFF 


In part because of real recruiting difficulties and in 
part because of conflicts over agency goals and per- 
formance, the quality of FDA staff has frequently been 
criticized. For example, Senator Edward Kennedy ob- 
served in a speech at Tulane University in November 
1975, 


It is a fact of life that only top-notch scientists can cor- 
rectly judge the scientific work of other scientists. By and 
large, although there are many able scientists in FDA, it 
has failed to attract and keep the top level scientific talent 
that it needs. 

The consequences are serious. Too often, FDA yields 
to the temptation to use precaution and delay as sub- 
stitutes for expertise and scientific judgment. Again, the 
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public pays the price. Badly needed drugs are delayed 
from joining the fight against disease—not because they 
are dangerous; not because they are unsafe; but because 
of the FDA’s well-deserved inferiority complex about its 
scientific judgment. 


While this statement reflects some political hyper- 
bole, it is true that the FDA Division of Neuropharma- 
cological Drug Products has not been headed by a psy- 
chiatrist since 1974, in contrast to the National Insti- 
tute of Mental Health, whose staff includes a number 
of world-famous psychopharmacologists. During most 
of 1976 the directorship of the division remained va- 
cant, and a neurologist currently serves as the direc- 
tor. 

The nature of regulation, with its emphasis on re- 
viewing the work of others, adversary relationship 
with various groups, and vulnerability to political and 
legal considerations, rarely appeals to outstanding sci- 
entists. The intellectual freedom, professional pres- 
tige, and insulation from worldly pressures character- 
istic of academia or the National Institutes of Health 
constitute incomparably more agreeable working con- 
ditions for most creative researchers. 

However, scientific creativity may be less important 
in the discharge of current FDA responsibilities than 
such attributes as fairness, diligence, appreciation of 
the regulatory procedure, and the ability to live with 
persistent criticism. The staff of the Neuropharmacol- 
ogy Division are generally experienced, fair, and fa- 
miliar with scientific and regulatory issues. In recent 
years they have made considerable progress toward 
facilitating the review of submissions and clarifying 
the scientific issues presented to their advisory com- 
mittees. 

In the current political climate only scientists of high 
professional stature, adventuresome temperament, 
and assured alternative employment are likely to take 
the calculated risks involved in substantially shorten- 
ing the time required to review new drugs. Without 
such individuals in FDA, the outlook is for continued 
refinement of the basic approach of cautious fairness. 
Such an approach may be adequate, although not opti- 
mal, to discharge present agency responsibilities. 
However, it will fall far short of the pace and flexibility 
required if FDA’s authority is expanded in ways now 
under active consideration. 


ADVISORY COMMITTEES 


The approach frequently proposed to strengthen 
FDA’s internal scientific talent is reliance on advisory 
committees composed of leading outside experts, usu- 
ally from academia or the NaticonaleInstitutes of 
Health. The immediate problem is that agency staff are 
still legally responsible for all decisions, even those 
made on the advice of outside consultants. Thus the 
conservative bias of the system remains, although it is 
leavened by external views and support. 
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Advisors (some of whom are nonphysicians) are se- 
lected on the basis of their expertise in research, rather 
than their skill as clinicians or their knowledge of usu- 
al medical practice throughout the country. Accord- 
ingly, they must sometimes venture beyond their 
depth in deciding, often in an atmosphere of apparent 
political urgency, what labeling changes to recom- 
mend to appropriately inform and influence the prac- 
ticing physician. For guidance on regulatory and ad- 
ministrative affairs, the advisors must generally defer 
to FDA staff, some of whom may also have limited 
clinical knowledge and experience. 

Another major problem for advisory committees is 
time. Most advisors have numerous other com- 
mitments and are not able or expected to devote the 
time necessary to achieve mastery of the regulatory 
issues to be resolved or to work continuously with 
FDA to assure that satisfactory decisions are reached 
and implemented. 


THE PHARMACEUTICAL INDUSTRY 


Unfortunately, many of FDA’s staffing problems are 
not unigue to government but appear in the pharma- 
ceutical industry as well. The need for initiative and 
scientific creativity 1s probably greater tn industry than 
at FDA, since drug companies generally conceive, fi- 
nance, and monitor the research studies forming the 
basis of submission that FDA reviews. 

Relatively few of industry’s psychopharmacology 
research programs are directed by psychiatrists, and a 
number of corporations with significant research com- 
mitments to the central nervous system area have no 
psychiatrists at all on their research staffs. Assign- 
ment of monitoring responsibility for psychotropic 
drug trials to physicians who lack formal psychiatric 
training often leads to limitations in study design and 
management, difficulties in communication between 
industry physicians and investigators, and the es- 
trangement of industry from academic psychiatry. 
This reality reinforces FDA’s emphasis on documenta- 
tion and its skeptical attitude toward industry sub- 
missions. The net result is the expenditure on both 
sides of substantial amounts of time, energy, and re- 
sources that could otherwise be devoted to more so- 
cially productive research. It also means that the in- 
troduction of effective new compounds may be de- 
layed or even abandoned because they do not meet the 
high U.S. standard of scientific evidence. 


ISSUES OF DRUG REGULATION 


Several major issues surrounding drug regulation re- 
quire clarification. Despite court decisions, profes- 
sional testimony, scientific publications, and state- 
ments by FDA commissioners, widespread misunder- 
standing on these points still unnecessarily clouds 
public debate and medical practice. 
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The FDA’s Authority 


The FDA’s control over the pharu: 1° 
try derives from the federal govern 1° 
tional power to regulate interstate coii. 
agency currently has no statutory ai ‘I: 
practicing physician (6, 7). Although :! 
gally unfettered by FDA in prescribir? ; 
his or her individual patients, FDA his 
direct influence over the practice of x 

First, drug labeling, particularly as p . 
Physicians’ Desk Reference (8), covs ° 
source of prescribing informatior. - 
which must be approved by FDA, anc. 
pharmaceutical companies may say In t^. 
and detailing, with the goal of assurirs > 
sonable scientific accuracy and fairness 
promotional communications. 

Unfortunately, many physician 
estimate the scientific validity of « : 
feel obliged to prescribe in accorden. 
mendations in the package insert. n 
courts may mistake labeling for a di 
treatise rather than a regulatory doc:ir- 
undue weight in defining a standard f 
fessional liability cases. Thus even í i 
has had considerable experience wi F 
inclined to conform to the recomr't 
package insert in prescribing rather ‘n.. 
her own professional judgment. 

Finally, many public programs hi .« 
beling to directly constrain presc il 
reimbursement to drugs given fee 
dications.” For example, a military J > 
ceive methylphenidate at no charge í 
of childhood hyperkinesis, but not e 
the effects of tricyclic antidepress:'r. 

Similarly, the question of Medicar- 
treatment of multiple sclerosis with .’ . 
the absence of agency “‘approval” c. 

was formally raised at a recent m-:.. 
Neurological Drugs Advisory Commi 

all, some state mental health comm.s, . 

their own initiative or under court © «a 

their staff physicians to prescribe © 

doses of psychotropic drugs despite ! 

are often inadequate, particularly ‘co: « 

in public hospitals. 


Labeling 


Drug labeling constitutes ‘‘all labe - 

ten, printed, or graphic matter (1) an 

any of its containers or wrappers, o> 

such article” (10); this definition hes.. 2. +. 
judicial and regulatory decisions to :r: oa gh 
tising and detailing. As such, it coast ae 
cense to promote” and a constra'at < e i 
said by the manufacturer. On the thec. 170 r 
turers will tend to overstate the benefi. ` „~ 
the risks of their products, the regula  . l à 
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intentionally biased in a strongly conservative direc- 
tion in the hope that on balance a reasonably accurate 
presentation will emerge. 

Changes in labeling to expand indications or in- 
crease dosage must generally be initiated by the manu- 
facturer’s submitting a request and supporting docu- 

.mentation. Since such submissions are quite ex- 
pensive, particularly if original research is required, 
manufacturers are reluctant to commit the necessary 
time and money unless a commercial benefit is antici- 
pated. For example, labeled dosage ceilings for most 
tricyclic antidepressant and antipsychotic drugs are in- 
appropriately low in light of current information, not 
because psychiatrists, manufacturers, or the FDA do 
not know any better, but because there is no real in- 
centive for manufacturers or the FDA to change the 
status quo. 

Thus labeling is at least as often obsolescent as au- 
thoritative. For example, labeling for diazepam (Va- 
lium) included a warning against its use with epileptic 
patients at a time when it was generally regarded as the 
drug of choice for status epilepticus. The value of 
imipramine hydrochloride (Trofranil) for childhood 
enuresis was recognized for nearly a decade before the 
labeling was changed. With the exception of haloperi- 
do! (Haldol), the maximum recommended doses for 
most of the antipsychotic drugs are far below those 
generally recognized as appropriate for significant 
numbers of patients. Labeling for most tricyclic anti- 
depressants contains no information regarding the 
correlation between plasma levels and clinical response 
or the need for daily doses well above 300 mg for se- 
lected patients who are rapid metabolizers of these 
drugs (11). 


Introduction of New Drugs 


Lasagna and Wardell have been among the leaders 
in stressing the decline in the introduction of new 
chemical entities since the Food, Drug, and Cosmetic 
Act was amended in 1962 to require proof of efficacy 
as well as of safety. They have also pointed out the 
delay in the introduction of new drugs to the U.S. mar- 
ket compared with Western European countries hav- 
ing a high standard of medical practice; they coined 
the term “drug lag” for this phenomenon (12, 13). 

Not surprisingly, one result of the stringent U.S. 
regulations ‘has been a shift of basic drug research to 
other countries by large, multinational pharmaceutical 
companies (14). Such a development threatens Ameri- 
can leadership in medicine and science, reduces the 
opportunity to study promising new compounds in 
their early phases, and weakens this country’s basic 
research structure by exporting jobs and contracts. 


NEW LEGISLATION 


Background 


The Drug Regulation Reform Act of 1978 (S. 2755, 
H.R. 11611), which is currently moving through Con- 
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gress with the support of the Administration and key ~ 
legislative leaders, will provide FDA with breathtaking 
new powers over the medical profession. Despite the 
fact that a number of the Act’s major provisions, in- 
cluding those summarized below, will be intensely ob- 
jectionable to most psychiatrists, APA has not yet 
taken a position on this legislation, thus leaving the 
burden of opposition to AMA and a few individual 
physicians. 


Approval of New Drugs 


The Administration has, in essence, taken the posi- 
tion that although there ts no “‘drug lag, new legisla- 
tion is needed to eliminate it. The basic rationale for 
the Act derives from its sponsors’ contention that it 
will accelerate the development and introduction of 
new drugs. However, AMA, academic pharmacolo- 
gists, the pharmaceutical industry, and even FDA’s 
own career staff have testified that the actual result is 
more likely to be further delay. 


Medical Practice 


Under certain circumstances the offices of all physi- 
cians prescribing drugs released into ‘‘controlled dis- 
tribution’ would be transformed into ‘‘regulated 
premises,” which FDA inspectors would be autho- 
rized to enter without a warrant on the suspicion that 
the physician might be prescribing these drugs in ways 
not approved by FDA. Inspectors would have wide 
discretion to inspect and copy the medical records of 
individual patients. FDA could also issue its own sub- 
poena to compel a physician to appear in person any- 
where in the United States and to produce whatever 
records and documents might be demanded. Hearings 
on alleged prescribing violations would be conducted, 
not by a court but by FDA, who officials would act as 
prosecutor, judge, and jury, with the power to assess 
fines up to $10,000. Only after the issuance of a final 
order by the Department of Health, Education, and 
Welfare would the physician have the right of appeal 
to the courts. 

Thus even the most innocent physician, acting in 
good faith and according to sound professional judg- 
ment, would be exposed to the wholesale violation of 
his or her patients’ confidentiality and to the complete 
disruption of his or her practice or other professional 
work. The economic cost of productive time lost and 
legal fees paid will be burdensome even for large cor- 
porations; for the individual physician they will be 
nothing short of ruinous. 

The Administration acknowledges all of these possi- 
bilities but seeks to soothe opponents by claiming that 
these powers would be used only in exceptional cir- 
cumstances. However, nothing in the history of FDA 
and of its parent agency, the Department of Health, 
Education, and Welfare, provides a rational basis for 
reliance on the self-restraint of government officials. 


Patient Information 


Despite the limited scientific evidence on the effects 
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” of providing drug information to patients, the Act man- 
dates the development of patient package inserts for 
most major classes of drugs and requires that the phar- 
macist dispense them with the prescribed medication. 
In most cases the physician can direct that a particular 
patient not receive the package insert, but as a practical 
matter the patients for whom this information may do 
more harm than good are likely to be people who will 
be even more upset by knowing that something is 
being withheld from them. Worse still, FDA will have 
the power to override the judgment of a physician for 
an individual patient and to require that all patients 
receive package inserts for certain drugs. 

FDA will also have the power to require that physi- 
cians obtain written informed consent, in the precise 
form and manner dictated by government, as a condi- 
tion of prescribing certain drugs. In addition, FDA will 
be able to mandate that physicians notify all patients of 
specific major hazards of particular drugs even if the 
physicians disagree with FDA’s assessment of the 
risk, believe that notification would do individual pa- 
tients more harm than good. or find that identifying 
and contacting large numbers of these patients would 
be extremely difficult and burdensome. 


Research 


At present FDA’s authority over medical research is 
limited to studies sponsored by pharmaceutical com- 
panies. However, this Act would bring all drug re- 
search in humans under FDA control and would re- 
quire prior FDA approval for the conduct of drug 
studies, under pain of heavy civil penalties. In addition 
to the obvious threat to academic freedom, this pro- 
vision would have the bizarre result of requiring the 
most distinguished clinical investigators in the country 
to seek the approval of obscure FDA staffers whose 
principal qualification to act as arbiters of research 
consists of desks flanked by an American flag. 


PROPOSED APA POLICY 
Latitude for Physicians 


In dealing with regulatory agencies generally, APA 
should adopt an explicit policy favoring maximum lati- 
tude for the individual physician, subject to appropri- 
ate review and controls by organized medicine and 
psychiatry. As applied to drug regulation, such a pol- 
icy would have several specific implications. 

First, APA should press for earlier availability of 
new drugs so that larger numbers of psychiatrists can 
use them and explore their role in the treatment of 
mental disorders. Prompt reporting of new drug uses 
and adverse effects in the American Journal of Psychi- 
atry should be explicitly encouraged. APA should also 
provide vigorous public support when FDA does ap- 
prove new psychotropic drugs or appropriate labeling 
revisions and not leave the agency to face hostile polit- 
ical and journalistic fire alone on these occasions. 
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APA should work with the American 1: 
ciation (AMA) and other medical spec:alt., 
resolutely oppose any federal constraints « - 
marketed drugs by individual physicians <` 
vidual patients. Such a policy has z 
adopted by AMA, whose House of Deles. 
in 1975 that 


the American Medical Association contri, 
and seek to modify any restrictive regulat. 
ened to interfere with the exercise of a ph: ~ 
sional prerogatives in selecting the ther s.. 
choice for his patients . . .[and] that the An. 
Association continue to work for extensiv: 
by practicing physicians in the review cf ei, 
and development of FDA policy. (15) 


APA should testify and lobby vigorous. 
new legislation that would impose fedei. 
restrictions and should be prepared te ; : 
challenging any such laws. It shoul. 
AMA’s example in providing formal - 
FDA proposals published in the Feder 
nally, APA should press on the nationa! ; 
els for the abandonment of any admirist- 
requiring physicians to prescribe in acc 
labeling or limiting reimbursement to d~: 
for ‘“‘approved indications.” 

In exchange for the earlier introducilo `. 
and continued broad prescribing freeco ~ 
cooperate in an effective surveillenc- 
mechanism. Lack of the former has bh.: 
reason for delaying the introduction of 
the possibility of providing reasonab}, 
timely reports of adverse effects she: 
FDA’s apprehensions in this regeru 
dubious prescribing clearly does exis! 
need to take corrective action toavo.d.. > 
would have a pernicious effect on the ev. 
patient care in order to constrain pow 
small minority. 

For both purposes, Professional Sti. - 
Organizations (PSROs) or other local v 
ganizations should be advocated as 
mechanism. The PSRO program, to wy 
government is already committed. was 
provide public accountability for m, 
while assuring that ‘“‘decisions on im, 
made by other physicians rather thar . 
tors or bureaucrats’ (16). 

Part of the quality assurance focus : 
on prescribing, and adding a survella . 
adverse effects of new or existing cri: 
system should not be unduly difficult ©. 
establishing such a system, the coope. . 
and the specialty societies might reasor: . 
as in the AMA-Health, Education. and ^ 
Model Screening Criteria Project (17, 
ment of Model Psychopharmacologica: + 
teria by APA on contract to the Natie. 
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Mental Health represents one significant step in this 
direction.! 

In addition, APA should take the initiative to en- 
hance psychiatrists’ knowledge of psychopharmacolo- 
gy at all levels, from residency training through contin- 
uing education in practice. Increasing emphasis should 
be placed on the proper use of psychotropic drugs, 
their common interactions and adverse effects, and the 
appropriate assessment of therapeutic risks and bene- 
fits. 

APA should also explicitly address the consumer 
protection issue as it relates to psychotropic drugs. 
Psychiatrists understand the need for proven efficacy, 
reasonable safety, and full disclosure of the effects of 
drugs, as well as the desirability of properly protecting 
research patients. However, many other groups em- 
phasize these issues strongly and, on occasion, to ex- 
cess (18). APA’s greatest contribution to the drug reg- 
ulatory dialogue may lie in emphasizing the need for 
greater balance between the risks of illness and the 
risks of treatment. The importance of preserving maxi- 
mum latitude for the patient and his or her physician to 
select treatment on an individual basis should be 
stressed. Emphasis should also be placed on reviewing 
the substantive benefits and hazards faced by research 
patients, rather than on the precise composition of hu- 
man research committees or the attempt to explicate 
and guard against every conceivable risk. 

Similarly, while remaining alert to the high financial 
stakes involved in the pharmaceutical industry, psy- 
chiatrists should remind the public that profit in the 
private sector has no greater capacity to induce mis- 
representation and deception than does power or ide- 
ology in the public sector. From our experience with 
state hospital systems and community mental health 
centers, we should, of all specialties, be most keenly 
aware that government control assures neither quality 
nor equity. 

Finally, APA should press FDA to include a full dis- 
closure statement on drug labeling informing the phy- 
siclan and other interested parties that the labeling is 
primarily a regulatory rather than a scientific or medi- 
cal document. With particular regard to “‘indications,’’ 
I have recommended elsewhere (19) that the following 
statement be included in the package insert in order to 
put “FDA approval” into proper perspective: “‘Based 
on evidence submitted to the Food and Drug Adminis- 
tration, the manufacturer has been authorized to rec- 
ommend the following uses of this drug.” Similarly, 
the ‘‘adverse effects” section should disclose that this 
list includes many phenomena that have been reported 
to occur in patients while taking the drug but for which 
a cause-and-effect relationship has not been estab- 
lished. 

The AMA House of Delegates has made a similar 
recommendation, resolving in 1975 


‘These criteria will be published later this year. APA’s role in devel- 
oping these criteria is noted in the present context and in light of 
Dr. Schmidt’s comments. 
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that the AMA petition the FDA to adopt a standard para-~ 
graph in all package inserts to read substantially as fol- 

lows: Most package inserts of necessity represent a sum- 

mary of the information available about the drug upon 

which approval for sale was based. This should be re- 

garded as a guide for the physician who must combine the 

best knowledge from all sources with individual patient 

considerations in deciding upon appropriate therapy. This 

should not be considered as a legal controlling influence 

over drug use by a given physician in the management of 
an individual patient. The package insert gives the param- 

eters within which the pharmaceutical manufacturer may 

advertise or publicize this product. (15) 


Benefits of Drugs 


The second key element of APA policy should con- 
sist of emphasizing the proven value of drugs for the 
treatment of mental illness. APA also needs to assure 
wide dissemination of the evidence of the biochemical 
basis and genetic transmission of the more severe dis- 
orders (particularly schizophrenia and affective ill- 
ness), of which even sophisticated laymen are often 
unaware, and to point out the limitations of alternative 
forms of treatment. Further, psychiatrists should note 
the additive effects of pharmacotherapy and psycho- 
therapy for several major mental disorders (20-22) 
and emphasize the importance of the psychiatrist’s 
medical knowledge in properly applying either or both 
modalities. 

For maximum public policy appeal, APA should 
stress the cost-effectiveness of pharmacotherapy and 
its broad applicability and availability to most seg- 
ments of the population. In addition, evidence of the 
beneficial effects of drug treatment for the more severe 
disorders, which are most common among the poor, 
elderly, and minorities, should be well-received by 
Congress. 


APA ACTION 
Commitment 


The first step in addressing the above issues must be 
a decision by the APA Board of Trustees to pursue an 
ageressive policy concerning drug regulation. In es- 
sence, APA must make a commitment to work with 
FDA and its congressional oversight committees simi- 
lar to that already undertaken to deal with insurers. 
The latter arrangement probably represents a good 
general model for APA’s relationships with the finan- 
cial, regulatory, and consumer groups likely to have 
substantial influence on the practice of psychiatry in 
the next decade. 

To assure adequate coverage for psychiatric serv- 
ices under existing third-party meclfani§ms and under 
national health insurance, APA has been working for a 
number of years to develop good relations with gov- 
ernment, Blue Cross and Blue Shield, and commercial 
insurers. Those involved have attempted to address 
the concerns of these groups and to educate them on 
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‘our view of clinical reality and public necessity. The 
Commission on Standards of Practice and Third-Party 
Payment was established to negotiate with insurers 
_ and to coordinate the work of other APA components, 
including the Council on Mental Health Services and 
the Committee on Financing Mental Health Care and 
the Committee on Peer Review. APA also established 
a field consultant program in peer review to strengthen 
this activity at the district branch level and to gather 
information about developments across the country to 
share with insurers and government at the national lev- 
el. 

Perhaps most importantly, the Association has es- 
tablished a clear and consistent policy of seeking pari- 
ty in insurance coverage for mental illness with other 
medical disorders and in exchange offering equal or 
better accountability through peer review programs 
and cooperation with third parties. A similarly explicit 
commitment to goals for drug regulation will be re- 
quired if APA is to be effective in this area. 


Liaison 


The Joint Commission on Government Relations 
and/or the Council on Research and Development 
should establish liaison with a number of organizations 
including FDA, AMA, the American College of 
Neuropharmacology (ACNP), and the Pharmaceutical 
Manufacturers’ Association (PMA). With FDA we 
should articulate and press for the regulatory actions 
outlined above. With AMA and ACNP we should 
coordinate our positions and lobbying efforts. With 
PMA we should seek mutual understanding and coop- 
eration, exchange of information, and support for mu- 
tually acceptable positions. 


Representation 


Current FDA regulations (23) provide 


the mechanism for nominating and selecting nonvoting 
members of standing technical advisory committees. In 
the past three years, the Commissioner has increasingly 
included such nonvoting members to represent consumers 
and industry on standing technical advisory committees. 
These members serve a liaison function with those whom 
they represent. 


Because of their lack of a vote and their well-under- 
stood liaison role with a particular interest, these indi- 
viduals meet the statutory requirement that ‘‘any fi- 
nancial interest they may have in the particular class 
which they represent does not constitute a dis- 
qualifying conflict of interest’’(23). 


The FDA Commissioner has formally noted that 
@ + 

nonvoting consumer and industry liaison representatives 
have served on all of the OTC [over-the-counter] drug re- 
view advisory committees, the biologics review advisory 
committees, and the medical device classification panels, 
with enormous success. With rare exception, their con- 
duct has been entirely dignified and proper, and they have 
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made major contributions to the issues fe. - 


these advisory committees. (23) 


When the OTC panels were originally cs: 


1972, the Proprietary Association, repre : 


manufacturers of this class of medicae. 
initiative to arrange a meeting with the ©! 
sioner to seek nonvoting representation on . 


The manufacturers were well received 2. < 


and over the ensuing six years have becom: 
that their involvement has contributed ~ 
the public interest and to their own.’ 


The OTC advisory panels function in mi: ° 


way as do their prescription-drug cou. 
which decisions are usually reached by 


Under these circumstances a voice is weri ` 


much as a vote. Thus APA should proc:: 
delay to nominate a nonvoting represert: 
FDA Psychopharmacological Agents Ac 
mittee. Technically, this individual would 


psychiatrists rather than APA as such (7. 


views presented would be those of psychi: 
termined by the Association. The re- 
would have to be sophisticated in ps): 
cology and regulatory affairs and fami. 
sentiments and structure of APA. He g. 
be responsible for advocating APA's vic 


matters coming before the advisory cornir: . 
advising APA of actions taken and c< 


Drawing on the expertise of the Council 
and Development when necessary, the ro 
should also be able to formulate a judgem:: 
issues independently of both the agency . 
visors. 


Testimony 


The APA Office of Government Relazti.: 
assigned the responsibility to closely mcr 
legislation affecting drug research or pres- 
notify the Council on Research and Dev- 
the Joint Commission on Government Rci: 
scheduled hearings on these subjecis. 
groups should then work together to prep. 


ate testimony and secure witnesses of hi ` 


represent APA before Congress. Clear gc: 


as outlined above need to be establisacc : 


vance so that testimony can focus on tie . 
particular legislation as they relate to cu. . 
cerns. 


Reporting 


Psychiatric News should increase its 
congressional, FDA, and APA actions i! . 
development and prescribing. At least on2 + 
er should focus on this area in order to: ° 
ficient sophistication to report and interp: . 
ly. APA’s representative to FDA should : - 
paring reports and analyses of agency a: 


2Mersill A., personal communication, 1977. 
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committee actions. In the case of any rejections of new 
drug applications, our representative and the Council 
on Research and Development should report in the 
Journal whether they believe the rejection was due to 
intrinsic deficiencies in the drug, shortcomings of re- 
search design or conduct by the manufacturer, or un- 
due stringency on the part of FDA. 


CONCLUSIONS 


We are passing through an era in which the relation- 
ship between medicine and society is undergoing sub- 
stantial change. Whether our profession will retain a 
high degree of control over its own destiny and activi- 
ties, subject to negotiation with government and other 
major societal groups, or will suffer regulatory smoth- 
ering and financial starvation depends in large part on 
how effectively we organize and negotiate over the 
next few years. 

Pharmacotherapy has revolutionized psychiatry, 
shedding light on the pathophysiology of several of the 
major mental disorders and offering treatment of de- 
monstrable efficacy, cost effectiveness, and wide ap- 
plicability. Control over the entry of new psychotropic 
drugs into the U.S. market rests with the Food and 
Drug Administration, which also must approve the la- 
beling for existing medications. While the agency cur- 
rently has no legal authority over the practicing 
physician, its decisions do influence medical practice. 
In addition, the Drug Regulation Reform Act of 1978 
would revolutionize the relationship between the fed- 
eral government and the medical profession by 
extending FDA’s authority directly into patient care 
and independent drug research. 

Accordingly, APA must develop an effective mecha- 
nism for meeting this regulatory threat and for serving 
the interests of its members and their patients. The As- 
sociation’s commitments and programs in the insur- 
ance and peer review fields constitute the best model 
for such an undertaking in pharmacotherapy. 
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“Comment 


BY ALEXANDER M. SCHMIDT, M.D. 


AFTER I HAD been beaten, in my turn, by the grade- 
school bully, my father asked me whether my two best 
friends and I, fighting together, could give our assail- 
ant a thrashing. I said, ‘‘Sure,’’ whereupon my father 
suggested that the three of us visit the bully and quietly 
and politely describe in detail what would happen if he 
so much as laid a finger on any one of the three of us in 
the future. It was thus that I learned the important so- 
cial principle that organized individuals working to- 
gether in common purpose can do what the same 
people cannot do alone. 

It is this principle that Dr. Dorsey is talking about; 
his words are as important to psychiatrists as my fa- 
ther’s were to me, and for the same reason. Dr. Dorsey 
is concerned that the medical profession in general, 
and psychiatrists in particular, are being bullied by 
regulations, regulators, and Congress. More impor- 
tant, he clearly, concisely, and, in my view, accurately 
describes practical corrective measures that APA 
could take. Dr. Dorsey’s paper is an important and 
worthy challenge to the APA and one that ought to be 
accepted. 

I agree with Dr. Dorsey’s analysis of the many com- 
plex and controversial issues surrounding FDA and 
the drug industry. He is careful to present a balanced 
and fair view of the problems presented by, and suf- 
fered by, FDA and its staff; and he takes note of 
FDA’s efforts to resolve at least some of those prob- 
lems. His major thesis is that FDA could use some 
help; and again, he 1s correct. 

The following scenario is being repeated all too of- 
ten in Washington: a scientist, somewhere in the 
world, in a speech, paper, or press release, presents 
his or her conclusion that a particular drug Is a car- 
cinogen, a teratogen, or whatever. The press picks 
this up, recognizes the sensational news value of the 
story, checks only whether the scientist actually re- 
leased it, and then reports the story widely. A congres- 
sional staff member, sensing the story’s sensational 
news value to his or her employer, arranges a hearing 
into the matter. At the hearing carefully selected wit- 
nesses testify to the overuse and misuse of the drug, 
which FDA is called upon to explain. FDA is urged 
strongly to do something about the problem; there is 


Dr. Schmidt is former Commissioner of Food and Drugs, U.S. Food 
and Drug Administration. He is now Vice Chancellor for Health 
Services, University of Illinois at the Medical Center, 1737 West 
Polk St., Chicago, HI. 60612. 


another round of sensational press repor.. 
tually, regulations are proposed. 

During my tenure as Commissioner <7 sss 
Drugs, this sequence of events occurred: © . ~! 
ening regularity and with distressing resu - * wh 
seldom able to defend itself very weli vt . `°. te 
ing, and it should not have had to try. C <> > i 
case of misuse of drugs, it should not eyx. . : N 
FDA that was called to account! Buti: . x n 
again, while violence was being done to. ie 
and often to good scientists, FDA wasac <.> x 
ness table. 

The problem in this scenario ts not the z 
by a scientist of data suggesting a here:> c'a x 
pected drug danger. Any scientist 1s Oii’ +, 
port his or her results. The error 1s tha‘ : pi 
port and the ensuing events were usuz!. = on, 
those who should have been paying tz. ; we 


tion—the professional organizations cc. nto 4 
the proper use of the drug in question. 
At times the initial report resulted i- A 


study, the data were improperly hand'e' , 
could be countered by existing data ire- ame 
ies. Usually, unless FDA already knew : ` Be ie 
they went unreported in the press ov c’ a. = 
This was in large part true because whe. - el 
hearings on important drugs were he'd .- i 
professional organizations were unaw: ie. fe 
ings—or if they were aware, they dice n; : a : 
to monitor the hearing, let alone tesiif' .  & 
Inaccurate reports from congressional ` Cy 
rected by a properly indignant public s . 2° 3 
prestigious professional organization. 
Organization insist on testifying, ever `. y 
advance of a hearing. Later, when i'i 
sions discussed with its advisory co.nti i 
in question, professional organizatior~ 
rarely be in attendance or contribute. 

It is important to realize that Cot: poA 


FDA’s role. In the long run FDA car: : Ea TA 
less than Congress tells it to do. Anu se 
process is conducted in hearings, conx 7: i 
and mark-up sessions, most of whicha’ nose 2° 
bad legislation results from that process» ~ 
because those who could have made it^ < >z 1 
aloof or uncaring. Thus in a real sense 1. 1 nos 
ting the regulation it deserves because co sog 2c 
the legislative process. 

FDA’s present role is not ambiguou {15 op 
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tect the public from unsafe and/or ineffective drugs. In 
judging whether drugs are safe and effective, FDA 
needs all the help it can get, and the advisory com- 
mittee system now in effect is the best way for FDA to 
get that help. The advisory committees function for 
the most part in open session, so that interested parties 
can know what is happening and can influence the pro- 
ceedings. The proper function of the advisory com- 
mittees is to answer scientific questions, sharply put 
by the agency; FDA must, and properly should, 
handle the legal and political questions. It is when the 
scientific basis of FDA’s actions is shaky that the polit- 
ical pressures can become determinative. But even 
when scientific proof is lacking, a consensus of un- 
biased and expert scientists can suffice to protect 
against foolish or even dangerous interpretations of 
scientific matters by bureaucrats, politicians, and 
judges. 

I can criticize Dr. Dorsey only for passing lightly 
over some of the problems owned by medicine and 
psychiatry. For example, he favors ‘‘maximum lati- 
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tude for the individual physician” in prescribing drugs, 
‘subject to appropriate review and controls by ... 
medicine and psychiatry.’ That ts all right, but who ts 
going to review and control the prescribing habits of 
individual physicians—APA? 

Dr. Dorsey calls for better reporting of adverse drug 
reactions. As malpractice insurance rates and court 
settlements have risen, the reporting of drug mis- 
adventures has fallen. No one has yet been able to de- 
vise a Satisfactory reporting system for adverse drug 
reactions. If the earlier release of drugs is to depend on 
practicing physicians’ more accurate and timely re- 
porting of adverse drug reactions, then the drug ap- 
proval process will not accelerate significantly. 

However, these minor criticisms do not detract from 
the need for APA and its members—indeed, all profes- 
sional associations and their members—to heed Dr. 
Dorsey’s call. Doing what he suggests ts the only way, 
short of dissolving Congress, that we can have a bene- 
ficial impact on a legislative process that results in op- 
pressive regulatory schemes. 


The Manfred S. Guttmacher Award 


The American Psychiatric Association invites applications for its annual Manfred S. Gutt- 
macher Award for 1979. The award is given for any outstanding contribution to the litera- 
ture of forensic psychiatry in the form of a book, monograph, paper, or other work, includ- 
ing audiovisual presentations (films, etc.), submitted to or presented at any professional 
meeting or published during the period from November 31, 1977, to December 1, 1978. A 
plaque and an honorarium of $500 will be presented to the award recipient at the Con- 
vocation of Fellows at the 1979 APA annual meeting in Chicago, Ill. Please note that the 
award recipient is now required to give a lecture at the annual meeting. 


Anyone who wishes may apply to receive the award by submitting five copies of the work 
as well as five abstracts to Carl P. Malmquist, M.D., Chairman, Guttmacher Award Board, 
: 1700 18th Street, N.W., Washington, D.C. 20009. Entries will be acknowledged but will 


not be returned. 


The deadline for submissions is December 1, 1978, and any entry to be considered must 


be in Washington by that date. 
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"EDITORIAL 


Lithium: Developments in Basic and 
Clinical Research 


LITHIUM IS THE OLDEST of our modern psychotropic drugs. Its efficac 
treatment of mania was discovered by Cade in 1949, investigated more th: : 
by Schou and others in the 1950s and 1960s, and finally accepted for clinic. 
by the Food and Drug Administration in 1970. Like most psychotropic . ı 
was discovered accidentally or from the wrong hypothesis. Cade’s hypoth.s 
uric acid was involved in the pathogenesis of mania led him to use lithium .c 
blood and tissue levels of this metabolite because lithium urate is sot. 
hence could be excreted. He quickly disproved his own hypothesis, but h » 
ical results about lithium’s therapeutic efficacy have been widely co 
Today. most would agree that lithium is the most specific and, for the c 1 
for which it is indicated, the most effective psychotropic drug available. 
used with the most precision because serum levels are easy to obtain an 
used to keep the patient in the therapeutic range, avoiding toxic tevels. V b 
is done, more than 75% of patients with acute mania respond within 2 - 
Lithium is prophylactic in most patients with bipolar II depression, mi - 
both the manic and depressive phases of the illness. Its role in unipolar di 
is still uncertain. 

There have been reports of lithium’s effectiveness tn conditions as ¢ 
hyperactivity in children, premenstrual tension, schizophrenic illness. < 
holism. and in eliminating the euphoria of drugs of abuse, but these stuc: 
yet to be done with the rigor and the large populations that have characte | 
work on affective illness. Should they turn out to be positive. we wil : 
reconsider whether there are components of affective illness in those cer. 
which clinically have not been considered to have them, or whether the r 
mode of action of lithium transcends specific clinical diagnosis by alter 2. 
fundamental property like neuronal membrane permeability to endoge + 
ions and thus altering the uptake and release of those organic molecu: s 
influx and efflux are associated with ionic flow. 

The mechanism of action of the lithium ion (Lit) is by no means clear 
it seems certain that the ratio of intracellular to extracellular Liv is cruc:. 
this ratio is crucial for the endogenous cations sodium and potassium. > 
much research on affective illness implicates disorders of neurotransm. - 
tion, a good deal of attention has been paid to the effect of Lit on these. - 
decreased release and increased reuptake of norepinephrine, which is « 
ent with its antimanic effects. However, it is less clear how the antice 
and prophylactic effects in bipolar patients are mediated. Liv also alte s 
lease. uptake, and synthesis of serotonin. It alters the transport of gluco -© 
acids, and other cations across cell membranes. Many synthesis and rela. 
tions of the neuron are calcium-dependent and are modulated by magne «1: 
competes with these ions to alter these functions. The Lit ion at low core 
tions alters adenyl cyclase activity and cyclic AMP levels. which are bel. 
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be components of neurotransmitter receptors. These multiple actions of Lit 
are perhaps to be expected because the endogenous cations like Nat, Kt, Ca*t, 
and Mg** also have multiple actions. Research on the mechanism of action of 
lithium at this level is in the province of the basic scientist and will undoubtedly be 
unravelled with time. 

Of greater significance to the clinician is the search for even more effective 
methods for using lithium therapeutically, for more precisely defining the condi- 
tions in which it is useful, and for understanding the biological defects of those 
illnesses in which it is effective. The three papers in this issue of the Journal from 
the laboratories of prominent investigators at the University of Pennsylvania, Co- 
lumbia University, and the University of Chicago address these questions. 

Since intracellular accumulation of Lit is clearly essential for its action and is 

e not measured by plasma levels, several years ago the Pennsylvania group sug- 
gested that the erythrocyte concentration and the calculated ratio of RBC to 
plasma lithium (Lit ratio) might also be useful. Even more useful would be the 
intraneuronal Lit concentration, but this is not feasible in clinical research. In 
their early work, they found that the ratio (which is always less than 1 and usually 
averages about 0.4) showed considerable intersubject variance but is quite con- 
stant for any subject over time. This early work suggested that the Li* ratio was 
lower in lithium nonresponders than in responders, that it separated unipolar from 
bipolar depressives, and that it might be under genetic control. These observa- 
tions stimulated controversy and considerable research in many laboratories. 
Typically, the questions asked are basic, clinical, or at the interface. At the basic 
level the questions relate to the mechanisms by which Li* enters the cell, leaves 
the cell, and by which an equilibrium is established between cell and plasma. At 
the clinical level, there are the questions of the significance of these cellular mech- 
anisms for the pathogenesis of affective disorder and for the prediction of clinical 
response. At the interface, there is the question of whether in vitro tests can be 
developed that would offer better predictors than are now available, as well as 
more sensitive indications of appropriate dosage. 

The Chicago group addresses the basic science problem and elegantly summa- 
rizes the evidence for the mechanisms by which an equilibrium is established be- 
tween intracellular and extracellular Lit. Lit enters the RBC by three mecha- 
nisms which can be chemically dissected in vitro. It moves passively from higher 
concentrations to lower, i.e., from the plasma to the cell. It uses the same energy- 
consuming Nat-Kt dependent ATPase pump that actively transports these ions in 
directions opposite to their concentrations, i.e., K* into the cell and Nat from the 
cell to the extracellular space, and it uses a Nat-Na* exchange pathway that alters 
membrane permeability to sodium and thereby facilitates a stoichiometric ex- 
change diffusion. The first pathway is chemically insensitive, the second is inhib- 
ited by ouabain, and the third by phloretin. Lit leaves the RBC by passive dif- 
fusion and also by a phloretin-sensitive Li*-Na* facilitated exchange diffusion 

. pathway. The steady-state distribution between RBC and plasma reflects a dy- 
namic balance between the influx via the chemically insensitive diffusion pathway 
from the high plasma concentration to the lower RBC concentration and the efflux 
via the Lit-Nat counterflow system which keeps the intracellular concentration 
of these ions below the extracellular concentration. 

Interestingly, these researchers have found a manic-depressive patient in 
whom the phloretin-sensitive pathway is markedly diminished. Studies of this 
patient’s family show that this seems to be a genetically transmitted autosomal 
dominant trait. Unfortunately, one cannot arrive at simple answers from this ob- 
servation because there is not a one-to-one concordance between the trait and the 
manifestation of clinical manic-depressive illness: the patient’s father had an iden- 
tical defect but no recorded affective disorder, although he appears not quite psy- 
chologically normal. The Chicago group also finds some but not all manic-depres- 
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sive patients with a similar defect, suggesting a subgroup. This defect is not fe: | 
in schizophrenic or in unipolar depressed patients. 

The Pennsylvania group reports their continuing work, which is both basic! 
clinical. They agree with the Chicago group about the mechanisms involve’ ù 
influx of Lit into cells and the method of efflux. They feel that the great ir 
subject variance is related to variance in the efflux system. They continue tc 
the Li* ratio to be a predictor of beneficial effects of lithium for treatmen’ i 
prophylaxis, but their attempts to differentially diagnose unipolar from biz 
patients by the ratio fail to reach statistical significance. They have develope 
in vitro system in which the distribution of Li* between cells and the medium 
a .90 correlation with that found in vivo. 

The Columbia group also agrees that the level of Li* in a cell is determ - 
primarily by its efflux rate and has also developed an in vitro system iny : ) 
RBCs are preloaded with Li* and the rate of efflux into an artificial mediu s 
directly measured. With this system they found no differences between pa -~ 
with affective disorders who were not on lithium and controls. However. thc. 
find that chronic lithium administration lowers the efflux rate to a stable 
significantly below the pretreatment state. Patients with lithium toxicity had i: . 
even markedly lower. 

These three papers are similar conceptually and methodologically t0 < . 
found in the clinical pharmacology of internal medicine. They are sophisti.. 
and difficult to read, but they show maturation in the research needed "c 
understanding of the mode of action and optimum use of a very effective ps. : 
tropic drug. Like all good research they raise many questions but offer mei 
for answering them, and they contribute simultaneously to basic physiology . - 
cal pathogenesis, and therapeutics. It can safely be predicted that studies s- 
to these will continue with lithium and that the same principles of investig: 
will soon be applied to other psychotropic drugs and other illnesses. 


A 


At 


Morris A. LIPTON, PH.D)... 


Dr. Lipton is Professor, Department of Psychiatry, University of North Cu: - 
School of Medicine, Chapel Hill, N.C. 27514. 
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TOPICAL PAPERS: Lithium Transport—New Research Findings 


Clinical Correlates of the Lithium Pump 


BY DAVID L. DUNNER, M.D., HERBERT L. MELTZER, PH.D., AND RONALD R. FIEVE, M.D. 


The active efflux of lithium from erythrocytes, 
expressed as the rate constant ky, was studied in 
patients with primary affective disorder and in 
controls. The authors’ data suggest that kais stable 
within individuals over time, is inhibited during 
treatment with lithium carbonate, and may be a good 
index of lithium toxicity. K, correlates significantly 
with the lithium erythrocyte/plasma ratio but is 
seemingly not related to age, sex, or affective disease 
subtype. Preliminary data suggest that k, may be 
determined, at least in part, by a genetic factor. 


RECENT STUDIES from our and other laboratories sug- 
gest that lithium movement across cell membranes is 
governed by active transport processes—the lithium 
pump. It can be shown that lithium is actively trans- 
ported out of human erythrocytes (1, 2). The influx and 
efflux rates of transport across erythrocyte membranes 
can be expressed as rate constants (k; and k,, respec- 
tively), which define the fraction transported per hour. 
These rate constants can be assessed in subjects who 


Revised version of a paper presented at the 130th annual meeting of 
the American Psychiatric Association, Toronto, Ont., Canada, May 
2-6, 1977. 


Dr. Dunner is Psychiatrist, New York State Psychiatric Institute, 
722 West 168fh St., New York, N.Y. 10032, where Dr. Meltzer is 
Research Scientist V (Neurochemistry) and Dr. Fieve is Chief of 
Research, Lithium Clinic and Metabolic Unit. The authors are also 
with Columbia University, where Dr. Dunner is Associate Professor 
of Clinical Psychiatry, Dr. Meltzer is Assistant Professor of Bio- 
chemistry, and Dr. Fieve is Professor of Clinical Psychiatry. 


This work was supported in part by Alcohol, Drug Abuse, and Men- 
tal Health Administration grant MH-21586 from the National Insti- 
tute of Mental Health and by the Foundation for Depression and 
Manic Depression. 


are taking lithium carbonate and in drug-free individ- 
uals. The k;/k, ratio is fractional, i.e., the active trans- 
port process for lithium efflux from erythrocytes is 
greater than that for influx. 

In this paper our purpose is to discuss some of the 
clinical correlates of the lithium pump. We will focus 
on the relationship of pump activity to the lithium 
erythrocyte/plasma ratio (Lit ratio), the effect of lith- 
ium administration on lithium pump activity, and a 
possible role of the lithium pump in lithium toxicity 
and present some preliminary data on lithium pump 
activity in genetically related individuals. 


METHOD 


Subjects in this study were outpatients of the New 
York State Psychiatric Institute Lithium Clinic or in- 
patients on the Metabolic Clinical Research Unit of the 
institute. All patients met the diagnostic criteria of 
Feighner and associates (3) for primary affective dis- 
order and were further classified into bipolar and uni- 
polar subgroups based on the criteria described by 
Fieve and Dunner (4). The relatives and spouses of pa- 
tients were also studied, and psychiatric diagnoses for 
all individuals were established through a structured 
interview (5). All subjects gave informed consent to 
participate in these studies. 

Heparanized blood for the study of lithium pump ac- 
tivity was obtained at various times and from patients 
in varying clinical states. For outpatients, most of 
whom were euthymic and were being maintained on 
lithium carbonate therapy, blood was obtained be- 
tween 12 noon and 1 p.m., which was in most cases 
approximately 14 hours after the last dose of lithium 
carbonate. Mood state and other medications were 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 
Editor considers this material to constitute a comprehensive analysis of the topic. 
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TABLE 1 
The Lithium Pump: Mean Activity in Affective Disorder Subtypes 


_ _Non-Lithium-Treated Group 


DUNNER, MELTZIR. 


Lithium-Treated Grou 


Age (years) ko ki/ ka Age (years) A, 
Diagnosis N Mean SD Mean SD Mean SD N Mean SD Mean SD 
Men 
Bipolar I 5 39.2 10.5 .243 .066 .19 .08 26 47.8 13.7 81 C44 
Bipolar lI 3 59.7 17.2 .254 .031 .15 0] f 54.6 15.3 136 C4] 
Bipolar other 0 2 41.5 20.5 .26} .148 
Unipolar 0 4 44.0 23.8 206 055 
Controls 10 51.6 19.2 .264 .09] .18 .06 0 
Women 
Bipolar I 6 36.7 19.6 254 .062 -I6 .03 22 38.5 16.5 .178 C52 
Bipolar II 2 34.0 17.0 .242 .125 .22 .09 12 58.3 10.1 148 (46 
Bipolar other 6 37.3 17.9 214 .033 21 .06 5 43.8 13.3 14 045 
Unipolar 5 59.4 12.1 .255 .055 .16 .02 3 57.0 3.5 .198 (46 
Controls 12 48.8 16.7 .287 .076 q5 .03 0 
All subjects 49 — .258 .070 „17 505 81 — .173 (Af 


noted for outpatients (6). Blood from relatives of pa- 
tients was obtained in the early afternoon, and blood 
from inpatients was obtained tn the morning before 
breakfast (9-24 hours after the last lithium dose). 
Some inpatients were studied at weekly intervals. 

Laboratory procedures for the study of the lithium 
pump are described in detail elsewhere (1). Briefly, the 
kinetics of lithium efflux were measured after suspen- 
sion of erythrocytes in a modified Ringer’s solution 
and incubation at 37° C. The efflux rate constants were 
obtained from the increase in lithtum concentration in 
the Ringer’s solution over a 2-hour period. Erythro- 
cytes from subjects who had not been taking lithium 
carbonate were preincubated with a Ringer’s solution 
containing 15-20 mEg/liter of lithium in order to pre- 
load the erythrocytes. This preloading was also per- 
formed in cells of patients who had been treated with 
lithium. Data for lithium pump activity are expressed 
as rate constants: k, refers to the activity of the proc- 
ess that transports lithium out of erythrocytes, and k; 
to lithium influx into erythrocytes. In our laboratory, 
measurements of k, are considered more reliable than 
measurements of k, because of certain technical prob- 
lems in the assay for &;. Units for these rate constants 
are per hour. For purposes of this report, the £;/k, ratio 
was Calculated using uncorrected data for k; (1.e., no 
correction for the effect of k, on lithium accumulation 
in erythrocytes). In other reports we have applied such 
a correction factor. which entails multiplying the k;,/k, 
ratio by approximately 1.2. 


RESULTS 


Lithium pump activity was assessed in 49 subjects 
who were not befng treated with lithium carbonate (see 
table 1). The mean &, (+SD) in these individuals was 
258+ .070. There was no significant correlation be- 
tween k, and age of subjects (r=.07), and there were 
no significant differences between mean k, for men and 
women controls (t=.61). Similarly, there were no sig- 


nificant differences in mean $Å, Dewi. 
groups of patients. The mean k/ko ratio 
jects was .17+.05. 

The mean k, in 81 subjects who wer. 
with lithium (see table 1) was sign fic 
from that for subjects who were not le . 
lithium (t=7.51, p<.01). The mean .., ° 
lithium group was significantly differe» 
the non-lithium group (t=6.55, p<.0'). : 
significant differences in mean k, em 
groups of lithium-treated patients. 

The effect of lithium on k, is furths - 
2, which presents data from 6 patien » \ 
ied before and during lithium treatric: : 
showed a reduction ink, with lithium tr. 
t=5.32, p<.01), and 5 of the patieris 
crease in k;/k, (paired t=3.45, p<.02). 

The stability of k, over time in 25 lb.. 
tients (and 1 non-lithtum-treated con: 
by considering data from patienix« | 
treated with lithium for longer than 2 wv. 
liminary data suggest that k, will deus 
time. The mean k, during early stages « 
ment was almost identical with the me: 
weeks later (means=.190+.073 ard 
spectively, range of repeated dei.t 
weeks). The correlation coefficient lic , 
and later measurements was hig 
(r=.96, p<.01). 

The relationship of lithium pump ..c- 
ratio could be assessed in 53 subinc 
these subjects, the pump activity an. . 
mined from blood samples taken dur n. 
visit. The Pearson’s correlation coet 
tionship between the 4,/k, ratio and 1° 
r=.49 (p<.01). The correlation for ‘he 
k, to the Li* ratio was r=—.47 (p 01 
ship between k; and the Lim ratio was 

Several relatives of patients volu it... 
search study. To analyze these data 
the k, correlation in 15 pairs of fir-*-:'. 


CLINICAL CORRELATES OF THE LITHIUM PUMP 


TABLE 2 
The Lithium Pump: Intrapatient Effect of Lithium Treatment 


Before Lithium During Lithium 


Patient ko kil ko ko ki/ ko 
l 191 20 „147 36 
2 221 14 149 28 
3 248 18 150 3) 
4 32] 14 299 mle 
5 302 12 .193 21 
6 303 13 218 19 

Overall 
Mean .264* ais .193 24 
SD O52 .03 .060 09 


*Statistically higher than during lithium, paired t=5.32, p<.01. 
**Statistically lower than d@ring lithium, paired t=3.45, p<.02. 


including probands and first-degree relatives if the pro- 
band was not treated with lithium. We also computed 
the correlation for 4 pairs of subjects who were not 
genetically related but who were living in the same 
household—these subjects were parents of probands. 
A high correlation was found between first-degree rel- 
atives (r=.65, p<.01), but the correlation between 
nongenetically related subjects was lower (r=.38). 
Furthermore, the correlation for 23 pairs of “random” 
non-lithium subjects who were not genetically related 
was r=.12 (n.s.). 

We were able to study k, in 2 patients who were ad- 
mitted during states of lithium toxicity. Both patients 
showed reduction in k, during lithium toxicity (values 
of .088 and .148) compared with later analysis in the 
Lithium Clinic (values of .176 and .178). 


DISCUSSION 


Activity of the lithium pump can be determined in 
individuals regardless of whether they are being 
treated with lithium carbonate. For this paper, we ana- 
lyzed data on the lithium pump up to March 1, 1977. It 
should be noted that our studies of the lithium pump 
are continuing, and we plan to augment the data pre- 
sented here with data on more subjects. 

The data we have obtained thus far reveal several 
facts about the lithtum pump. In subjects who are not 
being treated with lithium carbonate, k, does not seem 
to be related to age, sex, or diagnosis. k, appears to be 
stable over time and may be determined, at least in 
part, by a genetic factor. During lithium treatment k, is 
considerably reduced, and there may be even further 
inhibition of k, during lithium toxicity. A significant 
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correlation can be demonstrated between the activity ` 
of the lithium pump and the Li‘ ratio. 

Many questions regarding the lithium pump remain 
for further study. Preliminary data suggest that the ac- 
tivity of the lithium pump may correlate with the out- 
come of lithium prophylaxis (7). Also, there appears to 
be a critical dose of lithium that will cause inhibition of 
the lithium pump, and the relationship of this dose to 
therapeutic plasma lithium concentration requires fur- 
ther study (7). Other issues, such as the relationship of 
the efflux pump to lithium plasma concentrations, the 
mechanism of inhibition of the pump by the lithium 
ion, and the relationship of the lithium pump to other 
ions (e.g., calcium and magnesium) and to other cation 
transport mechanisms, await further study. 

Our data suggest a possible role of the efflux pump in 
lithium toxicity. In this speculative model, lithium tox- 
icity could be defined as occurring when the lithium 
efflux pump is inhibited beyond the usual inhibition 
that occurs with lithium treatment. Inhibition of the 
efflux pump would lead to higher intracellular lithium 
ion concentrations (and abnormally elevated Li+ ra- 
tios). Treatment of lithium toxicity would entail treat- 
ing the inhibition of the lithium pump. According to 
this model, changes in the lithium efflux pump activity 
and/or the lithium erythrocyte/plasma ratio would re- 
flect and parallel clinical changes during lithium tox- 
icity as the high intracellular lithium load is trans- 
ported to the extracellular fluid compartments. 
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` Erythrocyte Concentrations of the Lithium Ion: Clinical 
Correlates and Mechanisms of Action 


BY ALAN FRAZER, PH.D., JOE MENDELS, M.D., DAVID BRUNSWICK, PH.D., JACK LONDO* 
MARTIN PRING, PH.D., T. ALAN RAMSEY, M.D., AND JANUSZ RYBAKOWSKI, M.D. 


When lithium carbonate is administered to 
individuals, there is considerable intersubject 
variation in the extent of accumulation of Li* by 
erythrocytes. The primary reason for this is 
differences in the activity of a Lit-Na* counterflow 
system, which, under clinical conditions, removes Lit 
from the cell. It appears that some bipolar patients 
accumulate more Li“ in their red cells than either 
unipolar depressives or normal controls. The precise 
clinical characteristics of the bipolar patients who 
accumulate relatively large amounts of erythrocyte 
Li` need to be clarified in future research. Finally, the 
measurement of red cell concentrations of Lit, in 
addition to the usual plasma measurement, can be 
used as an indicator of patient compliance. 


EXTENSIVE RESEARCH has been stimulated by our ob- 
servations (1-4) suggesting that study of the relative 
accumulation of the lithium ion (Li*) by erythrocytes 
(RBCs), expressed as the ratio of lithium in the 
erythrocyte to Its concentration in plasma (Li? ratio), 
might help tdentify a distinct subgroup of depressed 
patients and perhaps even a biological abnormality in 
these patients. This work has included examination of 
a variety of clinical phenomena that might be associat- 
ed with variations in the distribution of Lit across the 
erythrocyte membrane, as well as the physiological 
mechanisms involved in transfer of Li* across this 
membrane. In this paper, we will review the current 
Status of this continuing research. 
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Our initial study (1) involved 13 depres» : 


pitalized on a research ward. Several it 
servations were made when erythrocyte 
trations were measured simultaneous|\ 
levels of the cation. Although there was 
intersubject variation (about twofold) n < 
of the Lit ratio (a similar variability hz 
earlier by Maggs [5] in a small groupo’ st. 
was good intrasubject stability in the I. 
time. All of the subjects had less fithiz. 
cytes than in plasma, implying that unde 
conditions Lit is not being distributed — 
with Gibbs-Donnan equilibrium. Two c: 
from these observations: 1) What is tle s 
intersubject variability? 2) What facio - 
transfer of Li* across the red cell mem? 
Our initial study noted that the dcp: 


who improved with lithium carbonate ce . 


er Lit ratios than the nonresponders ( 5 
39+ .02, p<.005, Mann-Whitney U te 
we were not able to replicate this fird ~: 
(as yet unpublished) study (see table 1) 
the initial study, the second study inch : 
of outpatients and women. We review e.’ 
the original study to determine wheth- 
factor might account for the differerce 
between the two studies. Variables stic- 
illness, dosage of lithium carbonate, an 
centration of Lit do not seem to acco. 
parity in the results. 

One factor that might provide ar ec 


these apparently discrepant results is ‘:. 


between unipolar and bipolar affective — 
the 9 lithium responders in the first sti 
affective illness, whereas 50% of tre 
were diagnosed as unipolar depressi»es 
tion between a positive antidepres -z: ` 
lithium carbonate and the diagnosis o”. 
has been noted before (see reference ¢ 
study, the 3 bipolar patients who did * 
treatment with lithium carbonate hic 
Lit ratios. In the second study, althot + 
tion between bipolar illness and a pesi 
sant response to lithium carbonate pers 
the 4 bipolar patients who did not respe ` 
high mean Li‘ ratio (.61+.06). Thus. w 


not be an association between the ari. 


fectiveness of lithium and the Li” rat o.: > 
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TABLE 1 
Lithium Ratio in Patients Treated with Lithium Carbonate During a 
Depressive Episode 


Plasma Lit 
__Li* Ratio (mEg/liter) 

Patient Group N Mean SEM Mean SEM 
All responders 24 50 .03 83 .02 
All nonresponders 12 30 .06 88 04 
Bipolar responders 20 3 .03 .83 .02 
Bipolar nonresponders 4 .61 .06 .86 05 
Unipolar responders 4 36 .04 84 .03 
Unipolar nonresponders 8 44 .07 88 .O5 


difference in the Li* ratio between unipolar and bipo- 
lar diagnostic subgroups. It may have been this associ- 
ation between the Li* ratio and diagnosis that we mis- 
interpreted as an association with the antidepressant 
response in our initial report. 

We have examined this question in a large sample of 
patients and have noted a significant difference 
(p<.03) between the Li* ratio in 23 unipolar patients 
(mean=.41, SEM=.03) and 29 bipolar patients 
(mean=.52, SEM=.02), with the difference being most 
pronounced for men. In the bipolar group, the clinical 
state, 1.e., depressed, hypomanic, or manic, had no 
apparent effect on the Li* ratio. This suggests that the 
ratio may be a trait rather than a state variable. 

While other investigators have also reported dif- 
ferences in the Li* ratio between unipolar and bipolar 
patients (9, 10), this has not been a consistent observa- 
tion (11-14). Factors that might contribute to this in- 
consistency will be discussed later in this paper. 

It must be emphasized that the Lit ratio cannot be 
used to make the diagnosis of unipolar or bipolar ill- 
ness, even in men, because there is clearly substantial 
overlap between the groups. However, part of the var- 
iance in the Lit ratio between the subjects we have 
studied can be accounted for by the unipolar-bipolar 
distinction. 

Comparisons of lithium erythrocyte/plasma ratios 
for patients and normal volunteers indicate that the ra- 
tio tends to be higher in the bipolar patients. Data on 
normal volynteers are still very limited (2, 8, 15), and 
many of these subjects have taken lithium for a short 
time and have relatively low plasma lithium concentra- 
tions. We have recently given 21 normal subjects daily 
doses of lithium carbonate for 21 days. In these sub- 
jects, the mean plasma concentration of Lit, measured 
between days 7 and 21 of lithium administration, was 
.76+.02 mEgq/liter and the Lit ratio was .46+.02. The 
difference in the mean ratios between this group of 
normal subjects and the bipolar patients studied earlier 
just fails to reach statistical significance (.05<p<.10). 
Recently, using an in vitro test to predict the Li* ratio 
(16), we have noted a significant difference in the mean 
ratios in 79 bipolar patients and in 49 non-psychiatnri- 
cally-ill control subjects (17). 
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It thus appears that bipolar patients are more likely ` 
to develop high Li+ ratios than are unipolar or control 
subjects. It remains unknown whether this is a charac- 
teristic of some bipolar patients (it has been suggested 
that bipolar illness may include at least two genetic 
subtypes [18]) or an as yet undefined subgroup of de- 
pressed patients that overlaps with (or is independent 
of) the bipolar-unipolar dichotomy. 

Because of the importance of long-term mainte- 
nance treatment with lithium carbonate in selected pa- 
tients, we have also examined the relationship be- 
tween a beneficial ‘“‘prophylactic’’ effect from lithium 
and the Lit ratio. A preliminary retrospective study 
involving 31 patients with recurrent affective disorders 
was conducted in association with Dr. A. Kukopulos 
and associates in Rome, Italy (see reference 4). The 
patients who benefited from lithium prophylaxis had a 
significantly higher mean Lit ratio than the non- 
responders (.66+.03 versus .44+.03, p<.001, Mann- 
Whitney U test). 

This observation remains controversial. Several in- 
vestigators (19, 20) have reported that patients who 
have responded well to lithium treatment for periods 
ranging from 6 months to 4 years had significantly 
higher ratios than patients who relapsed. However, 
others (10, 21) have been unable to replicate these re- 
sults. Clearly, what is needed is a properly controlled 
prospective study of the effectiveness of long-term 
maintenance treatment with the lithium ton as it relates 
to the Li* ratio. 


METHODOLOGIC ISSUES IN LI* RATIO 
RESEARCH 


There is substantial disagreement among investiga- 
tors as to the clinical significance of the Li* ratio. Al- 
though the “‘positive’’ claims may be in error because 
of such factors as small, biased patient samples, it is 
also possible that important methodologic differences 
between studies may be responsible for the lack of 
agreement. It is important to consider what these 
methodologic factors might be and to control for them 
in future studies. Similar controversy and inconsisten- 
cy surrounds almost all biological measures in psychi- 
atry, including reports of biogenic amine and psycho- 
endocrine abnormalities (see reference 22). 

Of initial importance are the clinical criteria for 
treatment response and for diagnosis. These problems 
have been extensively discussed elsewhere (23-25) 
and need not be detailed here. However, it is clear that 
differences in these criteria could be a major source of 
inconsistencies. The use of standardized diagnostic 
criteria, e.g., those of Feighner and associates (26) or 
the modifications embodied in the Research Diagnos- 
tic Criteria (27), would obviously be of help in reduc- 
ing this problem. 

There are also several important technical problems 
that have not been approached in a consistent fashion 
by all investigators; these will be discussed below. 
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* Direct Versus Indirect Measurement of Erythrocyte 
Lithium Concentration 


Several groups of investigators (7, 8, 10) have used 
an ‘‘indirect’’ method (1.e., assessing the difference 
between whole blood lithium concentration and 
plasma lithium concentration) to measure erythrocyte 
Li* concentration. We have recently shown (28) that 
this indirect method gives much more variable, and 
presumably less accurate, results than values obtained 
by measuring the concentration of the cation in a he- 
molyzate made directly from packed erythrocytes. It 
appears to be relatively unreliable to calculate a mean 
value for an individual subject when using the indirect 
method unless there are a number of separate values 
for each subject. 


Compliance with Lithium Medication Regimens 


Medication compliance is a major problem for all 
studies that include outpatients. Our initial observa- 
tions in hospitalized patients indicated that the intra- 
individual Li* ratio was relatively stable over time (1), 
but we have seen considerably more intraindividual 
variation Over time in outpatients. The possible contri- 
bution of poor medication compliance to the variabili- 
ty in the Li* ratio has been demonstrated as follows: 
Venous blood was drawn from 6 patients receiving 
lithium carbonate—first in the morning after no lithium 
had been ingested for 12-14 hours (as is standard prac- 
tice) and then 2 hours after a morning dose of 300 mg. 
As shown in table 2, the mean Li* ratio on the second 
occasion was significantly lower than that on the first 
occasion (29). 

Thus, outpatients who accidentally or deliberately 
take a morning dose of lithium before having blood 
drawn may have spuriously low Lit ratios. This effect 
would be exaggerated if doses larger than 300 mg of 
lithium carbonate were taken before blood was drawn. 
These data suggest that the Lit ratio might be used as 
an indicator of patient compliance. Measurement of 
the plasma concentration of the cation alone may be 
misleading, since apparently therapeutic levels of 
plasma Li* can be achieved even if the patient has 
missed many doses over the preceding few days. How- 
ever, significant swings in the Lit ratio over repeated 
visits probably indicate that an individual has not been 
taking the drug according to the schedule prescribed. 
Compliance problems may also be partly responsible 
for the alleged effect of plasma Li* on the magnitude of 
the Lit ratio (30). 


TRANSFER OF LI* ACROSS THE ERYTHROCYTE 
MEMBRANE 

Despite the continued uncertainty about the clinical 
significance of differences in the Lit ratio, consid- 
erable attention has been directed to the examination 
of factors that determine the distribution of Li* across 
the erythrocyte membrane, in an effort to understand 
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TABLE 2 
Effect of a 300-mg Morning Dose of Lithium Carbon: : 
Ratio 


Plasma Lit Erythrocyte Li* 
(mEg/liter) O _(mEq/liter « cells) 
Patient Baseline 2 Hours Baseline 2 Hours Buse | 
] 0.9] 1.26 0.52 0.52 { 
2 1.00 1.16 0.57 0.54 (C 
3 0.98 1.07 


0.84 0.80 0” 
0.68 0.91 0.53 0.57 ( 


4 0.55 0.66 0.18 0.18 £ 
5 1.00 1.02 0.42 0.42 (i 
6 0.88 1.17 0.53 0.55 Go 


0.51 0.92 0.26 0.32 ( 


the considerable intersubject variation obs: 
investigators. This body of work indicates ‘! 
ium ion can move into the red cell by tlv. 
mechanisms: 1) diffusion down a concen‘: 
ent, a “‘leak’’ process that appears to be t’ 
the presence of bicarbonate ion in the mc : 
transport of the K* site of the Na, K-activ 
sine triphosphatase (ATPase) (31, 32): ars 
into the cell in exchange for an internal : 
(Na*), a Lit-Na* counterflow system ore. 
fusion system (33-35). 

Only two processes appear to be invol. | 
flux of Lit from the cell because under cl; 
vant conditions there is no active transps ` 
of the cell on the Nat site of the Na. I 
ATPase (32, 36). These processes are diili + 
concentration gradient or transfer out by 
counterflow or exchange system. 

Under clinical conditions, the concent’. 
in the cell appears to be determined prima ° 
ance between its entry by diffusion down 
tion gradient (higher concentration in pli: 
the cell) and its removal by the Li*-Na_ s 
system. The other mechanisms listed abos t 
relatively less important. 

We have recently used computer sir! 
nonlinear regression techniques to inves 
of these factors is responsible primaril, 
subject variation in the magnitude of the | 
an initial study (37), it was shown tha: | 
interindividual variation is related prii. 
ferent rates of efflux of Lit from the cect’ 

Based on the factors cited above. we 
oped a more sophisticated model of the tr 
esses (see figure 1), which takes into acco : 
tant physiological factor: the effect of so i 
Li* transfer. This model generates (°° 
equation shown at the bottom of figure ] 
calculated the three unknown constants ' 
tion, Kieak: Kexchange and fluX actives by meas 
take by red cells in vitro and using the ” 
gression techniques mentioned above. 

The results obtained for 7 subjects st: 
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Rexchange 


TABLE 3 
Computer-Derived Parameters for Lit Exchange Across the Erythrocyte Membrane In Vitro 
kik Ca 
(hr! x 108) mEg/hr 
Subject Mean 95% CL* Mean 
A Tt 4.5 6.0 
B 17.5 2.7 3.7 
C 15.0 25 2.6 
D 8.8 1.9 1.7 
E 9.9 3.0 1.7 
F 13.6 pa | 2.0 
G 8.7 1.8 0.8 


*CL=confidence limit. 


FIGURE 1 
Schematic Representation of the Exchange of the Lithium lon Be- 
tween the Incubation Medium and Erythrocytes 


< leak > 
e exchange J 
active anspor 


Medium Erythrocyte 


d[Li] _ 


dt = Kea ELin] = [Li,]} + K excrange Linh Nae] z [Li JNa] + flUX ocine" 


*FlUXacuve=0 in the presence of ouabain. 


are shown in table 3. Inspection of the data reveals 
that the values for Aiea, vary only about twofold be- 
tween subjects; furthermore, it is obvious that there is 
no correlation between the magnitude of the rate con- 
stant for the leak process and that of the Lit ratio ac- 
tually measured. It may be concluded, therefore, that 
passive diffusion of Lit in vitro shows little variation 
among individuals and cannot explain interindividual 
differences in the magnitude of the Lit ratio. 

Similarly, there is no obvious relationship between 
the rate constant for Lit movement on the K? site of 
the Na, K-activated ATPase (i.e., fluxaciy.) and the 
magnitude of the experimentally determined Li* ratio. 
In contrast, values for Kexchange are related inversely to 
the L1* ratio, and also vary by a factor of approximate- 
ly sevenfold among subjects. Therefore, intersubject 
variability in the magnitude of the Li* ratio probably 
results primarily from differences in the rate of the Li+- 
Nat counterflow or exchange diffusion process, a sys- 
tem that drives Li* out of the cell. Low values of 
K exchange for an individual may result from either a less- 
er number of carrier sites or turnover of the sites (.e., 
a lower V mar), a lesser affinity of the substrate for the 
sites (K,,), or both. A kinetic analysis by Duhm and 
Becker (38), using data from 4 control subjects, in- 
dicates that it is the number of carrier sites (Vmar), 
rather than the affinity constants that varies among in- 
dividuals. 

These results indicated that it was reasonable to as- 
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FluXactive 
X 10) | EL x 10! 
é Observed 
95% CL Mean 95% CL Lit Ratio 
4.0 1.0 1.5 .053 
0.6 0.1 2.2 .059 
0.4 6.6 4.2 .084 
0.5 7.3 4.4 .090 
0.5 7.3 5.2 . 103 
0.2 10.9 3.5 .113 
0.3 5.4 4.5 .148 


sume that if an in vitro system were developed by 
which Lit movement between cells and medium oc- 
curred primarily by the activity of the Lit-Nat coun- 
terflow system, then the distribution of Li” between 
cells and medium measured in such a system would 
correlate highly with the distribution observed clinical- 
ly. We have developed such a system (16) and have 
noted a very high correlation (r>.90) between the Lit 
ratio measured clinically and that measured in RBCs 
after a 24-hour incubation in an artificial plasma-like 
medium. Systems similar to ours have also been devel- 
oped by Greil and associates (39) and by Pandey and 
associates (40) and have yielded correlations with the 
in vivo Li* ratio very similar to those we have found. 
Such systems should prove useful for further investi- 
gations into the relevance of the erythrocyte accumu- 
lation of Lit to the pathogenesis and treatment of af- 
fective disorders. 


CONCLUSIONS 


The uncertainties and problems surrounding our un- 
derstanding of the clinical significance of the variations 
in the rate of Li? accumulation in erythrocytes are not 
dissimilar to the problems associated with other “‘sys- 
tems” in biological psychiatry. Initially intriguing find- 
ings, partial replications, numerous methodologic 
problems, and small sample sizes for most studies 
seem to be a repetitive pattern. There is an urgent need 
for more carefully designed studies, adequate numbers 
of appropriately defined patients, and control data. 
Some of the issues are now more adequately defined 
insofar as this system is concerned, and, in particular, 
the development of a reliable in vitro procedure allows 
us to study large numbers of control subjects. These 
data should be crucial in clarifying the clinical signifi- 
cance of this system. In the meantime, we have gained 
important physiological information about the passage 
of the lithium ion across cell membranes that has 
served to focus our attention on the broader issue of 
possible abnormalities in transport systems and af- 
fective illness. 
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A Heritable Disorder of Lithium Transport in Erythrocytes of a 
Subpopulation of Manic-Depressive Patients 


BY DAVID G. OSTROW, M.D., PH.D., GYANSHYAM N. PANDEY, PH.D., JOHN M. DAVIS, M.D., 
STEPHEN W. HURT, M.A., AND DANIEL C. TOSTESON, M.D. 


The in vivo RBCI/plgsma Li* ratio is determined by the 
equilibrium between Li* influx (ouabain-sensitive 
Na*-K* pump and ouabain-insensitive leakage 
pathways) and Lit efflux (phloretin-sensitive Lit-Na* 
counterflow). A study of RBC Li* transport via these 
pathways showed that a deficiency of Li*-Nat 
counterflow was responsible for the high in vivo ratio 
(1:1) observed in a manic patient. This defect was 
related to an alteration in the membrane Na* 
exchange system and was under genetic control. The 
level of counterflow before lithium therapy was an 
excellent predictor (r=.88) of the in vivo Li* ratio and 
was deficient in approximately one-fourth of manic- 
depressive patients but not in controls, 
schizophrenics, or unipolar depressed patients. 


LITHIUM IS EFFECTIVE in the treatment of manic-de- 
pressive (bipolar affective) illness (1, 2). The red blood 
cell/plasma lithium concentration ratio (Li* ratio) is 
relatively constant for each individual (3), a fact that 
has led to considerable interest in whether or not the in 
vivo Li* ratio in bipolar patients differs from that in 
normal individuals (4) and/or is related to response to 
lithium therapy (3, 5, 6). Recent in vivo and in vitro 
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studies in norma] subjects have demonstrated that ge- 
netic factors contribute to interindividual differences 
in the ratio (7, 8), and family studies have shown a 
genetic predisposition to bipolar affective illness (9). 
The above lines of investigation have led to explora- 
tions of the biochemical mechanisms underlying the 
maintenance of the Li* ratio in human RBCs (10-13). 
It is of interest to examine the question of whether any 
of those factors that control the Li* ratio themselves 
may be under genetic control. 

Although alkali cation transport processes are com- 
plex, they can be schematically divided into three ma- 
jor mechanisms. Under normal physiological condi- 
tions, the ouabatin-sensitive Nat-Kt pump actively 
transports these ions uphill, potassium into the cell 
and sodium from the cell to the extracellular medium 
(14). Another mechanism of sodium transport by cell 
membranes is the sodium-sodium exchange pathway, 
which allows for the stoichiometric exchange of intra- 
cellular for extracellular sodium tons and therefore 
cannot be responsible for net uphill transport of so- 
dium but rather functions as a facilitated exchange dif- 
fusion pathway (15, 16). Finally, there is the downhill 
leakage of cations along their concentration gradient. 
We have characterized three distinct pathways of lith- 
ium transport, which resemble the three pathways de- 
scribed for sodium-potassium transport (see figure 1) 
(10-13). These three pathways are operationally distin- 
guishable by virtue of their differential sensitivities to 
ouabain and phloretin. In the first pathway, lithium is 
transported by the inward loop of the ouabain-sensi- 
tive Nat-K* pump, the loop normally used by K* (11). 
Lithium can also be transported by a Lit-Na* counter- 
flow system, which results in the transport of lithium 
in the direction opposite to that of the sodium gradient 
and is inhibited by phloretin (11, 12). Finally, lithium 
can diffuse through inhibitor insensitive pathway(s) 
down its chemical concentration gradient. Under nor- 
mal physiological conditions, namely [Na],p.=5-10 
mEq/liter and [Na]piasma= 140 mEgq/liter, the phloretin- 
sensitive Lit-Na* counterflow system operates to ex- 
trude Lit, and the concentration of Lit is maintained 
at a level 2-3 times higher in the plasma than in the 
RBC. Thus, the steady-state distribution of lithium be- 
tween the red cell and plasma in vivo depends primari- 
ly on the balance between influx via the insensitive 
leakage pathway(s) and efflux via the phloretin-sensi- 
tive Lit-Nat counterflow system. This picture of lith- 
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_ “FIGURE 1 
Transport Determinants of the In Vivo Lit Ratio 
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ium transport has been confirmed by several independ- 
ent groups of investigators (13, 17, 18). 

As shown in figure 1, alterations in the balance be- 
tween these various pathways can result in large 
changes in the intracellular/extracellular lithium ratio. 
For example, if the insensitive leakage pathways were 
negligible and only the Lit-Na* counterflow system 
were operating, the distribution of Lit between the in- 
side and outside of the cell would be identical to the 
distribution of Na*, giving a ratio of approximately 
0.06 (see figure 1, lower right). In contrast, if the influx 
pathways were operative and the Lit-Na* counterflow 
system negligible in RBCs (see figure 1, lower left), the 
distribution of Li? in the steady state would be deter- 
mined predominantly by the electrochemical potential 
of the cell, and the ratio would be approximately 0.8- 
1.0 (15). We already know that most individuals on 
lithium have a ratio in the range of 0.3-0.5, indicating a 
dynamic balance between influx of Lit via the leakage 
and ouabain-sensitive pathways and efflux via the Li*- 
Nat counterflow system. 

In the course of our study of Li* transport in both 
normal individuals and patients with affective dis- 
orders, we observed a patient with a Li* ratio of 1.0. 
We found that this increased ratio is the result of a 
deficiency or defect in this individual’s RBC phloretin- 
sensitive Li*-Na* counterflow pathway, which is re- 
lated to the Nat exchange diffusion system of the 
membrane, and that this defect is genetically trans- 
mitted. In addition, we have demonstrated that this de- 
crease in phloretin-sensitive Li* transport is found in 
the RBCs of a subgroup of manic-depressive individ- 
uals. Some of these findings have been presented in 
preliminary reports (19, 20). 


METHOD 
Subjects 


Control subjects were employees of either the De- 
partment of Research at Illinois State Psychiatric Insti- 
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tute (ISPI, a state hospital) or the Depart : oa 

chiatry, Michael Reese Hospital and Mec . 2. 
(MRH-MC, a private psychiatric hospital) © tm. © 
subjects were screened for medical or psy, a 
orders and were without history of affeciis op 


first-degree relatives. 

Psychiatric patients were either hospit. 4. cv >. 
research wards at ISPI (including the 21-, . \ 
described below) or were manic-depressiv; coue bD 
or outpatients at MRH-MC. All psychia: > W t 
were diagnosed by both DSM-H (21) and y.: >i 
teria and gave written informed conseni Ev DE 
pating in the study. Inpatients were all o., i. >} 
cept for the manic-depressive patients “° ` n a 
the time of transport measurement, the 'S ’ 
patients for a minimum of 2-3 weeks ani ° 
MC patients for varying lengths of time. M. ie “ts 
sive patients on lithium were on fixed dr- fo 
steady plasma lithium levels for at leasi ' . 
in vivo Lit ratio determinations and -. . 
redeterminations. 

Family studies were performed for se: ` oe 
depressive patients with severe Lit tra’. 
malities. Subjects included as many firs:- . 
tives (parents, siblings, and offspring) i- 
able and willing to participate. Relativ. 
formed written consent and were 
evaluated for psychiatric illness unless ir: .. ¢ 
diagnosed previously as having a psychia? 

Not all subjects participated in all asne. 
search protocol, so the actual number c 
patient subjects assayed differs for es. . ' 
transport measurement or experiment. a ae 
number of subjects is indicated in each fe . i n 
with explanatory footnotes where necessi o coor o? 
number of subjects by diagnostic catego `, y 
any or all phases of the study is given iù% 
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was Ty 
a 
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Protocol 


Blood was drawn from both normalcor >o œ 
tients during their drug-free period. W. p 
were prepared and the three sets of stud - 2-2 n 
below were done on these cells. 

1. Twenty-four hour in vitro Li? rails ~ a ae 
by incubation of the cells ina plasma-l'ke -` g 
taining 1.5 mM lithium chloride at 37°C > °? w r 
after which the ratio of intracellular to. .¢ ak 
Li+ was determined (7). 

2. Li* influx rates were determined . 

RBCs in a magnesium chloride mediuin : TEA 
20 mM lithium chloride and measuring í. 
crease of intracellular lithium at 37° C o». 
1-2 hours. By incubating these cells eithe 
ence or absence of 1074 m phloretin ard « t 
bain, linear influx rates were obtained |  :>. 
sensitive, ouabain-sensitive, and phlovre: e 
sensitive lithium influx (19). 


> 
an 


3. Phloretin-sensitive Lit-Nat*t cout sar Ai. 
measured by preloading cells toa lithiu= vs . i 
mEgq/liter of RBCs by incubating for apò% sex y 
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TABLE 1 
Subjects By Diagnostic Category 
Sex 

Diagnosis N Male Female 
Normal controls 30 21 9 
Manic-depressive (bipolar I) 50 19 31 
Bipolar other 

(bipolar Il, cyclothymic 

personality) 9 6 3 
Manic-depressives 

on lithium* 59 24 35 
Unipolar depressive 10 4 6 
Schizophrenic 10 6 4 
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Race Age (years) 

White Black Oriental Mean SD 
25 5 0 26.4 3.6 
4] 8 l 30.8 12.1 

7 2 0 28.3 4.0 

49 9 ] 31.] 11.8 

8 2 0 33.0 5.2 

3 7 0 25.0 5.2 





*Includes 47 from drug-free group. 
e 


TABLE 2 
Lit Ratio and Counterflow Measurements* 


Phloretin-Sensitive 
Lit-Nat 
Counterflow 
(mEq Li* efflux/ 


Lit Ratio liter RBCs/4 hours) 

Time of Measurement N** Mean SD N** Mean SD 
Before Treatment 

Patient 3 073 21 1 .110 

Normal controls 12 023 .03 21 .309*** 076 
During lithium treatment 

Patient 11 0.96 .03 4 054 .009 

Normal controls? 8 0.39 .03 — 
After lithium treatment 

Patient 3 0.65 .02 1 105 


Normal controls —— — 


*All measurements are in vitro duplicate measurements except Lit ratio 
during lithium treatment, which is in vivo. 
**Ns for the patient represent independent observations; other Ns are num- 
bers of individuals assayed. 
***Significantly different from patient value, p<.00S. 
tData from Lyttkens and associates’ study of normal women (4); other con- 
trol data are from our sample of normal men. 


hour in a medium containing 40 mm lithium chloride in 
a sodium chloride medium. Following this, the cells 
were washed and then suspended in a medium contain- 
ing 1.5 mEq/liter of lithium in 135 mm sodium chloride, 
and the change in internal lithium in the presence and 
absence of°10~* m phloretin was determined (20). 

Those patients diagnosed as having bipolar affective 
illness were placed on lithium therapy according to a 
standard research protocol that is used on our units. 
Following attainment of a steady-state lithium dosage, 
blood was drawn from these individuals on several oc- 
casions for determination of the in vivo lithium ratio 
(5). In addition, a sample of blood was obtained from 
patients on a steady-state lithium dosage for redeter- 
mination of lithium influx rates and phloretin-sensitive 
Lit-Na* counterfiow. 

In vivo and in vitro Li* ratio values are expressed as 
(milliequivalents of lithium per liter of RBCs)/(milli- 
equivalents of lithium per liter of plasma or media). 
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Analytical Procedures and Reagents 


Cells and medium were analyzed for Kt, Nat, and 
Lit by atomic absorption spectrophotometry, for he- 
moglobin by spectrophotometry, and for water con- 
tent by weighing before and after drying at 110° C for 
14 hours. ?Na was measured in the medium and cells 
by counting the gamma radiation in a crystal scintilla- 
tion spectrometer. 


Statistical Methods 


Linear Lit influx rates were determined independ- 
ently in each half of the patient’s blood sample by re- 
gression analysis of the RBC Li* concentrations deter- 
mined at 0, 1, and 2 hours of incubation. Values used 
in the analyses were averages of the values from each 
half of the sample. Assays that proved to be poorly 
estimated by a linear regression (r°<.85) were dis- 
carded and redetermined. Significance of group dif- 
ferences was determined by two-tailed t tests using the 
95% confidence level. 


RESULTS 


In the course of studying lithium transport parame- 
ters of normal control subjects and manic-depressive 
patients, we discovered a patient whose Lit ratio of 
1.0 indicated a severe derangement of lithium trans- 
port. The characterization of the defect of lithium 
transport in this patient is followed by the overall re- 
sults of our studies in normal and patient samples. 


High Lithium Ratio in One Patient 


Table 2 shows the in vitro and in vivo lithium ratio in 
a 21-year-old black man admitted after a week of over- 
activity, restlessness, insomnia, pressure of speech, 
tangential associations, euphoria, and grandiose ideas 
related to his forthcoming graduation. This was the pa- 
tient’s first psychiatric admission, and he fulfilled both 
the RDC and DSM-II criteria for manic illness. 

During the first 2 weeks of lithium treatment his af- 
fect normalized, his thinking slowed and became more 
organized, and grandiose, delusional thinking abated. 


+ 
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-TABLE 3 
Li* Transport Rates in Patient's Family” 


tn mpane 





: oe Lit Influx(mEa/liter ce. - 
Phioretin-Sensitive Counterflow --—----- -~ 


Subject Sex Age (mEq/liter cells/4 hours) Quabain-Sensitive iriso < 
Father M 55 .08** 89** 
Mother F 4] 16 33 
Siblings 

l (patient) M 21 .05** 5] 

2 F 20 AI bioi 35 

3 M 18 16 46 

4 F 17 A2 34 

5 M 16 — =- 

6 F 13 .06 34 

7 F 12 00? *? 42 

8 F 10 15 39 a 
Controls? 

Males (N=21) .31+.08 -l 

Females (N =9) 21+ .09 oe 

Combined (N = 18) — 36+ .09 


“Values are means of duplicate determinations for each individual on one occasion, except for sibling 7, who was assayed on 2 occasions, ar. < 
was assayed on 4 occasions while on lithium for counterflow and twice when not on lithium for influx rates. 
*rSignificantly different from controls, p<.01. 
***Significantly different from controls, p<.05. 
*Counterflow values are given separately for males and females because these values differ significantly (p<.005). 


He was discharged after 6 weeks of hospitalization, and control plasma (.50 and .46 mEg/r e; 

during which his behavior returned to normal, and was ly, in 4 hours). Moreover, the results of . 
maintained on 1800 mg/day of lithtum carbonate for hematologic work-up found no cytoplasm i, 

the next 5 months. Lithium was discontinued | year might account for the patient’s defective cc 
ago. and the patient has done well since then. 


: 3 š . <p so “te a + tf 
As can be seen in table 2, the Lit ratios for this pa-  ‘"ertted Basis of the Li*-Na* Counterfio. 


tient both before and during lithium therapy were ap- Table 3 shows the data obtained for ‘he 
proximately 3 times higher than those seen in normal transport via the three major pathways i` : 
controls for the same periods. The patient’s ratio dur- the patient’s first-degree relatives (parert- nE 
ing lithium treatment approaches the passive distribu- full siblings). All family members ds 

tion ofa monovalent cation across the RBC membrane phloretin-sensitive Lit-Na* counterfio.. 

(15), suggesting an absence of or defect(s) in the path- counterflow levels for the father and 2 c! 
way(s) responsible for the maintenance of the normal (numbers 2 and 7 in table 3) significant y « ; 
lithium ratio. One such pathway, the phloretin-sens!- absent. In contrast, ouabain-sensitive | : 


tive Li*-Na* counterflow pathway, was significantly not decreased in any of the patient's relat  ..i 

reduced in this patient before and after treatment in increased in his father. [nhibitor-insensit >; g. $ 

comparison with normal controls and was also re- was normal in all but the patient’s father . 

duced by lithium treatment (table 2). Other pathways who had decreased influx. We have tl-. 

were normal or slightly elevated in this patient (see cluded that the decreased or absent phlor.: - 

table 3). Lit-Nat counterflow found in this pate >. 
The close relationship between phloretin-sensitive bers of his family is under genetic conio. ' 7 

Na‘-Na* exchange and phloretin-sensitive Li*-Nat pedigree for the phloretin-sensitive Li -œ^ . 

counterflow (23) suggested an investigation of this flow defect in this family is shown in figi vc ` 

pathway using Nat, Li*, or K~ as the external mono- mission pattern seen here is compatible v ` 

valent cation. Both the patient and the patient’s father, inheritance. Father-to-son transmissior \. 

who also showed a significantly decreased Lit-Nat sistent with autosomal control of the co. . -i 

counterfow, demonstrated a near or total absence of fect. 

phloretin-sensitive, Lit-stimulated sodium exchange 


(figure 2). : ‘A complete hematologic work-up of the patieni w. 

To determine the locus of the defect, RBCs from the Dr. Henri Frischer and associates. Department of ^` > 
patient and a normal control were preloaded to a lth- bees eran st De Ho pital Medic Ce rte: Aa 
: : included all standard hematologic tests as weh as k 
Tn content of 1.3 mEq/liter and suspended u plasma tery of red cell enzyme determinations. The pae~ . n 
from both individuals. Plasma contained 1.5 mEq of trolyte, pH, and water contents were determine. Soe 
lithium per liter. The patient’s cells were unable to ex- Gunn of the Department of Pharmacological and P > > w 


a ae ; : . ences, University of Chicago. The results of all of “i 
trude lithium in his own or the control plasma, while within Hermal limits; Acamplete-suinmancoriais oa. 


control cells extruded similar amounts tn both patient from Dr. Ostrow. 
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FIGURE 2 
22Na* Efflux Measurements* 
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*Each bar represents the rate of ?Na* efflux from cells incubated in media 
containing the indicated counter-ion, with the solid portion indicating the 
proportion inhibited by 0.1 mm phloretin, determined using the method of 
Haas (22). 


FIGURE 3 
Pedigree for Lit-Na* Counterflow Defect in Patient's Family* 





*The patient is indicated by an arrow; data were unavailable for sibling 5. 
Open symbols=counterflow in normal limits; closed symbols=values out- 
side the 95% confidence interval. 


Transport Parameters in Patient Groups 


Figures, 4-6 show the individual results and group 
means of the various lithium influx rates as measured 
in controls, manic-depressives, and schizophrenics. 
None of these patients was receiving any medication, 
including lithium, at the time of the study. We ob- 
served a decrease in phloretin-sensitive Lit influx 
measured in magnesium chloride medium in the man- 
ic-depressive group only (figure 4). Mean ouabain-sen- 
sitive Li* influx (figure 5) was significantly increased in 
both the manic-depressive (p < .02) and schizophren- 
ic (p < .03) groups. We also observed a significant in- 
crease in inhibitor-insensitive Lit influx in the manic- 
depressive group, while this parameter, measured in a 
small group of schizophrenic patients, clustered at the 
low end of the normal range (figure 6). Unipolar de- 
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FIGURE 4 
Phioretin-Sensitive Li* Influx Rates* 
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*Determined in duplicate using methods described in references 19 and 20. 
Squares indicate males, circles females. Larger symbols indicate means. 


pressives (10 patients) as a group showed no alteration 
in any lithium transport parameter, while RBCs from 
unipolar depressives with hypomania (bipolar I], 
N=7) had as a group increased phloretin-sensitive Lit 
influx (p<.05). 

Table 4 gives direct measurements of phloretin-sen- 
sitive Lit-Na* counterflow in normal subjects, schizo- 
phrenics, and manic-depressives either before or dur- 
ing lithium therapy. Again, manic-depressives, as a 
group, showed lower average Li*t-Na* counterflow 
than did normal subjects, due largely to the difference 
between manic-depressive subjects and male control 
subjects. Female manic-depressives had counterflow 
rates similar to female control subjects. However, the 
counterflow level in RBCs from female controls was 
significantly lower than that in male controls (p<.005). 
Note also that there was a decreased counterflow level 
in both male and female subjects on lithium at the time 
of assay. Although the overall group means do not 
show a Statistically significant decfeasé due to lithium 
therapy, when the subset of 8 subjects whose counter- 
flow levels were measured both before and during lith- 
ium therapy were examined individually, there was a 
uniform 35%-45% decrease in Lit-Nat counterflow in 
response to the treatment. 
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~ TABLE 4 


Phioretin-Sensitive Li*-Na* Counterflow Measurements in Subject Groups* 
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= Phloretin-Sensitive Lit-Na* Counterflow (mEq Lit efflux/liter RBCs'4 i or) 


_ Age (years) Total : 
Subject Group = Means SD N Mean 
Normal controls 26.4 3.6 30 .279 
Manic-depressives 31:2 12.3 35 GPE ohiki 
Manic-depressives 28.1 9.1 1] 1627 
on lithium 
Schizophrenics 25.0 5.2 10 258 


*Values are for duplicate determinations done on 1 or 2 occasions. 
**Significantly different from female controls, p<.005. 
***Significantly different from controls, p<.0S. 
tSignificantly different from controls, p<.001. 
ttSignificantly different from controls, p<.01. 


FIGURE 5 
Quabain-Sensitive Li* Influx Rates* 
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*Determined in duplicate using methods described in references 19 and 20. 
Squares indicate males. circles females. Larger symbols indicate means. 


Correlation Between In Vitro Lit-Na* Counterflow 
and In Vivo Lit Ratio 


Figure 7 shows the correlation (r=.88) between the 
in vitro measurement of RBC Li*-Na?* counterflow be- 
fore lithium therapy and the actual in vivo Lit ratio 
observed during steady-state lithium therapy in our 


¢ 


inhibitor-Insensitive (Leakage) Li* Influx Rates* 
5 


Inhibitor-Insensitive Lit Influx (mEg/liter of cells per hour) 


n Males a 
SD N Mean SD 
092 21 309** 076 
098 12 243% 096 
079 5 A8Stt 079 
083 6 297 080 
FIGURE 6 
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group of manic-depressive patients. Sir. or 
tions were obtained using both net cour: “>a 
phloretin-sensitive counterflow measure:: ‘ts 

indicates that although we observed a very 


of values for both phloretin-sensitive Li‘ tìi -j 
in vivo Li‘ ratio in manic-depressive patic. s» we. 


predict the intracellular Li* level attained © 
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FIGURE 7 
Correlation of In Vitro Lit-Nat Counterflow Measurements with the In 
Vivo Lit Ratio* 
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y=1.05--2.35x 
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O i) 2 3 4 
Phioretin-Sensitive Lit —Nat Counterflow 


*Phloretin-sensitive Lit-Na* counterflow was measured in duplicate before 
lithium therapy; in vivo Lit ratio was measured 3-10 times during steady- 
state lithium therapy. Open symbols indicate ISPI patients and closed sym- 
bols indicate MRH-MC patients. Circles indicate females, squares males. 


py quite accurately based on the in vitro measurement 
of Li* transport before the institution of lithium thera- 
py. This high correlation between in vitro counterflow 
measurements and in vivo ratio was unique among the 
transport parameters studied (23), indicating the rela- 
tive importance of phloretin-sensitive Lit-Nat coun- 
terflow as a determinant of the steady-state intra- 
cellular Lit level at a given plasma Li* level. Figure 7 
also redemonstrates the existence of a subgroup of 
manic-depressive patients whose red cells possess an 
abnormally low degree of Li*-Na* counterflow and 
hence develop abnormally high lithium ratios on lith- 
ium therapy. 
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SUMMARY AND DISCUSSION 


The major findings of this clinical study of lithium 
transport are as follows: 

1. The in vivo Li‘ ratio is determined by the dynam- 
ic balance between the phloretin-sensitive Lit-Na* 
counterflow and lithium leakage pathways. 

2. Approximately one-fourth of the manic-depres- 
sive patients had a marked deficiency in phloretin-sen- 
sitive Lit-Nat counterflow, resulting in markedly in- 
creased in vivo and in vitro Li‘ ratios. 

3. This defect in phloretin-sensitive Li* transport 
cannot be ascribed to either a plasma inhibitor or cyto- 
plasmic factor but rather is an intrinsic property of the 
RBC membrane. 

4. In the case of the patient and his family we stud- 
ied in detail, the defect in lithium transport is geneti- 
cally transmitted in a pattern consistent with dominant 
inheritance under autosomal control. 

5. The only significant sex-related difference in lith- 
ium transport was the finding that normal males have 
significantly higher Li*-Nat counterflow than do nor- 
mal females. None of the parameters studied showed 
significant variations according to age or race. 

Several questions arise concerning the possibility of 
a relationship between a heritable defect of lithium 
transport and manic-depressive illness. Our data and 
those of Duhm and Becker (24) on normal individuals 
have demonstrated substantial interindividual dif- 
ferences in lithium transport, and evidence from the 
twin study method indicates that genetic factors con- 
tribute to the steady-state Li* ratio in normal individ- 
uals (7, 8). Therefore, it is reasonable to assume that 
there may be substantial genetically controlled varia- 
bility in the various moieties of lithium transport that 
determine the Lit ratio. Clearly, there is not a one-to- 
one relationship between bipolar affective illness and a 
Lit-Na* counterflow deficiency. Our preliminary data 
have suggested that such a reduction in phloretin-sen- 
sitive lithium transport is found in a subgroup of man- 
ic-depressive patients and is not characteristic of 
schizophrenics or unipolar depressed patients. How- 
ever, we have studied bipolar patients with Li* ratios 
and transport values within normal limits who have 
had good responses to lithium. The father of the manic 
patient in this report is an example of an individual 
with a severe RBC Li*-Na* counterflow deficiency 
and no previously diagnosed major affective illness. 
However, this man has periodically and regularly ab- 
sented himself from his family for periods of 1 week or 
more over the last 20 years, and three of his five sib- 
lings have been hospitalized for episodes of mania or 
depression. In contrast, there is no evidence of af- 
fective illness in any of the mother’s siblings or her 
parents. Of possible significance ih this regard is the 
fact that a 20-year-old woman who is next in this sib- 
ship and whose red cells lacked phloretin-sensitive 
Lit-Na* counterflow (sibling 2) has had a major de- 
pressive episode. 

Additional work must be done to further define the 
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- genetic mechanism involved in the inheritance of the 
lithium transport system(s). As a reduction in Lit-Na* 
counterflow is apparently the mechanism that ac- 
counts for the elevated Lit ratio seen in some bipolar 
patients, direct measurements of transport moleties 
may help us to characterize possible subgroups of 
bipolar patients. In addition, longitudinal studies of ap- 
parently ‘‘normal’’ individuals with lithium transport 
abnormalities, such as sibling 7 in the family described 
here, may help us to unravel the relationship between 
such transport defects and susceptibility to and form 
of affective illness. The finding by Lyttkens and asso- 
ciates (4) that female patients on lithium have higher in 
vivo Li* ratios than do males can be explained by our 
finding that, on the average, women have a lower level 
of Lit-Na* counterflow in their red cells than men do. 

We hope that a clearer understanding of the bio- 
chemical determinants of the lithium ratio and the op- 
portunity to measure these parameters in a large num- 
ber of patients before the institution of lithium therapy 
will help clarify the conflicting data concerning the 
prediction of clinical response to lithium from the lith- 
ium ratio (3, 5, 6, 25-28). Methodologic problems in 
response studies such as small sample sizes and the 
lack of fixed-dose methodology render the results of 
such studies preliminary at best. Obviously only a 
large multicenter collaborative study of lithium trans- 
port parameters in a large number of normal subjects 
and patients with diverse psychiatric diagnoses can 
help to clarify these issues. 

If there 1s a relationship between the mechanism and 
control of lithium transport and the pathophysiology of 
affective illness, what is the nature of that relation- 
ship? Our findings of a defect in lithium transport may 
indicate the presence of a defect in transport system(s) 
involved in the transport of physiologically significant 
ions. It is of considerable importance that the defect of 
lithium transport that we have described here ts a defi- 
ciency of the Li*-Na* counterflow system, which is 
mediated by lithtum-sodium exchange. There has been 
considerable empirical evidence for a sodium trans- 
port abnormality in affective illness (29-31), and it has 
been suggested that a primary defect in affective ill- 
ness may be an inherited defect resulting in a reduced 
capacity of the neuronal membrane to remove sodium 
from the cell (32). One can postulate that such an alter- 
ation of the cation-exchange system of the membrane 
might result in the decreased transport of compounds 
using pathways which require either the co-transport 
or countertransport of sodium ions. Catecholamine 
reuptake systems have an absolute requirement for so- 
dium ions (33), and preliminary data from our labora- 
tories indicate that phloretin is a very effective inhib- 
itor of catecholamine reuptake systems (Javaid, Os- 
trow, Smith, and Davis, unpublished observations). 

The finding of three distinct pathways of lithium 
transport and the demonstration of genetic transmis- 
sion of a deficiency of lithium-soditum counterflow 
have implications for the clinical use of lithium. It has 
been suggested that the toxicity and efficacy of lithium 
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BRIEF COMMUNICATIONS 


Effect of Alcohol Consumption on State Anxiety Changes in 


and Female Nonalcoholics 


BY PATRICK E. LOGUE, PH.D., W. DOYLE GENTRY, PH.D., MARKKU LINNOILA, M.D. 


AND C. WILLIAM ERWIN, M.D. 


Ten male and 10 female nonalcoholic college students 
were given drinks having alcohol levels of 0, 0.5, 0.8, 
and 1.2 glkg. They were then given four complex 
psychomotor tests, immediately before and after 
which they were given the Spielberger State Anxiety 
Inventory, and asked to rate their performance on a 
five-point scale. Mean anxiety change scores were 
—,90, .75,4.75, and 5.55 for the four alcohol doses, 
respectively. There was no significant correlation 
between anxiety change and actual performance on 
the visual vigilance task, but for males there was a 
significant correlation between anxiety change and 
perceived level of impairment. 


BOTH FOLKLORE and the bulk of the existing literature 
on alcoholism suggest that excessive alcohol con- 
sumption is a behavior pattern that 1s acquired and 
maintained because it reduces social anxiety and phys- 
iological tension. However, several recent studies (1- 
5) have indicated that alcohol may in fact lead to in- 
creased anxiety/tension rather than its reduction. 
Mendelson and associates (2) noted that alcoholic sub- 
jects experienced an increase in anxiety and depres- 
sion during a 14-day period of experimental drinking 
and that the intensity of negative affect was related to 
the amount of alcohol consumed, 1.e., the more the 
subjects drank the more anxious they became. 
McNamee and associates (3) also found a “‘para- 
doxical increase’ in anxiety in 9 out of 12 (75%) chron- 
ic male alcoholics in an experimental drinking situa- 
tion. Nathan and O’Brien (4) compared the drinking 
and affective behavior of 4 skid-row alcoholics and 4 
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matched nonalcoholics and reported that nv 


experienced reduced levels of anxiety «:- 


On the contrary, the alcoholic subjects shes. 
ened levels of acute anxiety as soon as driv 
whereas the nonalcoholic subjects showed : 
no change in anxiety with alcohol. 

The evidence that excessive alcohol ci 
may increase rather than decrease anxicty 
the most part on small sample studies of i 
holics; all of the studies have looked at i: 
anxiety relationship in males and with or. 
(5) have not explored this relationship in r 
subjects. As part of a larger project design 
date the sex-dependent effects of alcoho: - 
behavior, our study examined the effec’ 
consumption at varying dosage levels on ~ 
changes reported by nonalcoholic subject»: 
after performance on a battery of comp: -` 
motor tests. The study also examined ‘he 
between changes in state anxiety under t^. 
cohol conditions and both perceived inv. 
performance and actual, objective change 
formance. 


METHOD 


Twenty college student volunteers (10 ~? 
females) served as subjects. They were sc 
clude those who were on drugs, had a h. 
evidence of current mental disturbance, F - 
of a profound sleep disturbance (narcole” 
were either heavy drinkers or nondrinke: . 
jects were paid for their participation. 

All subjects were introduced to all four. 
ditions. That is, they were given drinks . : 
(placebo), 0.5, 0.8, and 1.2 grams of alec: 
gram of body weight. The drinks were 95° 
hol combined with lime juice and tonic we: : 
served chilled. The amount of liquid inge- 
same in all conditions (4 dl). The time 
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drinking was 30 minutes. To allow for even absorption 
of the alcohol, subjects were asked to fast for the 3 
hours before each test session. 

The subjects were trained to criterion on a battery of 
four complex psychomotor tests related to driving be- 
havior: a measure of simple reaction time, a critical 
tracking task, a continuous performance task, and a 
visual vigilance task. They were then randomly as- 
signed by means of a Latin square design to the vari- 
ous alcohol conditions. Drinks were administered in a 
double-blind fashion at the same time each day (3:00 
p.m.), with the exception of a fifth experimental condi- 
tion in which the medium 0.8 g/kg dose of alcohol was 
administered in the morning (9:00 a.m.) to assess cir- 
cadian (rhythm) effects. Subjects were given the Spiel- 
berger State Anxiety Inventory (6), which takes about 
5 minutes to complete, immediately before and after 
psychomotor test performance. This inventory is de- 
signed to measure ‘ʻa transitory emotional state or 
condition of the human organism that is characterized 
by subjective, consciously perceived feelings of ten- 
sion and apprehension, and heightened autonomic ner- 
vous system activity.” The inventory requires the sub- 
ject to respond in terms of how he or she feels at that 
moment to 20 items such as, “I am jittery,” ‘‘I feel 
nervous,” and “‘I feel self-confident.” Subjects were 
also asked to rate their level of performance on the 
psychomotor test battery on a five-point scale ranging 
from “‘very good” (one) to ‘‘very impaired” (five) af- 
ter each testing session. 

Subjects were tested in the various alcohol condi- 
tions at weekly intervals, and all testing took place ina 
soundproof, air-conditioned room. Subjects were 
monitored by a TV camera and if necessary were con- 
tacted during the experiment by intercom, which pre- 
sented recorded task instructions. 


RESULTS 


Anxiety change scores were computed by sub- 
tracting the score obtained after performance on the 
psychomotor tests from the score obtained before test- 
ing in each alcohol condition. The baseline anxiety 
scores obtained for the various conditions for both 
males and females were well within normal range (6), 
and there were no significant differences between male 
(range, 32.5~34.1) and female (range, 34.9-36.9) sub- 
jects. 

An analysis of variance obtained for anxiety change 
scores revealed a significant main effect for alcohol 
dosage level, F (3,54)=3.59, p<.05. Mean anxiety 
change scores were —.90, .75, 4.75, and 5.55 for the 
placebo, 0.5, 0.8, and 1.2 alcohol dose levels, respec- 
tively (see figure 1). As determined by a Duncan mul- 
tiple-range test, no mean was significantly different at 
the .05 level from that of the next lower or higher alco- 
hol dosage level. There were no significant sex dif- 
ferences with respect to changes in anxiety level 
across the four alcohol conditions. 


1080 


: 4 . 
Am J Psychiatry 135:9, September p 


FIGURE 1 G 
Relationship Between Alcohol Dose and Change in State Anxiety Score 
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A comparison of anxiety change scores for the a.m. 


and p.m. administrations of 0.8 g/kg alcohol dosage by 
a two-tailed t test revealed no significant effects due to 
circadian rhythm. 


Pearson product-moment correlation coefficients 


were computed between anxiety change scores and 
subjects’ ratings of their performance following each 
session and between anxiety change scores and one 
measure of actual test performance, i.e., on the visual 
vigilance task, the task most proximal to the second 
administration of the anxiety inventory. The correla- 
tion between anxiety change and perceived level of im- 
pairment was r=.32 for all subjects (p<.01), r=.06 for 
females (n.s.), and r=.51 for males (p<.002). The cor- 
relation between anxiety change and actual perform- 
ance on the vigilance task ranged from r=.01 to .09 
and was nonsignificant in all cases. 


DISCUSSION 


The results of the present study demonstrate clearly 


a positive relationship between alcohol ingestion and 
an increase in self-reported state anxiety in a laborato- 
ry task-performance situation. THis relationship ap- 
pears to hold for both male and female subjects and to 
some extent (i.e., with males) seems to be related to 
the subjects’ perceptions of their performance on a 
battery of complex psychomotor tests. However, 
whether the fact that one believes he or she is doing 
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“poorly (i.e., rates his or her performance as ‘‘im- 
paired”) generates anxiety or whether the rise in anx- 
iety serves as a basis for believing that one’s perform- 
ance is Impaired cannot be determined by this study. 
Actual test performance, on the other hand, was unre- 
lated to changes in anxiety level, 1.e., how the subject 
thinks he or she is doing under the influence of alcohol 
is related more to mood state than to how he or she is 
actually doing. 

Such findings support previous work which has seri- 
ously questioned the traditional notion that alcohol is 
an anxiety-reducing agent (1-5) and with these studies 
suggest a further examination of the distinction be- 
tween social drinking, where alcohol may in fact serve 
to reduce social anxiety and tension, and chronic alco- 
hol abuse (alcoholism), where a vicious cycle of anx- 
iety-alcoho] consumption-impaired performance-anx- 
iety may be operating. Our findings further confirm the 
relationship between the amount of alcohol consumed 
and the severity of anxiety in evidence (2, 3). They 
also extend the alcohol-anxiety relationship to female 
subjects and to nonalcoholic drinkers. In the latter 
case, these findings do not support Nathan and 
O’Brien (4), who found no change in anxiety for non- 
alcoholics in an experimental drinking situation. How- 
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ever, their study examined drinking beh: 
alcoholics from the skid-row area of ¢ 


whereas our study used college student v: ` 


subjects. Thus, the different findings mai 


flect differences in the two study populat. > 


REFERENCES 


l. Mendelson JH (ed): Experimentally induced c` 


tion and withdrawal in alcoholics. Q J Stud 4. 


ment 2, 1964, pp 1-129 


2. Mendelson J, La Dou J, Soloman P: Experin  - 
chronic intoxication and withdrawal in alcohe! , 
chiatric findings. Ibid, pp 40-52 

3. McNamee HB, Mello NK, Mendelson FH: I «>. 
sis of drinking patterns of alcoholics: concurren 
servations. Am J Psychiatry 124:81-87, 1968 


4. Nathan PE, O’Brien JS: An experimental anah». 


ior of alcoholics and nonalcoholics during proler > 


tal drinking: a necessary precursor of behavior t> 
ior Therapy 2:455~476, 1971 

5. Nathan PE, Titler NA. Lowenstein LM. eta. 32 
sis of chronic alcoholism. Arch Gen Psyechia. 
1970 

6. Spielberger CD, Gorsuch RL, Lushene RL: `> 
Anxiety Inventory (STAI): Test Manual for : crv 
Consulting Psychologists Press, 1970 


BY R. MICHAEL ALLEN, M.D., AND STEVEN J. YOUNG, M.D. 


During a 13-month period, 9 patients with 
phencyclidine-induced psychosis were admitted to 
Darnall Army Hospital. They exhibited hostility, 
agitation, and tangentiality and had delusions of 
influence and religious grandiosity. Six subjects 
reported auditory hallucinations, and 4 were 
disoriented in at least I sphere. Despite treatment with 
antipsychotic medication, the psychotic episodes 
often persisted for more than 30 days. Our clinical 
finding of prolonged psychotic reactions, together 
with previous reports of the effects of phencyclidine, 
suggests that phencyclidine provides an intriguing 
drug model for schizophrenia. 


IN THE FALL of 1975, psychiatrists at Fort Hood, Tex- 
as, saw several cases of acute psychosis precipitated 
by ‘‘snorting’’ or intravenous injection of a whitish 


powder sold under the guise of tetraryd> : 
(THC). When analysis of samples of this > 
two different suppliers showed them two v 
centrated phencyclidine (PCP), we beg: 
the psychosis associated with phencyclid: . 
ingestion, or inhalation. ° 


PATIENT SAMPLE 


We reviewed the charts of all paticn’: 
from Darnall Army Hospital, Fort Hood. 
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a diagnosis of drug-induced psychosis from July 1, 
1975, to May 31, 1976. We also included additional pa- 
tients admitted in June and July 1976. We selected cas- 
es if the patient developed an acute psychosis after 
“snorting,” swallowing, or injecting a white or yellow- 
ish-white powder believed by the patient to be THC 
and descriptively matching two separate samples that 
were reported to be high grade phencyclidine by the 
toxicology laboratory of Brooke Army Medical Cen- 
ter. 

Patients were selected for study only if they had no 
previous psychiatric history and had a satisfactory 
premorbid adjustment. 

Our patient population did not include the numerous 
drug intoxications of very short duration (3-6 hours) 
handled by the alcohol and drug treatment program. 
Our study group represented only 25%--30% of the 
phencyclidine-intoxicated patients referred to the psy- 
chiatric service, the majority of whom were dis- 
charged within 24 hours. Thus, our sample of pro- 
longed phencyclidine-induced psychoses probably 
represented less than 5% of case contacts by all of the 
helping agencies on the post. 

Nine patients with acute psychosis attributable to 
phencyclidine were hospitalized at Darnall Army Hos- 
pital during the 13-month study period. We excluded 5 
additional patients because they ingested other psy- 
choactive substances (alcohol, amphetamine, LSD, 
and cocaine); however, their symptomatology sug- 
gested that phencyclidine was the agent responsible 
for their psychosis. The 9 subjects in the study includ- 
ed 8 men and 1 woman, aged 18 to 24. Most had a 
history of multiple drug abuse, but none gave a history 
of a prior psychotic episode. Specific signs and symp- 
toms of the case material are presented in table 1. 

Characteristically, the patients were agitated and 
hostile and exhibited tangentiality and circum- 
stantiality. They were preoccupied with religious and 
sexual topics. Seven of the 9 subjects had delusional 
ideas, predominantly religious grandiosity (‘‘I am Je- 
sus Christ”) and delusions of influence (e.g., being 
controlled by voodoo). Hallucinations were common, 
with 6 patients reporting auditory hallucinations. One- 
third of the group was considered suicidal, and 4 were 
disoriented in at least one sphere. We did not observe 
the neurolggical abnormalities reported by other au- 
thors, presumably because hours or days had elapsed 
from ingestion to hospitalization and neurologic exam- 
ination. 


RESPONSE TO TREATMENT 


All the subjects were treated with antipsychotic 
drugs, chiefly haloperidol. Only patients 1, 5, 7, and 9 
made a full recovery and remained free of psychotic 
symptoms off medication at follow-up, which varied 
from 6 weeks to 6 months after discharge. One week 
after discharge, patient 2 was readmitted with a recur- 
rence of his symptoms after having stopped taking 
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TABLE 1 
Presence of Psychopathological Findings in 9 Cases of Phencyclidine- 
Induced Psychosis 


Finding 1 2 3 4 5 6 789 


Duration of psychosis 
(days) 6 31 
Behavior 
Agitated x xX X Xx 
Hostile/violent x xX xX X 
Psychomotor retardation X 
Catatonic posturing X 
Disrobed in public X X 
Eloped from ward x X 
Affect 
Euphoric X x X 
Depressed X 
Anxious/frightened x X X 
Labile x x 
Inappropriate X X 
Thought process 
Mute X 
Pressured speech 
Tangentiality xX Xx X X X 
Blocking . X 
Thought content 
Preoccupation 


60+ 90+ 9 30+ 13 7 16 


a 
>< 


Religious x X x X 
Sexual x x X x 
Delusions 
Religious X X X 
Paranoid X X 
Of reference X X 
Of influence x X X 
Hallucinations 
Visual X xX 
Auditory x” xXx xX x X x 
Tactile X 
Suicidal ideation X x X 
Sensorium 
Disorientation to place X x 
Disorientation to date X x xX X 


haloperidol and begun ingesting PCP again. His symp- 
toms gradually cleared in 18 days on haloperidol, and 
treatment with depot fluphenazine was begun as a pre- 
ventive measure. 

Patient 3 showed no improvement after 3 weeks de- 
spite taking 800 mg of chlorpromazine and 30 mg of 
haloperidol daily. She was then referred to a private 
hospital where her psychosis cleared with 7 elec- 
troconvulsive treatments. After release from the hos- 
pital the patient took ‘‘acid’’ and was readmitted, ac- 
cording to the private hospital summary, ‘“‘psychotic 
and bizarre,” a week later. Again she responded to 
ECT but remained withdrawn and blunted in affect a 
month after the last treatment. 

Three months after his initial admission, patient 4 
improved on thiothixene. However,*he Rad not recov- 
ered sufficiently to return to duty and received a medi- 
cal discharge from the Army. Patient 6 still had loose 
associations, visual hallucinations, and formication 
one month after admission, despite receiving 20 mg 
haloperidol per day. Although patient 8’s toxic psy- 
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chosis seemed to clear completely, he developed a de- 
pressive schizo-affective psychosis 1 month later when 
placed in confinement for legal problems. 

In summary, the patients who recovered did so 
gradually. The duration of their psychotic episodes 
ranged from 6 days to over 90 days in one patient who 
had still not improved at the end of the study period. 
Treatment with antipsychotic drugs was generally in- 
effective. (One patient responded to ECT.) Treatment 
by sensory deprivation or benign neglect, although 
mentioned in several articles (1, 2), was rarely helpful 
to our subjects. 


DISCUSSION 


Phencyclidine (phencyclohexyl piperidine, PCP) 
was developed as an intravenous anesthetic and is still 
used for that purpose in veterinary medicine under the 
trade name Sernyl. It produces excellent analgesia 
without respiratory or circulatory depression (3), but 
patients given the drug may exhibit agitation and bi- 
zarre behavior in the postoperative period (4). 

Luby and associates (5) and Davies and Beech (6) 
observed a consistent syndrome of neurological and 
psychological changes in normal subjects given .075 to 
.1 mg/kg of phencyclidine intravenously. The neuro- 
logical changes included nystagmus, ataxia, and di- 
minished pain, touch, and position sense. The first 
psychological symptom to appear after drug adminis- 
tration was a distortion of body image, followed by 
feelings of estrangement, disorganization of thought 
including tangentiality and blocking, hostility and 
negativism, and, finally, apathy. One subject became 
“catatonic” (awake but unresponsive to questions) for 
23 minutes (6). All these acute symptoms subsided 
within 1'/2 hours. Four chronic schizophrenic patients 
given the same dose of PCP showed similar responses, 
with worsening of their thought disorder, increased af- 
fect, sexual acting out, and hostility that persisted for 6 
weeks (5). 

Phencyclidine has been shown to be a constituent of 
street drugs in 14%-50% of samples analyzed (7, 8). 
Hart and associates (7) found that 10 of 11 samples of 
putative THC submitted to various agencies in Law- 
rence, Kans., contained phencyclidine as the only psy- 
choactive agent. PCP is also commonly sold as mesca- 
line, psilocybin, cocaine, or angel dust. Contributing 
to the prevalence of PCP in the drug culture is the ease 
with which it can be synthesized in illicit laboratories. 

Rainey and Crowder (1) reported 3 cases of schizo- 
phreniform psychosis precipitated by street drugs sold 
as PCP, THC, and methadone but all believed to be 
phencyclidine. All 3 of their patients were agitated, un- 
cooperative, and disoriented to place and date. Two of 
them had auditory hallucinations. When the psychoses 
cleared in 2 to 4 weeks, all 3 patients had amnesia for 
the episode. A single patient described by Stein (2) dis- 
played similar symptoms for 10 days but retained par- 
tial recall for the episode. 
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Psychological and motor test data ff: 
studies indicate that PCP mimics the p*i1 
toms of schizophrenia after the acute t 
have subsided (9-11). Our experience cor’ : 
observations. Our patients’ reactions to p`: 
resembled the effects of PCP on chronic » : 
ics (3) in duration and symptomatolocy. 
our subjects were hyperreligious, delus.c 
nating, and often disoriented. Thus, in ott « 
perience phencyclidine psychosis ofter 
acute schizophrenia. Although we tried 1e : 
tients with preexisting or underlying ps. 
orders, we cannot completely exclude ‘T 
that PCP uncovered or activated an ano 
chotic process. In any event, PCP was cle: 
important variable in their clinical course 


CONCLUSIONS 


One could contend that PCP provides :: 
model for schizophrenia than amphet. °° 
cyclidine produces a more varied clinica. `. 
various categories of schizophrenia (cul. . 
noid, hebephrenic) than does amphetam t. 
Like amphetamine, PCP clearly exace~> 
phrenia, as noted in previous references 
effects of PCP appear to be more pcier: 
lasting than those of amphetamine (3). ' 
phencyclidine on dopamine systems has- 
studied, but such studies should prove .: 
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BY JESSE O. CAVENAR, JR., M.D., AND JEAN G. SPAULDING, M.D. 


The authors present a case report of a white neurotic 
man treated in long-term psychoanalytic therapy by a 
black woman psychiatrist. The defense mechanism of 
reversal—the therapist was white in the patient’s early 
dreams—was evident not only in this patient but in 
several other white patients treated by the black 
therapist. The authors suggest that, contrary to the 
opinions of a few other authors, the reality issues of 
racial differences can be dealt with successfully in this 
kind of interracial psychotherapy. 


THE LITERATURE On psychoanalysis and psychothera- 
py when the therapist is black and the patient is white 
is very meager. There are markedly divided opinions 
as to the effect this variable may have on the treatment 
process. 

Oberndorf (1) suggested that interracial therapy can- 
not be effective due to the psychological biases that 
are present and implied that such treatment should not 
be attempted. However, Schachter and Butts (2) 
stated that racial differences “‘may have a catalytic ef- 
fect upon the analytic process and lead to a more rapid 
unfolding of core problems.” Other reports in the liter- 
ature, such as those of Bernard (3), Calnek (4), Grier 
(5), Kennedy (6), and Waite (7), fall between these two 
extremes. 

Fischer (8) stated that ‘‘racial differences between 
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analyst and patient involve issues of unconscious 
meaning at many levels. These issues and meanings 
must be recognized and utilized, for there are serious 
hazards in either overestimating or in ignoring them.” 
Fischer further suggested that the black-white dif- 
ference is a visible structure on which infantile fan- 
tasies may be projected. He concluded that ‘‘to ignore 
the manifest black-white issue is to avoid a piece of the 
patient’s and therapist’s everyday reality. To become 
overly invested in this apparent interracial content, 
however, represents an effort to deny and negate the 
deeper intrapsychic conflicts.” 

Curry (9) suggested that there are important dif- 
ferences in the transference, resistance, and working- 
through process when the therapist is black. He re- 
ferred to a complex set of issues he termed “‘pre-trans- 
ference.” This pre-transference is due to the fact that 
the therapist does in reality have a characteristic that 
can mobilize unconscious fears and fantasies, i.e., 
black color. These fears and fantasies may be unre- 
lated to the individual’s past life and are therefore not 
transference phenomena per se. Curry suggested, as 
have other authors, that “black” may unconsciously 
represent bad, evil, darkness, and inferiority. These 
same fears may be represented in mythology by Satan, 
Lucifer, or Judas. 

Curry implied that this pre-transference reaction 
may be used as an effective resistance to the formation 
of a transference. When the racial issue becomes a 
point of attack on the therapist, it is because of these 
unconscious fantasies and the anxiety generated by 
the fantasies. Curry concluded that if the patient’s own 
conflicts become interlaced with “‘the patient’s hyper- 
cathexis of a reality situation,” i.e., fhe therapist’s 
blackness, an insurmountable resistance may form 
that precludes treatment and leads to acting out. Ef 
fective interracial psychotherapy is thus possible only 
if proper attention is directed to these complex pre- 
transference, transference, and resistance issues. 
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We became interested in this racial variable in long- 
term psychoanalytic psychotherapy involving white 
male patients and a black female psychiatrist. We were 
also curious as to whether dream productions would 
be affected by the racial differences. 

It has long been a clinical observation in psychother- 
apy and psychoanalysis that the patient’s dreams fre- 
quently disguise a white therapist as a black person. 
This is most commonly noted in the early and middle 
phases of treatment as a defensive maneuver and usu- 
ally ceases as the patient’s defenses are lowered. Alt- 
man (10) reported a dream in which a white analyst 
was disguised as a black person via condensation, dis- 
placement, and symbolization. We wondered whether 
the same defensive maneuvers would apply when the 
therapist is black; that 1s, would the black therapist be 
represented as white in an attempt to disguise transfer- 
ence feelings? 

The purpose of this paper is to report a case of a 
white male neurotic patient treated by a black female 
therapist in which these variables of interracial treat- 
ment and dream productions could be studied in detail. 
This case 1s representative of several long-term pa- 
tients treated under similar conditions; all cases illus- 
trated the same principles. 


CASE REPORT 


The patient was a 25-year-old single man who came for 
psychiatric evaluation because of marked free-floating anx- 
iety, multiple phobias, and an inability to urinate in public 
places. He had been born and raised in a small southern 
town: his parents were from the middle class. He was the 
second of a set of nonfraternal twins and had one sister who 
was two years older. He described his father as a sadistic, 
angry man who was emotionally distant from the children 
and his mother as a seductive woman who frequently walked 
around the house and yard nude in view of the children. She 
bathed the patient until he was in early adolescence. When 
the patient was 13 years old his mother and father separated 
briefly. The mother took only the patient with her when she 
left; he slept with her until they returned home. The father 
accused the patient of having seduced his mother, and his 
inability to urinate in public places dated from that experi- 
ence. 

We felt that the patient had an obsessive-compulsive per- 
sonality with hysterical and phobic features. His main de- 
fenses were isolation of affect, reaction formations, repres- 
sion, and displacement. Psychoanalytic psychotherapy was 
judged the treatment of choice. 

The patient presented his first dream in hour 6. His early 
feelings about the therapist were well disguised by con- 
densation, displacement, and symbolization. He reported, 
‘The dream occurred at a place I had never been before. It 
seemed to be a church and I went to a classroom with 15 
other people. I,knew no one: it was a class on vectors. There 
was a girl to my left, two seats down from me; she looked 
over and smiled. It made me feel good, and I had a sense of 
well-being. After the class I walked by a restroom, and I 
knew I could go in and urinate without any tension.” The girl 
in the dream was white. 

The strongly erotic nature of the evolving transference 
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was indicated in a dream reported in the 10t 
on the campus of the university for a summe! ` 


go to the athletic field for the field trip; one b: 


are girls, and a woman instructor is there. I fc - 


the field trip; after the class broke up. the ` 


gested to me that we have a separate meeting . 


denly I didn’t want to be there: | became c. . 


urination. I saw two men who had been in i 
and they started to shove snow into their par’ - 
and packed my pants full of snow and walxy 
instructor.” In this dream again there were 


contrast, the white snow seems to distract fre ` 


of black. 

The patient presented the first dream in vi 
pist appeared undisguised—except for rac. 
hour. “I was in the basement of the h8spitel. 
do electrical work in the morgue. While wari 
vator, I saw you and two other people about : 
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felt anxious, and you appeared to be agitated. - 
me. I said, ‘I’m here to work in the beset: 


shook hands with me. I saw outside, to the bc. 


tal. Some windows had been broken, and | ; : 


dalism. Somebody ts pretty sorry.’ I sawam. ' 


gressive and confident; I felt that was the v 
be.” 
Two weeks later the patient brought the fe 
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“I was going to my parents’ home in the co.. ° 


by a house where blacks lived: children were 
yard. All the black families have ten kids wl. 


The black family greeted me; they always sec” : 


Their house had garbage around it: most cf tr. 
was surprised when I got to my house, beca- 
shack, too, like the house in which the Flee. 


dream occurred 5 weeks before any verbais. 


by the patient of the fact that the therapist \. 


In the 37th hour, the patient reported arel’ 


was lying on a couch with a woman. She wi- 
advances; she was affectionate, and snuggle 


was not in a motherly way. Her husband cair. 


was concerned that he might notice this. Ske 
had long black hair that I stroked.“ He haj 
clating to this dream material and stated thai ` 
any black women. The patient persisted in r 
knowledge of a black woman. When the ther: ? 
fronted him with the fact that she was blech 
denial, anger, and attempts to make her Viz: 
wallan—‘‘anything but black.” 


z misa 


oe 


Over the subsequent hours the patient's cas . 
intensified. He had many dreams of unsh: . ` 


dressed in dirty, torn clothing, and many o.r, 
cerned janitors and servants. The patien: i-> 
as a servant or slave in relationship to his sip. 
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for several hours. After this, the material © 


open discussion of his prejudice toward bl.:. 
lowing a lengthy period of examining his or, 
openly and said, “Its unjust for me to be p.. 
let it influence any feelings I may have toai. 
the first black person with whom I've evet $ 
I’ve looked for things about black peopie i + 
about. If one did something that I felt was im 
generalize to all black people. I don't like the - 
don't like myself, I guess.” 


As the projections by the patient were gr. ` 


through, it became clear to him that he acti. 
downtrodden, oppressed, and in other way- 


perceptions of blacks. This phase of the tre: 
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illustrated by the following dream, reported in the 74th treat- 
ment hour: ‘‘I went to this black woman’s house. It was you. 
A picture of your mother was there. I thought, ‘Her mother 
does look black after all.’ Then my mother, father, brother, 
and | were sitting around a table. It was as though we were 
more black than white.” 

Over the following 18 months, an intense erotic transfer- 
ence neurosis developed. This transference neurosis was 
worked through as any other would be; no alteration of tech- 
nique was made necessary by the racial differences. The pa- 
tient experienced good symptomatic relief of his phobias and 
urinary problem and a marked lessening of his anxiety. He 
began to date girls for the first time in his life, his relation- 
ships with both black and white authority figures and peers 
improved, and he began to take several courses to further his 
education. ° 

At the end of 3 years of therapy, the patient began to bring 
typical termination dreams. One such dream was the follow- 
ing: “‘I was standing on an island and the water began to rise. 
I needed shelter, so I went to a nuclear fallout shelter. You 
were there with a group of people. I needed to urinate, but 
there was a man occupying the bathroom. I needed to go and 
find my own bathroom. I went into the woods to urinate: I 
wasn't uptight at all. I saw a woman in the distance, and I 
knew I could talk with her.” We felt that this dream was like 
those presented by Oremland (11) in which the therapist, un- 
disguised, is involved with an initial symptom that brought 
the patient to treatment. The dream appears to indicate reso- 
lution of these symptoms. This patient’s psychotherapy 
went on to a successful conclusion several months later; no 
additional resistance was encountered. 


COMMENT 


The case reported here is one of several long-term 
psychoanalytic psychotherapy cases we have experi- 
enced in which the therapist was black and the patient 
was white. We believe that interracial psychotherapy 
can be as productive as any other psychotherapy. 
Certain different features must be recognized and dealt 
with accordingly. 

The dreams of a white patient will be different in that 
the black therapist may be disguised as white. The de- 
fense mechanism involved is reversal, and it appears 
to work in the identical manner as when the therapist 
is white and disguised as black. Clearly it is an attempt 
of the dream work to deal with anxiety. In our experi- 
ence, it iS common for reversal to occur in dreams; in 
fact, we would be concerned about the integrity of ego 
functioning if it did not occur. In our patients this re- 
versal has continued to appear in dreams until a suf- 
ficient number of the conflicts have been worked 
through to permit the therapist to appear undisguised 
in dreams. A transference of sufficient intensity must 
also have formed; in the absence of this transference 
there would be little intrapsychic reason to cathect the 
therapist sufficiently to dream of him or her. 

In our experience, the dreams in which the black 
therapist was disguised as white revealed little overt 
anxiety. When the reversal disappears as a defense 
mechanism and blacks first appear undisguised in 
dreams, overt anxiety is most often present. In the 
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dreams this anxiety may be noted in the manifest con- ” 
tent by the blacks being large, hostile, threatening, or 
even murderous. Whether the anxiety is greater than 
in the usual situation, when the white therapist is 
dreamed of as black, we cannot say with any degree of 
certainty. Our impression, however, is that the anxiety 
in the patients we treated was greater. 

Another common finding when the therapist is black 
is the tendency of the white patient to overidentify 
with the therapist’s blackness. All of the patients 
whom we have treated have done this to some degree; 
it is Our impression that patients who have low self- 
esteem, are passive, and feel oppressed and con- 
stricted intrapsychically overidentify more readily 
with the black therapist. 

The overidentification with the black therapist may 
have many meanings. Most often, in our experience, it 
is a hostile identification, a way of appearing compliant 
and complacent but expressing hostility. In some pa- 
tients, what appears to be an overidentification is not 
an identification at all but a massive projection of the 
patient’s unconscious conflicts. The patient merely 
identifies with what he or she believes the black thera- 
pist’s plight or station to be, when in fact it is totally 
distorted. 

Although the same conflicts must be worked 
through in this kind of interracial therapy as in any oth- 
er treatment, the sequence of the unfolding of the con- 
flicts may be altered by racial issues. The differences 
in race may serve as a scaffold for multiple projections 
by the patient. Projections pertaining to race must be 
dealt with early in the treatment by helping the patient 
to appreciate that these are unconscious conflicts that 
the patient is experiencing. Our experience suggests 
that once this is accomplished the transference neuro- 
sis will develop as it does in any other treatment proc- 
ess and the patient can proceed to a satisfactory work- 
ing through and termination. Although other authors 
have reported that the reality issues of racial dif- 
ferences cannot be adequately dealt with in some pa- 
tients, we suggest from our experience that this is not 
the case. 
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Psychiatric Training for the Primary Care Obstetrician- 


Gynecologist Resident 


BY PRISCILLA DAY BOEKELHEIDE, M.D. 


The author describes a model for the psychiatric 
training of obstetrics-gynecology house staff members 
who serve as primary care physicians for women. By 
integrating psychiatric skills with specialty training, 
the psychiatrist can enhance continuity of patient care 
for the resident during his transition to the role of 
primary care obstetrician-gynecologist. 


WELI BEFORE THE 1975 position statement by the 
American College of Obstetricians and Gynecologists 
and the American Board of Obstetrics and Gynecology 
on the role of the obstetrician-gynecologist in the pri- 
mary care of women (1), I was invited to share a wom- 
an's point of view with the obstetrics and gynecology 
house staff of a large inner city nonprofit hospital who 
viewed themselves as total physicians offering com- 
prehensive continuity of care to women. The house of- 
ficers already recognized that they were often the first 
medica] contact for their patients, that their responsi- 
bility should not be limited to acute illness, and that 
normative life crises required diverse skills such as 
marital, pregnancy, and sexual counseling, men- 
opausal care, and supportive therapy for the cancer 
patient. The keys to their development as primary care 
physicians were their eagerness to learn and to accept 
the role and the use of a peer collaborative psychiatric 
consultant on their team. 

In addition to the senior psychiatric consultant, the 
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house staff included a teaching-atten 
three residents, two interns, and ore 
students. No grant or special exteroc 


tributed to the program, and most obst. ‘ 


cology teaching situations could re 


shaped toward the same goals. My acce: ° 


program was probably enhanced by my 
a fellow resident but also a Fellow c 
College of Obstetricians and Gynecol. 
The mutual academic goal was tran r 
tient care by increasing understand n- 
focus was often broadened to includ. 1! 
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METHOD 


The tools were the staff s medical be.. 
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mal discussion and demonstration we > 
lowing areas over a period of 20 mon. > 
techniques, 2) selection and use of psyc 
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patients’ everyday lives, and 5) health - 


medical illness. This focus offered aun: . 


obstetrician-gynecologist as a speci 
practice preventive mental health cars 
consideration was on the doctor-p:t: 
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The psychiatric consultant guidec í 
air of mutual inquiry. As early as feas: 
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the staff could handle themselves in 
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stances there was joint observatior. i: : 
few patients were referred for furthe : 
tion. When staff anxiety was hig. c 
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knowledge such as legal involvement was required, di- 
rect consultation with the patient was available. Occa- 
sionally there were conflicting opinions, e.g., between 
traditional medical/surgical and psychiatric opinions 
about a hysterectomy. 


CLINICAL VIGNETTES 


Some examples that typify primary care throughout 
the life cycle follow: 

1. A young father brought his newborn for a circum- 
cision check. His anxiety offered the intern an oppor- 
tunity to discuss hjs feelings as a new father and as a 
recently neglected (as he saw it) sexual partner. 

2. A mother brought her 10-year-old pubescent 
daughter to check her vaginal discharge, asking co- 
vertly for sex education help. 

3. A grandmother accompanied her pregnant, un- 
married adolescent granddaughter. Social issues of 
abortion, placement, and illegitimacy were discussed. 

4. A young, single, nulliparous, feminist insisted on 
a hysterectomy, challenging the house officers’ value 
systems. 

In addition, the overburdened abusing mother and 
the frankly psychotic pregnant woman required appli- 
cation of learned medical skills as well as the peer con- 
sultant’s specialized viewpoint to meet the patients’ 
psychosocial-medical needs. The aim was to keep the 
personal physician involved as much as possible, en- 
couraging him/her to participate by using interviewing, 
diagnostic, and treatment skills as needed for brief 
supportive psychotherapy, Masters and Johnson’s or 
Seman’s techniques, etc. 


RESULTS 


As the house staff reported progress with their pa- 
tients, they were encouraged to be more flexible in 
having patients return according to psychological 
needs; e.g., the postpartum patient who was depressed 
was seen briefly but frequently rather than for the usu- 
al one visit at four to six weeks. The staff learned 
quickly to focus on the emotional problem, not neces- 
sarily the presenting obstetrics or gynecology prob- 
lem. As a result, some important changes occurred: 

1. Labeling of patients changed from ‘‘that hys- 
teric’’ to ‘‘Mrs. A,” and family dynamics were exam- 
ined. 

2. In selected instances various social services, the 
pediatrics department, or the occupational therapy 
section helped in the functioning of the obstetrics-gy- 
necology service and hence in training of its staff. 
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3. Interdepartmental practices were examined for ~ 
therapeutic interaction. 

4. ‘‘Nuisance’’ calls from patients declined dramati- 
cally as the house officers learned to meet dependency 
needs more directly in the clinics. 

5. More appropriate referrals for psychiatric con- 
sultation were made, reflecting a focus on prophylaxis 
and preventive care. 

6. Staff time with patients became more productive 
and the house officers became conditioned gradually to 
what Burnham (4) calls “‘practice shock,” i.e., the 
pleasure of treating all types of patients instead of only 
the unusual, esoteric, or very difficult. 

7. The usual clinic diagnostic categories such as 
toxemia, unwanted pregnancy, and imperforate hy- 
men were redefined to include such concepts as anx- 
iety, dependency, ambivalence, and nonconsumma- 
tion of marriage. 

8. Problem orientation broadened to include the pa- 
tient’s family, body image, and sexual identity. 


DISCUSSION 


Many demands are placed on the obstetrician-gyne- 
cologist when he/she changes from the omniscient and 
omnipotent authoritarian figure and becomes a true 
participant in primary health care delivery and service 
for a large segment of the population. As the primary 
care physician for women he/she must be prepared to 
offer periodic comprehensive evaluation of their health 
status, which includes health education, preventive 
care, health maintenance, referral to and integration of 
other health services, and traditional therapeutic serv- 
ices throughout the life cycle of his/her female pa- 
tients. 

Sound psychiatric interventions, once thought to in- 
terfere with the busy clinician’s schedule, can be in- 
tegrated into the usual 10- to 20-minute patient visit. 
This addition makes clinical orientation a more rele- 
vant experience for both patient and physician. 
Through teaching and example during the residency 
years the psychiatrist can aid this transition from ob- 
stetrician-gynecologist to primary care physician. 


REFERENCES 


1. Position statement for AMA workshop on primary care. ACOG 
Newsletter 19:4, 1975 

2. Caplan G: Practical steps for the family physician in the pre- 
vention of emotional disorder. JAMA 170:1497-1506, 1959 

3. Balint M: The Doctor, His Patient and the IHiness. New York, 
International Universities Press, 1957, pp 11, 18 

4, Burnham JF: Primary care within the academic tradition. JAMA 
233:974-975, 1975 


` 
Non J Psychiatry 135:9, September 1978 BRIEF CON 


` Psychiatric Consultation in an HMO: A Model for Educatior 
Primary Care 


BY LOUIS F. RITTELMEYER, JR., M.D., AND WILLIAM E. FLYNN, M.D. 


town University Medical Center. The 
been in operation for about 1'/2 years. - 
ture of fee-for-service patients and erre ! 
paid plan. (In 1975 a third center was Cin 
cal middle-class suburb in Marylard . 
fourth opened tn a suburban site in vi> 
Primary care is provided by teams ~v. 
physictan (internist or pediatrician). «r: 
er, and support personnel. Patients i. 
specialized care are referred to outside 
so, several specialists work part-time 1 
provide obstetrical and gynecologica 
chiatric care is provided in each cente- 
ric social worker and psychiatry resi: 
supervision of Department of Psychia. 
ferral may be made to private psycni . 
view by the center’s psychiatric const i: 


The authors describe a program based ona 
biopsychosocial model of illness, which uses a liaison- 
consultation approach in an outpatient setting. It is 
directed toward integrating psychiatric education and 
services with primary care in a health maintenance 
organization, This program can serve as a useful 
model for studying the validity and effectiveness of 
integrating psychiatric concepts with primary health 
care. 


PSYCHIATRY’S INVOLVEMENT with the education of 
primary physicians has gone through an evolutionary 
process since its inception about 30 years ago. Stimu- 
lated by the need for psychiatric manpower during 
World War II, it has developed into organized pro- ao 
grams for medical students, practicing physicians, and As the only full-time mental hea" h 


residents in other fields, principally family medicine each center, the psychiatric social wor’. 
(1,2). psychiatric services including the xc’. 


consultants and psychiatry residents. 
will be discussed later.) He or she else 
mary caregivers by evaluating paie: 
individual, group, and family psyc^ò> 
serving as liaison with outside pra. 
agencies. 


For four years the Georgetown University Depart- 
ment of Psychiatry has provided psychiatric educa- 
tional and clinical services for a university-sponsored 
health maintenance organization (HMO). In this pa- 
per. we will focus on two aspects of this experience: 1) 
the conceptual model used in designing and carrying 
out the psychiatrists’ roles and responsibilities; and 2) 
the methods employed in the educational programs for 
primary care physicians and nurse practitioners and for THE MODEL 
psychiatry residents assigned to provide services to 
the Georgetown University Community Health Plan The educational program was based e 
(GUCHP). tions that 1) the primary care teams « 

resources for comprehensive care to yu: 

ing those with emotional problems, 2, 
THE SETTING titioners require continuous in-servic: , 

consultation to provide optimum cars f 

When the program for GUCHP was begun in July significant psychosocial dysfunction. -~ 
1974, there were two centers providing patient care— chiatrists involved require an unders:. 
one in an inner-city neighborhood in the northeast part close working relationship with prima 
of Washington. D.C., the other in a “new town” in order to function effectively in this sc’ 
Virginia, Jocated more than 20 miles from the George- sumptions were shared by the presicet 

primary physician, and his support c’ $’ 
been fundamental to its development. 


Dr. Rittelmeyer is Professor of Psychiatry and Professor of Commu- In addition, we assumed that the ~. 


nity and Family Medicine, and Dr. Flynn is Assistant Professor of contract between GUCHP and its er 


NW Wechiaten, DC. 20007 Hospital, 3800 Reservoir Rd. the doctor-patient relationship in signif - 


oe defined ways (in contrast to fee-for-se 
This study was supported in part by Alcohol, Drug Abuse, and Men- 


tal Health Administration grant MH-14069 from the National Insti- and that differences in the expectations 
tute of Mental Health. and patient could be anticipated. 
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The psychiatric program applies a liaison-consulta- 
tion approach in an outpatient setting. It uses current 
concepts of psychosomatic medicine, as described by 
Lipowski (3), to help primary physicians tn ‘assessing 
the relative contribution of psychological, biological, 
and social factors to the development, course, and out- 
come of physical and psychiatric disorders.’’ The con- 
sultant supports the primary practitioners in caring for 
even their most troublesome patients, i.e., the anx- 
ious, depressed, angry, and hypochondriacal. He/she 
functions as ‘‘an integral component of the general 
health care structure rather than a separate [mental 
health] service,” a role similar to the one defined for 
psychiatrists in the New Haven HMO (4). 

This approach derives from a belief in what is now 
termed a biopsychosocial model, which has been de- 
scribed in detail by Engel, who summarizes its essence 
clearly: ‘“To provide a basis for understanding the de- 
terminants of disease and arriving at rational treat- 
ments and patterns of health care, a medical model 
must also take into account the patient, the social con- 
text in which he lives, and the complementary system 
devised by society to deal with the disruptive effects of 
illness, that is, the physician role and the health care 
system” (5, p. 132). 


METHOD 


Instruction of primary physicians and nurses is simi- 
lar in most respects to that used in continuing educa- 
tion and in family practice residency programs here (2, 
6) and elsewhere (7-9). Regularly scheduled consulta- 
tions, with a case-oriented focus, provide the basic 
framework. In addition to discussions of individual pa- 
tients and families, patients are interviewed and se- 
lected articles are reviewed.The referring physician is 
present when the consultant interviews a patient; this 
emphasizes the consultant’s role as a teacher. 

During consultations, which are held at least once 
weekly in each center and last 20-30 minutes, primary 
practitioners meet with the consultant to discuss new 
patients and those who need follow-up by the primary 
practitioner. In the course of a typical three-hour con- 
sultation, 6 to 10 practitioners (and occasionally ad- 
ministrative personnel) are consulted with, individ- 
ually or as patient-care teams. These are working ses- 
sions in which decisions on patient management and 
disposition are made and the psychiatric social worker 
participates. 

The tone of the conferences is informal. One physi- 
cian might use several brief anecdotes to obtain the 
consultant’s help in understanding a problem; another 
might give a detailed case history. There is an open- 
door policy allowing staff members to enter and leave 
without disturbing the flow of discussion and permit- 
ting all to learn from the experiences of each one. 
There is also an atmosphere of goal-directedness. 
Everyone present is interested in working on patient- 
care problems. Even when discussions focus on staff 


1090 ` 


r 
Am J Psychiatry 135:9, September 191 


issues, the objective remains that of better serving pa- + 
tients. 

Another feature of the sessions, most apparent in 
the center located in the ‘‘new town,” is the mutual 
value placed on the time spent together. The physi- 
cians coined a term, ‘‘psych time,” to designate the 
period that each of them meets with the consultant. 
This time is jealously protected, and patient appoint- 
ments are seldom allowed to intrude on it. This atti- 
tude developed slowly, but over a two-year period be- 
came a part of the center’s subculture. Now it so per- 
vades the center that newcomers are expected to fit 
into the routine, and most have little difficulty doing 
so. 

Cases presented to the psychiatrist lead to recom- 
mendations that follow one of three general patterns: 
1) suggestions for continuing evaluation or care by the 
primary care team; 2) further evaluation by the social 
worker or resident; or 3) referral for treatment by one 
of the mental health professionals. Acceptance of pa- 
tients for psychiatric evaluation or treatment does not 
end the patient’s relationship with the primary care 
team, which continues to render other necessary care. 

Training is also provided for psychiatry residents; it 
is intended to meet the increasing demand for collabo- 
ration between psychiatrists and primary physicians. 
This training is designed to facilitate the integration of 
psychiatric services in an HMO, which requires a dif- 
ferent orientation and additional skills that often are 
not emphasized in other training settings (10). 

Residents are assigned to the centers in six-month 
rotations. Their training is centered around case con- 
sultation and brief outpatient therapy (the limit on vis- 
its provided under the prepaid plan is 20 per year). The 
residents’ work is supervised by the consultant. 


CASE REPORTS 


The kinds of problems addressed run the gamut of 
those seen in a busy ambulatory practice: anxiety, de- 
pression, marital conflict, alcoholism, emotional dis- 
turbances of children and adolescents, and a variety of 
diagnostic and management problems with chronically 
ill patients. How some are dealt with can be seen in 
these examples. 


Case 1. A 49-year-old divorced woman complained of se- 
vere pain in her feet. Although this symptom had existed for 
only a few weeks, she had a history of multiple complaints, 
difficult interpersonal relationships, and an inconsistent 
work record. A thorough workup, including consultation 
with two orthopedic surgeons, failed to establish a diagnosis 
of any pathology. Treatment had consisted of numerous 
medications to relieve pain, none of which was effective. 

The consultant considered this to be & case of hypochon- 
driasis and recommended a supportive regimen consisting 
chiefly of regularly scheduled visits to the center, with the 
care-giver offering his time (usually 15 minutes), attention, 
suggestions for reestablishing relationships with friends and 
nearby family members, and encouragement to regain her 
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a functional ability to work more productively. Initially she 


was seen weekly, later biweekly. The consultant’s in- 
volvement continued for about three months, when the prac- 
titioner, a physician’s assistant, had the confidence to carry 
on without further help. 


Case 2. A 5-year-old girl had recently begun soiling herself 
following the birth of her only sibling. The pediatrician was 
prepared to deal with the child’s reaction to her new sibling, 
but the parents insisted on a more detailed organic workup. 
It further developed that these parents had acted similarly in 
another health crisis (involving care of the newborn), and the 
physician expressed disappointment that the family had not 
learned from that experience. The consultation focused on 
the dynamics of the parents’ need to urge further testing. 
The physician found it helpful to identify and understand the 
pattern of the parents’ behavior and to be supportive in his 
dealings with them. 

The model for this approach has been described by Ka- 
hana and Bibring (11). It is used extensively in helping the 
primary practitioners develop an approach to their more dif- 
ficult patients. £ 


Case 3. A physician’s assistant presented the case of an 
alcoholic woman who made repeated demands for minor 
tranquilizers but refused treatment for her alcoholism. The 
consultant offered the assistant some basic information 
about alcoholism, Alcoholics Anonymous, and the use of di- 
sulfiram (Antabuse). 

One month later the patient had not attempted to stop 
drinking, but she was not demanding tranquilizers and was 
considering a visit to A.A. The physician’s assistant was en- 
couraged to go to an A.A. meeting himself so that he could 
discuss A.A. more knowledgably with the patient. Sub- 
sequently, the patient stopped drinking and began attending 
A.A. meetings. The likelihood of relapses was discussed, 
and the practitioner continued to follow the patient with a 
more comfortable sense of the role he could play in the wom- 
an’s Care. 


Case 4. An internist presented the case of a 32-year-old 
woman who wanted to see him for counseling on a regular 
basis. She had undergone intensive psychotherapy pre- 
viously but felt she had not received much help and wanted 
to try again with this physician. The patient’s wishes and 
expectations were discussed with the psychiatric consultant, 
which helped the physician realize the unreality of her 
request. He was able to be supportive to the patient and at 
the same time set clear limits as to his availability for coun- 
seling. 


COMMENT 


We believe that this program is integrative in two 
important respects: 1) it combines psychiatric in- 
service training and consultation for primary practi- 
tioners with the service responsibilities of the health 
center; and 2) it integrates psychiatric services and the 
training of psychiatry residents with the general health 
care offered in an HMO. 

For this integrative effort to be effective, the con- 
sulting psychiatrist and the social worker play key 
roles. The psychiatrist must have a conviction that the 
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assumptions on which the program is bases are valiá. 
and he must be prepared to demonstrate its usefulness 
to skeptical and, at times, reluctant primary paysi- 
cians. The social worker must possess t° organize- 
tional and interpersonal skills to coordinate ssychiatri: 
patient-care and educational activities as an integrē: 
part of primary care services. 

Our experience has borne out the assurtions wit 
which we began the program. It is clear that primar: 
physicians can function well in giving comorenensiv2 
care to patients, including many patienis with emc- 
tional problems. These physicians require !nservicz 
training and consultation on a continuing hasis and i7 
most instances respond positively when i: is offered to 
them. 

At this time, documentation of these conclusions ts 
anecdotal. With more experience and afier reviow c? 
the continuing modifications that will resclt. a more 
quantitative assessment will be possible. For the nres- 
ent, it is enough to know that the assumptions appes” 
to be valid and further assessment of their is jusifiec. 
We can draw some tentative conclusions asoit the di- 
ferences between this kind of program in ax HMO ani 
a similar one offered to physicians in fec-fcr-servic.: 
practice. The receptivity of the physicians ‘s signif- 
cantly greater than when postgraduate s2-airars were 
offered to practitioners in the Washington. D.C., area 
several years ago (2). In contrast to the fe. er than 5% 
of physicians in general who avail themse ves of suca 
continuing education opportunities. those in the AM 
actively participate with few exceptions ‘Regular al- 
tendance—1.e., at least every other week—-varies fro n 
virtually 100% in one center to more ther 50% in the 
other two.) 

Several factors must be considered in ty uerstandirg 
this response. The consultations are cor. zmient. 1... 
they are conducted in the center itself, arc no trevel ¿s 
involved. In addition, there is no persozal finenci-! 
sacrifice by the physicians to participate; it is consid- 
ered part of his working day. Another facior thai also 
appears to play a part is the limited optivas for bo:4 
patients and physicians to “‘shop’’ wher one or the 
other encounters difficulty in the doctor-aiicnt rebi- 
tionship. Patients have only three or fou: choices of 
primary physicians; the physicians are cbh':ged by the 
HMO contract to provide services to enro.cc patients. 
This limits the physicians’ ability to avcit unnicasa.ct 
patients, and consultation becomes a we: of dealing 
with such patients more effectively and th iess fru- 
tration. 

We believe that the consultation approxcen taken Uy 
the psychiatrist is crucial and that the la’son-consultc- 
tion model described has been significar: in making 
the program work. Two experiences in CUCHE® su :- 
port this belief. 

Before the initiation of this program. a pari-time 
psychiatrist provided consultation in a tracttiona! mas- 
ner for 14 years. Neither he nor the socia. worker wes 
ever fully integrated into the functionirg o7 the ces- 
ters, there were fewer diagnoses of psychiatric preo- 
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lems, and little attention was paid to management of 
emotional disorders by most of the primary physi- 
cians. 

In one of the centers, the liaison-consultation ap- 
proach was abandoned temporarily (for reasons 
beyond our control). During that time and for many 
months after, integration of services and a collabora- 
tive approach to patient care were difficult to achieve. 
This was true despite the center medical director’s 
concurrence in our approach and his own skillful use 
of it in caring for his patients. 

Finally, the psychiatric consultants’ administrative 
role 1s significant. Decisions on patient care are made 
jointly, with prirgary physician, social worker, and 
consultant each contributing his own expertise. Refer- 
ral to a mental health professional 1s seldom made 
without the consultant’s concurrence, and responsibil- 
ity for ongoing care is always shared, regardless of 
who provides the psychotherapy. Because of the con- 
sultant’s continuing involvement, the primary physi- 
cian more readily accepts the principal psycho- 
therapeutic role. 
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Success or Failure: Psychotherapeutic Considerations for Women 


in Conflict 


BY CAROL C. NADELSON, M.D., MALKAH T. NOTMAN, M.D., AND MONA B. BENNETT, M.D. 


The authors describe conflicts experienced by women 
who request therapeutic intervention because of 
symptoms of depression, anxiety, marital discord, 
difficulty in asserting themselves, or inability to 
complete work that would lead to advancement. They 
discuss the developmentally based difficulties 
experienced by women in making career choices, 
advancing their careers, and facing midlife issues. The 
therapist who deals with such patients must be aware 
of reality-based factors and of his or her own values 
and attitudes as they influence choice of therapeutic 
approach. 


AMONG THE MANY CHANGES of the past decade has 
been an increase in the number of women entering pro- 
fessional careers. Establishing a professional identity 
is a more complex and difficult problem for women 
than for men (1) because self-actualization, the pursuit 
of independent goals, and risk-taking have not been 
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seen by our society as consistent with ‘‘femininity.”’ 
Women are often conflicted about activities regarded 
as aggressive or competitive because they fear loss of 
approval and rejection if they violate established 
norms. 

Until recently, women entering careers thereby 
chose a life pattern that set them apart from most of 
their peers. The capacity to tolerate being ‘‘deviant’’ 
has important psychological implications. Psycho- 
therapists see women who are successful in many 
areas but who are conflicted about the discrepancy be- 
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` tween their aspirations and activities and their early CAREER DEVELOPMENT 


familial and developmental experiences. Therapists 
are influenced by the same cultural, familial, and intra- 
psychic factors as are their patients. Thus, they may 
find it difficult to objectively examine the nature and 
intensity of the conflicts presented. For every thera- 
pist the ability to differentiate what is actually mentally 
healthy from the idea of what is healthy according to 
subjective personal values becomes critical. This dif- 
ferentiation 1s more complicated than is often ac- 
knowledged, and the problem is made more acute by 
the rapidity of change in values and mores in recent 
years. 

Concepts of what is healthy as well as what is appro- 
priate, rational, or acceptable clearly differ among in- 
dividuals; objective criteria are not available. In 1970 
Broverman and associates (2) demonstrated that views 
of mental health are affected by sex role stereotypes. 
Although some changes have occurred since their 
study, the personal and cultural values that enter into 
therapeutic decisions continue to be particularly 
salient in the treatment of women. 

Biological and reproductive factors are also inevita- 
bly important in any discussion of therapy of women. 
Although these factors clearly do not constitute a 
woman’s identity, women’s lives are more influenced 
by their biological timetables than are men’s lives. All 
women are concerned in one way or another about this 
reality from the beginning of adolescence. Although 
men are concerned about fertility, they do not orga- 
nize their life plans around reproductive issues In the 
same way women do. Thus, considerations of goals 
and values as well as of the developmental life cycle 
and reproductive issues provide a framework for un- 
derstanding the problems currently presented by wom- 
en in therapy. 


CAREER CHOICE 


Early in life one often makes choices on the basis of 
idealism, romanticism, faddism, or family pressure 
without adequate appreciation of the complexities and 
realities inherent in any choice. The rapid increase in 
the acceptability of and even insistence on women’s 
achievement has found many women unprepared for 
making these decisions or for following through on de- 
cisions already made. This is particularly true for 
young women whose early developmental experiences 
were In families with a traditional orientation. The past 
identifications of such women may not provide models 
for future expectations. Anxiety may occur when a 
young women attempts a life course that she believes 
would either exceed her mother’s achievements or 
meet with disapproval, particularly from her mother. 
She may be concerned about expressing aggressive or 
competitive feelings. In the past a woman might have 
avoided the entire dilemma, but current expectations, 
including her mother’s, often make that option less 
feasible today. 


The transition from student life to acii ely estab- 
lishing a career requires a confrontation wita pressure 
that may be quite different from those whic.. vere far- 
tasied earlier in life. Women are often pocr y prepare: 
to face the demands of a career, perhaps b:cause ‘he’ 
have not conceptualized themselves as furctioning i: 
this role. They may find themselves ungt 2 to mak: 
long-range career plans and unconsciously saootn2in:: 
the efforts of others to help them. They ria. resres, 
and become more dependent, helpless. or hiidliie i’ 
gain approval and aid from male colleague . taey ne’ 
choose jobs that are less interesting arc rewacdin.: 
when confronted with the option of assum`r.z responsi- 
bility, or they may deprecate their achie.2:nenis ¢: 
avoid jeopardizing relationships with mer Althoug . 
these behaviors might have been successful Sor wome : 
in some areas, they are generally count>sroductiv> 
from the perspective of attaining professianai guais. 
Many women seek therapy because of the svmpiom 
of depression, anxiety, marital discord, di euity i3 as- 
serting themselves, or inability to complit? work the 
would lead to advancement. 

Conflict avoidance and regression dim rish anmiei 
by preventing the open expression of amb!.icn or sel” 
assertion. Because acknowledging aggr2‘3ion, eve- 
when it is conceptualized in terms of mastery and cre: - 
tivity, is more threatening to women than to men! 
the therapist must be ready to confront r2:is.ane?s L. 
achievement when achievement is perc2'ved a af- 
gression. Because women often view cor petitive at- 
tivity as injurious to others, they may fee zuilty aoc. 
competing (3). 

Women may become depressed after `eccgrizir 
anger or discontent with a situation trey had pre- 
viously accepted. This occurs because ‘ne woma 
feels that by experiencing or expressing zr zer shs hei 
violated her internalized ego ideal as a nc..aggrensiy - 
person. She may continue to see herself as he‘ole:: 
and powerless! or may retreat out of fèc- of losins 
the relationship if she expresses angry fee ings. ive 
‘““successful’?’ women may maintain this sr -f-.mave. 

The need to avoid conflict leads women: o structu: - 
their lives so that certain wishes are ne/cr cesied <” 
fulfilled. Sometimes a life event serves to aveid a cor- 
frontation; e.g., an unplanned pregnancy ray make ` 
less possible to return to work. At times. corflic:s er- 
externalized and projected and/or displace. ente far 
ily, bosses, peers, the demands of work cr the ore: - 
ence of discrimination. This is particulariy complex fc ` 
a therapist to unravel because there may be consi - 
erable reality in the woman’s percepticr ol the e. 
ternal difficulties. The therapist must al: himself c` 
herself with the patient in her exploratic; of her cc: - 
flict about self-assertion and help her to «xamine tre 
ways in which she may mask her compe.cat self. It. 


1 Miller J, Nadelson C, Notman M, et al: Recons ccra:ions of a+ 
gression and self-esteem in women (unpublished Bevel), 
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important not to simply share her externalizations. 

Many women approaching the age of 30 come for 
treatment when they begin to face the possibility that 
they may not marry or when they decide not to marry. 
Even if they have been ambivalent about marriage, the 
reality of not marrying or of not having children may 
foster a sense of deviance or defectiveness and lower 
self-esteem. On the other hand, the peer pressure cur- 
rently applied toward not having children may make it 
difficult for some women to face their ambivalence or 
their sadness about giving up the possibility of having 
a child. Some women have difficulty taking major pro- 
fessional steps or even making such personal decisions 
as moving to a better apartment or buying a car at this 
time. They may fear that these changes would seem to 
represent a commitment to being unmarried. They 
may blame their career for their social isolation. Some 
women find a masochistic solution—they might make 
choices that avoid serious and potentially rewarding 
career commitments in order to keep relationship ‘‘op- 
tions’’ open. They may then become angry and disap- 
pointed when rewards do not materialize. 

Some women handle these conflicts by adopting a 
life pattern in which they function as ‘‘one of the 
boys.” This may be adaptive because it permits them 
to be strong and competent peers; it also avoids sex- 
ualization of relationships. The cost, however, may be 
an inability to accept sexual or dependent feelings. 
These counterdependent mechanisms are often ac- 
companied by rigidity and can interfere with empathy 
in interpersonal relationships. 

Women who attempt to retain their emphasis on 
relationships without sacrificing the development of 
competence and assertiveness have a difficult time, 
particularly in such ‘‘masculine’’ fields as engineering, 
architecture, and management. They need support and 
reality testing, and they must also maintain sufficient 
self-esteem to prevent failure. 

Women who combine marriage and a career often 
experience role strain (4). This may occur early in their 
careers or at a point when they begin to increase their 
involvement in activities that do not involve their fam- 
ilies. Their husbands may develop a sense of loss and 
abandonment and may become competitive, demand- 
ing, or regressed. Children also often experience such 
changes as Josses. Guilt over these reactions can lead 
women to give up their outside interests or may stimu- 
late them to overcompensate and become too self-sac- 
rificing. Some women respond by displacing or pro- 
jecting their anxiety and are thus seen as overcritical, 
intolerant, or unresponsive. Some women externalize 
in this situation and see their family as the major 
source of their problems rather than understanding 
their own conflicted responses to pressure. Problems 
with children are especially likely to precipitate guilt 
and anxiety (5). 

At times marital or sexual problems occur. There 
has been considerable speculation about the possible 
increase in male impotence as a result of the increase 
in women’s ageressive behavior and sexual demands. 
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Although there is no good evidence to support this ° 
idea, the concern evoked reflects men’s anxiety about 
their masculinity when traditional roles are changed, 
when they receive more demands for sexual perform- 
ance and for assuming traditionally feminine tasks and 
roles. Psychological withdrawal, including loss of sex- 
ual interest or potency, sometimes rigid conpensatory 
assertions of masculinity, or other symptoms may oc- 
cur as attempts to restore self-confidence and diminish 
anxiety. 

The specific problems of the dual-career family are 
rarely considered before a couple embarks on this path 
(6). Generally, each partner makes plans and sets indi- 
vidual goals; these might not be consistent with family 
demands. Problems often appear in dual-career fami- 
lies when children are born. Conflicting demands force 
confrontations because alteration of schedules and 
plans are required. In this situation, as with other con- 
flicts, the wife usually is the accommodating person, 
limiting her goals and expectations (7). She may then 
seek treatment because of depression, inability to 
handle anger, marital friction, or problems with chil- 
dren. 

A woman returning to a career may find reentry 
stressful; it 1s also difficult to increase a time com- 
mitment if she has been working part-time. Positions 
may not be available, the demands of a particular field 
may have changed, she may not have the credentials 
to enter at the level she seeks, or she may find herself 
working with younger and less experienced col- 
leagues. Women are often unable to confront their pas- 
sivity and their internal restrictions on aggression and 
its expression when a more active commitment is nec- 
essary in the new role they seek. Depression and anx- 
iety may result when they challenge their internalized 
self-image, or aggression may be mobilized, resulting 
in guilt feelings. Some women act out and seek their 
own ‘‘space’’ by leaving their families. Others avoid 
the challenge by backing down and refusing positions 
of authority and responsibility, although they often 
state that they want these positions. At times a woman 
views her husband or family as critical or unaccepting 
as a way of dealing with her own ambivalent feelings. 


MIDLIFE ISSUES 


As people approach midlife they reflect on the 
choices they have made. Women who have not mar- 
ried or who have not had children may feel they have 
paid too heavy a price for the choices they made. 
When underlying anger is mobilized, they may find it 
difficult to handle it appropriately or productively and 
may seek treatment. On the other hand, women who 
have placed family commitments béforé their careers 
may face losing their primary source of identity with 
the onset of menopause. Divorce, the death of a 
spouse, the fact that children are leaving home may 
precipitate anxiety, depression, or regressive symp- 
toms. Women with important career investments seem 
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to be less vulnerable to depression in the midlife years. 
Those who have not had children have generally come 
to terms with this before they reach menopause. Wom- 
en who are heavily invested in family roles respond 
more strongly to the menopausal changes (8). 


THERAPEUTIC IMPLICATIONS 


Although many of the issues considered here are 
clearly applicable to men as well as women, we will 
emphasize them as they relate to women. 


Therapy Referral 


Specific requests may be made for male or female 
therapists by patients or by other therapists. Women 
therapists are most often chosen for referral of women 
patients to avoid a sexualized or a potentially difficult 
authoritarian transference, for the therapist’s ‘‘mater- 
nal’’ qualities, and/or to provide role models. Women 
who choose a woman therapist often feel that she 
would be more responsive to their wishes for self-ac- 
tualization. The reasons for choosing a therapist may 
be based on stereotyped or traditional views without 
regard for the characteristics of the individual thera- 
pist (9). Nevertheless, these preferences may be im- 
portant. The patient’s feeling of greater comfort or em- 
pathy can facilitate the development of a positive ther- 
apeutic alliance. 


Reality-Based Factors 


The realities of the patient’s specific life situation 
are important factors that influence the choice of ther- 
apeutic modality or approach. A method of problem- 
solving or conflict resolution that is optimal under cer- 
tain conditions may not be realistic in others. It is ob- 
vious that a woman who must decide about continuing 
or aborting a pregnancy requires a short, focused ther- 
apeutic approach rather than long-term therapy. A 40- 
year-old woman with conflicts about becoming preg- 
nant cannot spend several years in psychoanalysis be- 
fore deciding whether or not to have a child. Less obvi- 
ous but important variables are the needs, priorities, 
and emotional resources relating to a particular situa- 
tion that may be externally stressful. For example, a 
woman medical student with problems in her relation- 
ships with men might be a good candidate for intensive 
psychotherapy or psychoanalysis, but while she is in 
medical school she may benefit more from a therapeu- 
tic experience that is less demanding and puts less 
strain on her academic performance. 


Values, Attitudes, and Countertransference Issues 


The values and attitudes of the therapist can influ- 
ence clinical ‘forniulation, choice of treatment modali- 
ty, and even the focus of therapy. For example, be- 
cause social relatedness is generally considered to be 
more critical for women than men, a woman with seri- 
ous problems in interpersonal relationships but who is 
successful in other areas of her life may find that her 
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therapist is more concerned with her 1 -evperson: 
relationships than her career-related issuc:.. rogardles ; 
of the priority the patient assigns to this assa. This i: - 
terpersonal emphasis is more likely to occus with 2° 
isolated but occupationally successful v oman tha 

with a man. Demands involving work or @:2uemi¢ r>- 
quirements are often treated as resistance: ir womei . 
Some therapists still regard success for v'oneniin tre- 
ditional terms; such therapists may not teke self-ac- 
tualization related to nonfamily areas of “s sericus!. 

or may see it as postponable for women. Taerasisi 
and patients may limit their exploration o°- ‘terne.ive:. 
because they see career and family invc. vamert z.. 
mutually exclusive or too complex. 

Therapists may also find it difficult to .inderstar:. 
women who decide to have children wien the: ar: 
older or who are ambivalent about hav: chilcrer 
These therapists may not realistically e; ore cares: 
goals and possibilities or potential probie is and pi- 
falls. The woman house officer who want to heve ~ 
baby but who has undertaken a very detninding pre- 
gram may need the opportunity to explo’ why sa: 
chose to become so committed at the par ‘cular tim> 
she did, just as the 40-year-old woman v.1: an estat- 
lished career who suddenly decides to have a Saby an 
give up her career must understand this d>:'sion. Bot. 
women may be acting out in a self-destruc.'v2 fashio- 
or may have important positive reasons {o` their dec - 
sions. 

Another area of concern is the therari..°2 view ` 
what constitutes psychopathology in v men. Tro 
therapist who finds it difficult to accept ap 2ressive c~ 
assertive behavior in women may accept a woman s 
passive, masochistic stance rather than Fe o her me- 
ter her anxiety or depression by taking ¢ cre activ: 
self-directed position. On the other hand. 1-2 therap: 
may pressure the patient into unwantec co:npeuitly 
activity and major career commitment | 2cause th: 
therapist feels this is appropriate. Regressive behavic - 
as a defensive style may be seen in a woma: as charac- 
terologically primitive when it is a style of |. -esentatic . 
or a manifestation of low self-esteem nct recessarii: 
related to major defects in ego functionin,;. A sup or.- 
ive rather than explorative therapeutic a» zcach ma 
then be recommended. 

Countertransference feelings may lead t e:apists t:. 
overidentify with patients and to project ‘F vir owi e: - 
perience onto them. They may be in av’ of wome 
who are effective professionally and not 2 end to th: 
concerns they present. The patient herse'” may sup- 
port this perception because of her need‘. control, . 
quality that is important in her profession al succes: . 
Thus, both patient and therapist may coll1'2 ‘co accer 
a view that leaves out important areas fcr .hsrapeuis 
work. In such instances therapists may ic ter a mor^ 
egalitarian or intimate relationship or e r'ore distar 
one than is helpful to the patient. 

The impact of feminist views has led niv.ay patients 
to mistrust formulations that use psychcz.salytic lar.- 
guage (10) because of the implications of sich terms oo 
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penis envy. The therapist or analyst who interprets 
this as resistance without understanding the patient’s 
concerns will come to a therapeutic impasse. It may be 
necessary to explain, to avoid jargon, and to specifi- 
cally reinforce the alliance between individuals rather 
than ideologies. A stance perceived by the patient as 
provocative, paternalistic, or authoritarian may make 
it difficult or impossible for her to develop a trusting 
relationship. 


COMMENT 


Feminine identity, reexamined in the light of recent 
evidence and in the context of social changes, includes 
the integration of self-esteem, self-assertion, and inde- 
pendence as well as nurturance. A developmentally 
oriented view of feminine development and conflict 
supports the view that it differs from male develop- 
ment because of the impact of the reproductive time- 
table. Both childhood and adult developmental phases 
must be incorporated into concepts of femininity as a 
changing process with different expressions at dif- 
ferent life stages. 

For the professional woman this integration is par- 
ticularly important. The therapist must be sensitive to 
problems arising from conflicts between the demands 
of professional adaptation and internalized con- 
tradictory expectations deriving from developmental 
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experience. The therapist must be aware of the impact 
of real life events as well as intrapsychic conflict in 
symptom formation. Formulations and therapeutic ap- 
proaches must be modified in the light of data from a 
number of disciplines and in the context of social 
change. 
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Psychotropic Drugs, Summer Heat and Humidity, and 


Hyperpyrexia: A Danger Restated 


BY STEPHAN C. MANN, M.D., AND WILLIAM P. BOGER, M.D. 


The authors note an apparent unawareness of, as well 
as a paucity of recent literature pertaining to, 
hyperpyrexia as a complication of psychotropic drug 
treatment. They report a case of hyperpyrexia ina 
patient receiving psychotropic agents during a 
summer heat wave; massive muscle destruction 
(rhabdomyolysis) with myoglobinuria and acute renal 
failure make this case of particular interest. Causative 
mechanisms, preventive measures, and the benefits of 
prompt recognition and treatment of this condition are 
discussed. 


In A June 1970 report (1) of heat stroke fatalities 
among phenothiazine-treated patients, Zelman and 
Guillan stated, ““The phenomenon of hyperpyrexia in 
phenothiazine therapy is not new, but has been little 
discussed. .. . We feel it urgent that. . . [our] experi- 
ence be reported in order that such catastrophes may 
be anticipated and guarded against” (pp. 1787, 1789). 
During a summer heat wave we observed an excessive 
temperature elevation and subsequent massive muscle 
destruction (rhabdomyolysis) in a patient treated with 
a standard regimen of psychotropic agents. The sur- 
prise generated among colleagues spanning several in- 
stitutions, specialties, and levels of tenure suggested a 
reexamination of life-threatening hyperpyrexia in pa- 
tients treated with phenothiazines, neuroleptics of oth- 
er classes, and other drugs commonly used con- 
currently to see to what extent these summer dangers 
have remained ‘‘little discussed” since Zelman and 
Guillan’s report. 

When one scans the major textbooks of psychiatry, 
internal medicine, and physiology as well as the much- 
consulted Physicians’ Desk Reference (2) and AMA 
Drug Evaluations (3) one finds only the casual state- 
ment that ‘‘hyperpyrexia may occur” with neuroleptic 
treatment. No attention is directed to the degree of 
danger involved or to the compounding effects of 
agents used in conjunction with neuroleptics. Among 
textbooks of pharmacology Goodman and Gilman’s 


Dr. Mann is Staff Psychiatrist and Dr. Boger is Chief of Medicine, 
Veterans Administration Hospital, Bldg. 2, Coatesville, Pa. 19380. 
The authors are also with Jefferson Medical College, Philadelphia, 
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volume (4) does mention the possibility of fatal hyper- 
pyrexia associated with neuroleptic treatment and thus 
apparently contains the most direet source? of this ir- 
formation in a readily available text. Ever among tnar- 
uals devoted to psychotropic drug side effects, Shader 
and DiMascio’s book (5) appears to be alone in clearly 
mentioning temperature elevation as potentially dar- 
gerous.' 

The Cumulated Index Medicus from '970 to the 
present was scanned manually under the headings of 
Tranquilizing Agents, Tranquilizing Agents—lMlajoy, 
Phenothiazines, Psychopharmacology, Body Tempe-- 
ature, Body Temperature Regulation, and Fever. The 
computerized MEDLINE retrieval system was en- 
ployed for a literature search back to 1969 using tke 
subject headings of Tranquilizers, Ma‘or Tranquil- 
izers, Hyperthermia, Fevers of Unknowr Crigin, 
Body Temperature, Body Temperature Regulation, 
and Body Temperature Changes. Finally. we exam- 
ined the bibliographies of authors of those articles 
considered relevant in editions of The Science Citation 
Index dating back to 1970. This search revealed only a 
few pertinent articles and letters to the editor scattered 
throughout general medical, anesthesiologica!. and pc- 
diatric publications (6~10). Most strikingly, we found 
only one article devoted principally to this topic in a 
psychiatric journal (11). There is clearly a dearth of 
information on the seriousness of psychotropic drug- 
induced hyperpyrexia and, accordingly, a restatement 
of the problem is indicated. 


PHYSIOLOGICAL IMPLICATIONS 


The hypothalamus, the body’s major cester for the~- 
moregulation, prevents overheating by bot: increasing 
perspiration and bringing heat to the Dedy surface 
through peripheral vasodilation. Three evenues are 
available for the dissipation of bodily heat—radiatior., 
conduction to objects and air, and evaporation c° 
sweat. As the ambient temperature approaches that of 
the body, radiation and conduction will yield a net hee: 
gain, rather than heat loss, leaving evaporation as the 
only major mechanism of heat loss. Howzver, in dry 
air the healthy body is capable of maintaining a rele- 


1A detailed list of the various types of books discussed here is avail- 
able from Dr. Mann on request. 
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tively normal body temperature in environments up to 
130°F (54.5°C) (12). Heat is brought to the surface by 
dilated peripheral vessels and effectively lost through 
evaporation. High humidity will impair this mecha- 
nism, since less sweat can be lost to the already highly 
saturated air. 

It has been known for some time that phenothi- 
azines suppress thermoregulation at the hypothalamic 
level, leaving phenothiazine-treated animals vulner- 
able to high or low environmental temperatures (13). 
Similar hypothalamic suppression has been demon- 
strated in humans and forms the basis of the familiar 
therapeutic technique of phenothiazine-induced hypo- 
thermia. This hypethalamic suppression 1s a major 
mechanism by which life-threatening hyperpyrexia is 
caused. It occurs in varying degrees with neuroleptic 
agents of classes other than the phenothiazines and is 
apparently moderated through the effects of these 
agents on several centrally acting biogenic amines (14, 
15). 

Peripheral mechanisms are also important in pro- 
ducing hyperpyrexia. Neuroleptics exert peripheral al- 
pha-adrenergic and cholinergic blockade of varying 
degrees. These effects run roughly parallel and are 
greatest with the so-called ‘“‘low potency” neurolep- 
tics such as aliphatic phenothiazines, piperidine phe- 
nothiazines, and chlorprothixene. With “‘high po- 
tency” agents such as piperazine phenothiazines, 
thiothixene, and haloperidol, these peripheral block- 
ade effects are less marked. The adverse effects of 
such influences on thermoregulation at high temper- 
ature and humidity follow logically from the physiolo- 
gy discussed above. Alpha-adrenergic blockade wide- 
ly dilates the peripheral vessels, depriving the body of 
insulation from the seething environment. Sweating, 
already impaired by high humidity, is further com- 
promised by the well-known suppressing influence of 
cholinergic blockade, and heat loss becomes a poten- 
tial impossibility. Antiparkinsonian agents, possessing 
great anticholinergic activity of their own, are the most 
common culprits in compounding the problem. Con- 
current administration of tricyclic antidepressants, 
monoamine oxidase inhibitors, and lithium may fur- 
ther aggravate the situation in that they themselves 
may cause severe hyperthermia, acting presumably by 
a central mechanism (16). In addition, tricyclic antide- 
pressants have marked anticholinergic activity. 

Neuroleptics are also capable of causing hyper- 
pyrexia in the absence of high environmental temper- 
atures and by mechanisms less well understood than 
those described above. The neuroleptic ‘‘malignant’’ 
syndrome characterized by hyperpyrexia, muscular ri- 
gidity, and coma, first described by Delay and Deniker 
(17) and observed by others (18-20), has been dis- 
-cussed by Meltzer (20) as being possibly related to the 
syndrome of malignant hyperpyrexia. 

Malignant hyperpyrexia is an autosomally inherited 
disease that predisposes individuals to react to potent 
inhalational anesthetics with a rapid and often fatal 
rise In PES frequently accompanied by mus- 
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cular hypertonicity (21, 22). Elevated creatine phos- 
phokinase (CPK) levels are found in a considerable 
number of patients who have recovered from this syn- 
drome and also in asymptomatic relatives of patients 
so affected (22). CPK is an enzyme found in brain and 
in both cardiac and skeletal muscle. Numerous clinical 
conditions involving damage to these tissues, e.g., 
strokes, convulsions, myocardial infarctions, bodily 
trauma, multiple intramuscular injections, and muscu- 
lar dystrophies, can cause elevated serum CPK val- 
ues. The source of these elevations can be determined 
by specific isoenzyme assays. It is believed that the 
“resting state’’ elevations in CPK found in individuals 
with malignant hyperpyrexia reflect a subclinical my- 
opathy that makes these patients vulnerable when 
stressed by the offending agent (22). 

There have been repeated confirmations of the find- 
ing of elevated skeletal muscle CPK in both patients 
suffering from a wide variety of psychotic conditions 
and in their nonpsychotic relatives (23-26). Citing 
these findings and noting the similarity of neuroleptics 
to anesthetic agents implicated in malignant hyper- 
pyrexia, Meltzer (20) has hypothesized a similar mech- 
anism of disordered muscular function rendering cer- 
tain psychotic patients—those with the highest CPK 
elevations—more likely to develop the neuroleptic 
“malignant” syndrome. 


CASE REPORT 


A 48-year-old male psychiatric patient had been hospital- 
ized at Coatesville Veterans Administration Hospital for al- 
most 3 years, and for 4 weeks he had been receiving 700 mg 
of chlorpromazine per day, 1.5 cc of fluphenazine enanthate 
I.M. every two weeks, and 6 mg of biperiden per day. Early 
on the morning of September 1 he eloped from the hospital 
and hitchhiked to central Philadelphia, which was in the 
midst of a record-breaking heat wave. Unable to gain en- 
trance to a friend’s apartment, he wandered the streets dur- 
ing the late morning and afternoon until he became dizzy and 
collapsed. It was not until evening that he was found lying 
unconscious on the sidewalk and brought by the police to a 
local hospital. There, still unconscious, he was described as 
exhibiting ‘‘purposeless chorioathetotic movements of the 
arms, but no seizure activity.” His blood pressure was re- 
corded as 70/0. He was dry and hyperpneic, and his eyes 
were fixed midline with pupils midpoint and reactive to light. 
There is no record of a temperature having been taken at the 
time. He rapidly regained consciousness and became ‘‘com- 
bative.” Since his papers readily identified him as a psychi- 
atric patient, he was transported to the Philadelphia Veter- 
ans Administration Hospital for treatment of what was con- 
sidered to be an acute functional psychiatric disturbance. 

The patient arrived at the Veterans Administration Hospi- 
tal about 2 hours after being found by he police. He was 
alert and complained of leg cramps, weakness, and thirst. He 
was sweating and had a rectal temperature of 103°F (39,.5°C). 
Blood pressure was 80/40 and heart rate was 140 beats per 
minute. No bruises or swelling were noted. Skin turgor was 
fair, and there was no apparent focus of infection. On neuro- 
logical examination no focal abnormalities were noted, and 
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the “‘purposeless movements’’ were no longer present. 
However, moderate bilateral weakness of the upper and 
lower extremities was noted. 

Sodium concentration was 140 mEg/liter; chloride, 102 
mEq/liter; potassium, 6.4 mEdq/liter; carbon dioxide, 13 
mEq/liter; and blood urea nitrogen, 22 mg/ml. Hemoglobin 
content was 14.6 mg/100 ml, and white blood count was 
15,700/cu mm. Arterial blood pH was 7.29; Po, was 70 mm 
Hg; Pco, was 25 mm Hg; and total bicarbonate was 11.6 
mEg/liter. Chest X ray revealed no acute infiltrates. The clin- 
ical impression at the time was “‘hyperpyrexia and dehy- 
dration secondary to heat stroke.’’ Blood, urine, and cere- 
brospinal fluid cultures were later reported as showing no 
abnormalities. 

Initially, the patient responded well to fluid replacement, 
and urinary output was good. However, 5 hours after admis- 
sion, urinary output fell to 40 cc per hour and responded 
little to mannitol infusion or furosemide I.M. Generalized 
muscle weakness progressed to almost complete flaccidity. 
Urinary myoglobin as determined by immunoassay was pos- 
itive, and CPK rose rapidly to a peak of 166,700 units (nor- 
mal is less than 45). This excessive elevation in CPK was 
indicative of massive muscle necrosis; a diagnosis of acute 
rhabdomyolysis was made and was subsequently confirmed 
by muscle biopsy.? Thus hyperpyrexia, with dehydration 
and hypotension, had caused massive muscle destruction 
leading to myoglobinuria and acute tubular necrosis. 

A stormy course ensued and peritoneal dialysis was em- 
ployed several times in the management of the impaired ren- 
al function. Over the course of several months the patient 
showed remarkable improvement in muscle strength. His 
renal function normalized surprisingly well. However, the 
severe renal damage that he had suffered contributed to an 
anemia that proved to be quite refractory to treatment. 


DISCUSSION 


Summer heat kills more than 4,000 people per year 
in the United States, with most deaths occurring in the 
humid urban areas (27). The typical individuals in- 
volved in heat morbidity are predisposed by chronic 
diseases such as arteriosclerosis, alcoholism, and dia- 
betes mellitus. Such patients in particular and even 
persons not so predisposed are at greater risk when 
exposed to excessive thermal challenges if they are un- 
der treatment with psychotropic agents. As the body 
temperature rises above 106°F (41.1°C), damage to vi- 
tal organs, e.g., brain, heart, liver, kidneys, and 
muscle, may occur (27, 28). The renal excretion of pig- 
mentary breakdown products resulting from extensive 
muscle damage may lead to acute tubular necrosis. 
Hyperpyrexia can produce numerous abnormalities 
related to bleeding and clotting, including consumptive 
coagulopathy. 

While three separate syndromes are usually deline- 
ated in association with high environmental temper- 
atures, 1.e.,"heaf cramps, heat exhaustion, and heat 
pyrexia (heat stroke), considerable overlap exists (21). 


*CPK elevations in the neuroleptic ‘‘malignant’’ syndrome have not 
been reported to approach the level seen in this patient. 
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The fatalities reported by Zelman and Guillan (1) pre- 
sented the classic picture of heat stroke—hot and dry 
skin, rectal temperature above 106°F (41.1°C), severe 
central nervous system disturbance, and an absence of 
sweating, indicating a potentially fatal breakdown in 
thermoregulation. Failure to employ aggressive mea- 
sures promptly may result in death. 

The patient reported here suffered severe hyper- 
pyrexic morbidity resulting from an elevated body 
temperature probably well above the 103°F (39.5°C) 
recorded several hours after the termination of an ex- 
tended exposure to excessive heat. That kis body tem- 
perature had returned to 103°F (39.5°C) and that he 
was sweating when first seen at the Philad2!phia Veter- 
ans Administration Hospital indicates a thermoregula- 
tory apparatus sufficiently intact to enable his body to 
avail itself of the air-conditioned, dehum:dified hospi- 
tal receiving ward. This patient’s symptomatology 1s 
best interpreted as a severe form of heat exhaustion— 
a syndrome characterized by hypotension and dehy- 
dration, but with unimpaired thermoregulatory cape- 
bility. Even in the milder forms of heat exhaustion, the 
associated hypotension might prove particularly dele- 
terious to patients with already compromised circul: - 
tion, and the associated dehydration cou‘d precipitate 
lithium intoxication in those patients under treatment 
with lithium. 

Psychiatric patients may be disproportionately ex- 
posed to summer heat and humidity, since many of 
them live in small, poorly ventilated city rooms and 
frequently wander aimlessly about the city streets. 
When sustained increased psychomotor activity `s 
present in such patients, it results in a marked increase 
in body heat, making them particularly vulnerable to 
heat-induced illness. Hospitalized patients are also at 
risk, since many psychiatric inpatient facilities are not 
yet air-conditioned. Seclusion rooms are a specif.c 
concern because they are often small, hot. and lacking 
in cross-ventilation, and it is in such rooms that those 
patients who are most agitated, heavily medicated, 
and even struggling vigorously against restraints are 
often confined. 

A primary consideration in minimizing the risk of 
hyperpyrexia should be the administration of neuro- 
leptics in the lowest dosage effective in 1 given situa- 
tion. While large doses of antipsychotic mgdication are 
frequently needed in treating acute psychosis, it has 
become quite evident that maintenance schedules are 
often unduly high. When large doses are required in 
extremely hot weather, drugs low in anticholinergic 
and anti-alpha-adrenergic activity, 1.e., high-potency 
agents, should be preferentially selected. Rapid tran- 
quilization and megadose techniques might best be 
employed with care during such periods. Most impor- 
tantly, antiparkinsonian agents should not be pre- 
scribed prophylactically and should be withdrawn as 
soon as possible. Tricyclic antidepressants and lithium 
should be added to the therapeutic regimen with ap- 
propriate caution. 

Awareness on the part of emergency ward physi- 
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cians, and psychiatrists in particular, of the potential 
of psychotropic drugs to cause life-threatening hyper- 
pyrexia should ensure the more frequent recognition 
of this syndrome and the prompt initiation of appropri- 
ate therapy. The better recognition of drug-induced 
hyperpyrexia should reduce the indiscriminate pre- 
scribing of antibiotics and other medications in the 
management of psychiatric patients with fevers of un- 
known origin. 

The type of treatment is. dictated by the severity of 
the hyperpyrexia. In the case of heat exhaustion, re- 
moval to a cool environment, rehydration, and rest 
will generally suffice (21, 27). However, heat pyrexia 
(heat stroke) is a medical emergency. The patient must 
be immersed in an ice water bath to reduce rectal tem- 
perature to 101°F (38.3°C). Vigorous massage to pro- 
mote dermal circulation is indicated. General mea- 
sures to sustain the respiratory and cardiovascular 
systems are mandatory. For further details on the 
treatment of this life-threatening situation the reader is 
referred to Harrison’s Principles of Internal Medicine 
(21) and Clowes and associates’ report on heat stroke 
(27). 
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Psychosocial Aspects of a Tay-Sachs Screening Clinic 


BY GERALD SCHNEIDERMAN, M.D., J. ALEXANDER LOWDEN, M.D., PH.D., 


AND QUENTIN RAE-GRANT, M.D. 


The authors administered questionnaires to 
participants in a Tay-Sachs screening clinic. They 
received 322 responses. Although the majority of the 
respondents expressed anxiety about the possibility 
that they might be carriers, most indicated that this 
anxiety brought them to the clinic. The authors 
conclude that a well-publicized and well-organized 
screening clinic can function successfully and deal 
with the issue of anticipated loss without producing 
mass fear. An important factor in their clinic was the 
fact that they were able to offer an alternative toa 
Tay-Sachs child through amniocentesis. 


CARRIER DETECTION PROGRAMS for genetic disease 
have come under attention recently because of scien- 
tific advances. We are studying the psychological ef- 
fects of carrier screening programs on an involved 
population. The purpose of this paper is to examine a 
population participating in a Tay-Sachs screening clin- 
ic. 


BIOCHEMISTRY AND GENETICS 


Tay-Sachs disease is an inborn error of ganglioside 
catabolism (1-3) that affects young infants. The patient 
appears well at birth and develops normally for six to 
eight months, but then psychomotor degeneration be- 
gins. The child becomes blind and spastic, convulses 
frequently, and dies from aspiration pneumonia by the 
time he or she is three to five years old. The disease is 
caused by a defect in the activity of the enzyme hex- 
osaminidase A, which normally hydrolyzes the 8-1,3- 
glycosidic linkage between the terminal N-acetyl- 
galactosamine and galactose in the Gypganglioside 
molecule. The lipid cannot be catabolized and is stored 
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in large amounts in nervous tissue and in smaller 
amounts in other organs. The disease is 100 times 
more common in Jewish infants than in others. Among 
Ashkenazi Jews, the calculated carrier frequency is | 
in 30 (4) to 1 in 15 (5). 

The total hexosaminidase activity varies greatly 
from one individual to another, but the percentage ac- 
counted for by hexosaminidase A is relatively con- 
stant. By measuring the percentage of hexosaminidase 
A in serum or tissues, affected infants can be identified 
and carriers of the genetic disorder detected with a 
high degree of accuracy. The enzyme Is normally pres- 
ent in the amniotic fluid cells and cultured fibroblasts, 
so that the diagnosis can be made in utero by amnio- 
centesis (6). 

Because heterozygote detection is relatively simple. 
because the disease is far more common in a defined 
population group, and because a simple and accurate 
test is available for antenatal diagnosis, mass carrier 
screening programs have been undertaken to search 
for heterozygotes in families with no previous history 
of Tay-Sachs disease. 


PREVIOUS STUDY 


In a previous study we interviewed 95 families two 
years after they had participated in a testing program 
(7). We observed families who were presented with the 
possibility of losing a child. Their anxiety was height- 
ened while they were undergoing testing and waiting 
for the results. However, this was followed by relief 
for the unaffected families and a cautious optimism for 
carrier couples. In all of the families interviewed there 
was no long-term morbidity. ‘ 

Although the screening program stirs up feelings in 
the families about life and death, amniocentesis allows 
families to face the anxiety produced by the testing 
program with the knowledge and the resulting hope 
that affected families can still produce normal, healthy 
children. 


PRESENT STUDY 


Our latest study is prospective and involves the 
clients who came to a Tay-Sachs clinic on the day of 
screening. Questionnaires were given to all of those 
who came for testing. 


~ 
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Family Backgrounds 


The number of questionnaires answered was 322. 
The average age of the married men who answered the 
questionnaire was 30.97, and the average age of the 
married women was 28.77. The average number of 
children per family was 1.91. The average age of the 
single men who answered the questionnaire was 22.54; 
that of the single women was 22.05. The occupational 
levels according to Hollingshead and Redlich varied 
from class I to class IV, but 82.6% were in classes I 
and II. 


Observations and Findings 


The medical staff of the local community hospitals 
had organized publicity for the screening clinic 
through television, radio, and newspapers and through 
local synagogues. They spoke to local lay groups 
about the clinic and educated volunteers to work in the 
screening clinic. On the days that the clinic was held, 
medical personnel were in attendance to answer ques- 
tions. . 

The clinic was efficiently organized and staffed by 
volunteers who helped participants feel less anxious. 
Their knowledge enabled them to answer queries with 
comfort and ease. In general, women asked questions 
more directly; the men phrased their questions in a 
jocular defensive manner. Enough technicians were 
available that the wait to have blood taken was short. 
Coffee and light snacks. were available for the partici- 
pants. 

Several single women who were about to be married 
questioned the medical personnel about Tay-Sachs; 
they were very concerned about their future should 
they and their fiancées both be carriers. The physi- 
clan’s response was to separate the issues of marriage 
and Tay-Sachs disease. 

According to the questionnaires, in 75% of the mar- 
ried couples testing was initiated by the wife. Although 
some of the respondents were misinformed on a num- 
ber of facts about Tay-Sachs disease, most of them un- 
derstood the concept of the disease. Seventy percent 
favored abortion of an affected fetus, but 29% of the 
group who answered the questionnaire did not respond 
to this question. Although 75% of the respondents ex- 
pressed anxiety about finding that they were carriers, 
the majority indicated that anxiety is what led them to 
participate in the clinic. Although some of the re- 
spondents had misgivings about participating—such as 
the fear of blood and needles—these were temporary. 
The majority of the participants felt that the program 
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was worthwhile and helpful and were pleased that it” 
was available. When asked about their feelings about 
the future of the Jewish family as an institution in the 
light of the fact that Tay-Sachs disease occurs pre- 
dominantly in Jewish families, 25% of the respondents 
expressed concern. , 


DISCUSSION 


Our findings indicate that a well-publicized and well- 
organized clinic can function successfully and deal 
with the issue of anticipated loss without producing 
mass fear and hysteria. The important issue is that the 
clinic offers an alternative to a Tay-Sachs child 
through amniocentesis. Our previous findings showed 
that there were no long-term psychological sequelae to 
a screening program. Although the participants ex- 
pressed anxiety, they were reassured by the volunteer 
and medical staff. 

The one major area of concern occurred in single 
people about. to be married. It should be pointed out 
that marriage and preventable genetic disease are sep- 
arate issues and ought not to be connected in making a 
choice of partners: We hope that the Tay-Sachs 
screening program will serve as a model for the pre- 
vention of other genetic diseases (8). 
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Recidivism Among Sex Assault Victims 


BY JILL MILLER, DEBORAH MOELLER, R.N., ARTHUR KAUFMAN, M.D., PETER DIVASTO, PH.D., 


DOROTHY PATHAK, PH.D., AND JOAN CHRISTY 


The concept of recidivism has traditionally been ap- 
plied to the assailant in a crime. However, recent work 
in the field of victimology has evolved a concept of 
victim recidivism. A recent national survey of victims 
of violent crimes revealed that 28% were prior victims 
of violent crime (1). Data on rape victims, however, 
were not included in the survey. 

A growing body of medical literature on sex assault 
victims concerns itself primarily with the impact of the 
assault on (2, 3) and the proper treatment of (4, 5) the 
rape victim. However, data on the prevalence and 
characteristics of rape victim recidivism also deserve 
examination for they might shed light on risk factors 
for potential victims in the population. We obtained 
information relevant to this subject from the data 
sheets completed for rape victims seen by the Sexual 
Assault Response Team of the Department of Family, 
Community, and Emergency Medicine of the Univer- 
sity of New Mexico School of Medicine over a 2?/2- 
year period. 


Method 


The University of New Mexico School of Medicine 
Sexual Assault Response Team has been providing im- 
mediate crisis intervention, medical assistance, and 
long-term follow-up counseling for sexually assaulted 
victims and their families since 1974. The team con- 
sists of medical and nursing students who rotate on a 
24-hour call schedule to the emergency room of the 
county teaching hospital of the medical school. Each 
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team member completes a victim data form, which in- 
cludes information concerning demographic data, na- 
ture and circumstances of the assault, previous as- 
saults, previous need for counseling, emotional and 
physical condition of the patient, and resulting medical 
treatment and legal disposition. We reviewed the data 
forms on 341 victims seen from January 1975 to June 
1977 for information relative to past sexual assaults. 
Data on rape victim recidivists were matched against 
those of first-time victims, and both groups were then 
compared to general population statistics for the Albu- 
querque metropolitan area. 


Results 


Of the 341 victims seen, 82 (24%) were recidivist 
victims of sexual assault. The average ages of first- 
time and recidivist victims were 24 and 23 years, re- 
spectively, an insignificant difference. The distribution 
of educational attainment between both the first-time 
and recidivist groups was also similar. 

In the first-time group, 11 of the 259 contacts (4%), 
were incestuous whereas of the 82 recidivist victims 15 
(18%) of the prior assaults involved inces}. This dif- 
ference is highly significant (p<.001). 

Tabulation of the economic status of victims 18 
years or older (72% of each group) revealed that 33 of 
186 first-time victims (18%) compared with 19 of 59 
recidivist victims (33%) were either unemployed or re- 
ceiving public assistance. This difference was also sta- 
tistically significant (p<.05). A measure of relative 
transiency among all victims showed that 80 of the 259 
first-time victims (31%) were recent arrivals (lived in 
Albuquerque less than one year), whereas 41 of 82 
recidivists (50%) were recent arrivals. This difference 
in proportions is again highly significant (p<.005). 

A comparison of the two groups’ past emotional! 
problems revealed that 54 of the 259 first-timevassault 
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victims (21%). had previously sought professional help 
for emotional problems, as had 39 of the 82 recidivists 
(48%). This difference, too, is highly significant 
(p<.001). 

An ethnic comparison of each group with the gener- 
al Albuquerque population revealed significant dif- 
ferences (see table 1). A major part of the extremely 
high x? value of the difference of the first-time victims 
from the genéral population (observed y*,=174.4, 
p<.0005) was due to the much larger proportion of 
American Indians in the first-time assault group than in 
the general population. The observed proportions of 
American Indians and blacks were larger than ex- 


` pected, while the Chicano proportion was smaller than | 


expected. For the Anglo, the proportion was about the 
' Same as expected, i.e., smaller in the first-time victim 
group than in the general city population and about the 
same in the recidivist group. 


Discussion 


It is likely that the proportion of sex assault recidi- 
vism is even higher than the 24% evident in our sur- 
vey. Many of these data were collected in a crisis set- 
ting not necessarily conducive to sensitive historical 
revelations. In follow-up counseling sessions, many 
victims revealed for the first time prior incidents of 
sexual assault. However, some victims did not avail 
themselves of follow-up services. 

For the majority of recidivist victims, treatment for 
_ the current assault provided them their first opportu- 
nity to discuss the prior assault(s). It was a recurrent 
observation of many Sexual Assault Response Team 
members that the trauma of the current assault could 
not be resolved until the prior assault(s) was adequate- 
ly addressed. Team members also observed an almost 
fatalistic attitude toward the current assault among 
members of this group. There were numerous in- 
cidents of violence and abuse in their lives and the cur- 
rent assault seemed just one more in a long series of 
traumas. 

The higher proportion of unemployment among re- 
cidivists may reflect the societal association of poverty 
and crime. In some cases, such as hitchhiking because 
one does not own a car, this relationship is straight- 
forward. In others, it is less apparent. The unemploy- 
ment figure may also be indicative of a group less able, 
for social, physical, or psychological reasons, to ob- 
tain and keep a job. These persons may be less ef- 
fective in overall living and thereby may be easier prey 
for perpetrators of sexual assault. As a final hypothe- 
sis, the unemployment may reflect a lifestyle choice 
that does not require formal employment. 

Another notable feature of this group of patients is 
their transiency. A large number of them appeared 
rootless. Some were runaways and had been for 
months or years. This population is especially at risk 
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TABLE 1 
Ethnic Comparison of Albuquerque Population Census (1970) with | 
First-Time and Recidivist Sex Assault Victims 


First-Time 
City Population Victims Recidivists 
(N =243,751) (N =259) (N =82) 

Ethnic Group N % N % N % 
Anglo 148,122 6l 129 50 53 65 
Chicano 85,032 35 89 34 17 2] 
American Indian 3,351 | 34 13 5 6 
Black 5,425 2 _7 3 7 $ 
Other 1,821 l : 


for exploitation since they must rely on strangers for 
food and shelter, which increases their chances of sex- 
ual assault. Still others were recent arrivals in the city 
and, perhaps, not yet ‘‘street wise.” 

The greater prevalence of prior emotional distur- 
bances among recidivist victims may suggest behav- 
ioral characteristics that increase their vulnerability to 
sexual assault. A number of victims in this group were 
either known or suspected of being either mentally re- 
tarded or severely disturbed. Their ability to judge ex- 
ternal danger appeared to be grossly impaired. Some 
exhibited a naive trust of their environment that prob- 
ably contributed to their assault. — . 

Based on observations of the Sexual Assault Re- 
sponse Team members, recidivist victims were more 
likely to come from disruptive homes and live a more 
chaotic lifestyle than first-time victims. Many ap- 
peared to have such strong dependency needs that 
they were recurrently taken advantage of financially 
and sexually. 

An area inviting exploration is whether recidivist 
victims are more likely to exhibit repetitive destructive 
behavior patterns. The overwhelming majority of re- 
cidivists in our survey had failed to receive medical or 
counseling services after their prior assaults. If such 
services had been received, such intervention might 
have provided insight, support, and modification of 
their behavior, rendering them less vulnerable to fu- 
ture assaults. 
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Sodium Nitroprusside Treatment of ECT-Induced Blood Pressure Elevations 


BY DOMINIC CIRAULO, M.D., LEONARD LIND, M.D., CARL SALZMAN, M.D., ROBERT PILON, M.D., 


AND ROBERT ELKINS, M.D. 


Electroconvulsive therapy (ECT) transiently raises 
blood pressure (1). This hypertensive response is inde- 
pendent of convulsive activity and is thought to result 
from a rise in peripheral catecholamines secondary to 
central sympathetic stimulation (1, 2). Patients who 
are hypertensive often show greater ECT-related in- 
creases in blood pressure than those who are normo- 
tensive (3). Atropine, which is routinely used as a pre- 
ECT medication to suppress vagal stimulation, ele- 
vates blood pressure further (3), as does succinylcho- 
line, which is used for muscle relaxation (4). In this 
paper, we will describe a case in which the blood pres- 
sure of an elderly hypertensive patient was controlled 
by using intravenous sodium nitroprusside during each 
treatment. This technique proved to be simple, re- 
liable, and successful in controlling the potentially haz- 
ardous elevations of blood pressure. 


Case Report 


A 70-year-old man was referred for ECT because of a se- 
vere recurrent depression that was resistant to antidepres- 
sant medication. The patient had long-standing hypertension 
as well as ECG evidence of an old myocardial infarction. 
Two years earlier he had been given ECT for a similar de- 
pression. Despite concomitant antihypertensive therapy at 
that time, blood pressure elevations as high as 240/160 were 
recorded during the ECT procedure. 

During the first treatment in the present ECT series, his 
blood pressure rose to 250/140. Sodium nitroprusside in- 
fusion was used in the remaining 9 ECT treatments, and 
blood pressure was transiently elevated only to 190/120. 
He responded well to an otherwise uneventful course of 
ECT. 

Sodium nitroprusside was prepared by mixing 50 mg with 
500 cc of 5% dextrose in water just before use; the mixture 
was shielded from light. The rate of intravenous infusion was 
titrated according to the patient’s blood pressure using a mi- 
crodrip infusion set. The infusion was begun 15 minutes be- 
fore ECT and was continued for 5 to 15 minutes following 
the treatment. In this patient, there were no adverse effects 
from the nitroprusside infusion, other than transient hypo- 
tension during 1 treatment, which was easily controlled by 
discontinuation of the nitroprusside. 


Discussion 


The use of nitroprusside in the treatment of hyper- 
tension and the control of blood pressure has been well 
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described in the literature. In the late 1920s. Johnson 
(5) first discussed the potential utilization of nitro- 
prusside in the therapy of hypertensive crisis. The first 
clinical report of the use of nitroprusside in hyperten- 
sive emergencies was made by Page in 1951 (6). In cur- 
rent medical practice, nitroprusside is commonly used 
for rapid control of hypertensive criges, production of 
hypotension during surgery to minimize blood loss and 
obtain ‘‘dry” operative fields, and induction of after- 
load reduction in the treatment of myocardial in- 
farction, dissecting aortic aneurysm, and marked con- 
gestive heart failure (7). 

Intravenous infusion of sodium nitroprusside results 
in rapid lowering of arterial blood pressure, with a con- 
comitant decrease in total peripheral resistance. There 
is a rapid return of the blood pressure to contro] values 
after the infusion is discontinued. Heart rate will in- 
crease in most patients as a secondary response to a 
rapid decrease in arterial blood pressure. Dilation of 
peripheral capacitance and resistance vessels increas- 
es pooling of blood and decreases myocardial preload 
and afterload (7, 8). 

The site of action of sodium nitroprusside is at the 
vascular smooth muscle membrane; therefore, nitro- 
prusside is considered a direct-acting vasodilating 
agent. The nitroprusside molecule is believed to inter- 
act with sulfhydryl groups of the vascular smooth 
muscle membrane to produce muscle relaxation (9). In 
general, toxicity is encountered with prolonged admin- 
istration and rapid infusion rate and results from re- 
lease of cyanide from the nitroprusside molecule (7). A 
maximum dose of 3~5 mg/kg of nitroprusside is recom- 
mended, with a suggested rate of infusion between 0.5 
and 1.5 wg/kg per minute (10). The dangers of sodium 
nitroprusside use during anesthesia include those asso- 
ciated with hypotension and cyanide poisoning (7, 10). 

In summary, sodium nitroprusside appears to be 
useful in controlling potentially dangerous elevations 
in blood pressure in hypertensive patients receiving 
ECT. 
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Hysteria and ABO Blood Types 


BY PANTELIS M. RINIERIS, M.D., COSTAS N. STEFANIS, 
AND ELEFTHERIA K. VARSOU, M.D. 


Associations between ABO blood types as genetic 
markers and certain mental diseases, such as schizo- 
phrenia, unipolar and bipolar depression, and obses- 
sive-compulsive neurosis have been reported (1-3). 
Since, to our knowledge, no attempt has been made to 
investigate a possible association between ABO blood 
types and hysteria, the development of which seems to 
involve genetic factors (4), we carried out a study to 
explore this possibility. 


Method 


We studied 75 subjects (21 men and 54 women) who 
had been diagnosed by 2 independent psychiatrists 
(P.R. and E.L.) as suffering from hysteria according to 
the criteria of Feighner and associates (5), i.e., the pa- 
tients were suffering from a chronic or recurrent illness 
that began before age 30, and were manifesting at least 
25 medically unexplained symptoms in at least 9 of the 
following groups: 

1. Headaches, sickly during majority of life. 

2. Blindness, paralysis, anesthesia, aphonia, fits or 
convulsions, unconsciousness, amnesia, deafness, 
hallucinations, urinary retention, difficulty in walking, 
other unexplained ‘‘neurological’’ symptoms. 

3. Fatigue, lump in throat, fainting spells, visual 
blurring, weakness, dysuria. 

4. Difficulty in breathing, palpitation, anxiety at- 
tacks, chest pains, dizziness. 

5. Anorexia, weight loss, marked fluctuations in 
weight, nausea, abdominal bloating, food intolerances, 
diarrhea, constipation. 

6. Abdominal pain, vomiting. 

7. Dysmenorrhea, menstrual irregularity, amenor- 
rhea, excessive bleeding. 

8. Sexual indifference, frigidity, dyspareunia, other 


sexual difficulties, vomiting all 9 months of at least one _ 
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pregnancy or hospitalization for hypermesis grav- 
idarum. 

9. Back pain, joint pain, extremity pain, burning 
pains of the sexual organs, mouth, or rectum, other 
bodily pains. 

10. Nervousness, fears, depressed feelings, need to 
quit working or inability to carry on regular duties 
because of feeling sick, crying easily, feeling life was 
hopeless, thinking a good deal about dying, wanting to 
die, thinking about suicide, suicide attempts. 

Fifty of these subjects were hospitalized and 25 


-were seen and followed at the outpatient clinic of the 


Eginition Hospital in Athens. | 

ABO blood types were determined on a blind basis 
by a single technician who had extensive blood typing 
laboratory experience. The typing was carried out by 
the standard method adopted by most transfusion cen- 


ters (6). 


To compare our findings with a control sample we 
used the data provided by Valaoras (7) on ABO blood 
type distribution in the Greek population. 


Results 


Table 1 shows the distribution of ABO blood types 
in. the male, female, outpatients, and inpatient sub- 
groups, in the total sample, and in the control sample. 

No significant difference was found between the 
male and female patients and between outpatients and 
inpatients in relation to their ABO blood types distri- 
bution pattern (chi square analysis). The combined pa- 
tient subgroups had a significantly higher incidence of 
blood type A (y?=17.69, df=1, p<.001) and a signifi- 
cantly lower incidence of blood type O (x?=8.81, 
df=1, p<.01) than normal controls. 


Discussion 


A significantly higher incidence of blood type A was 
found in our patients with hysteria than in controls. 
This finding suggests an association between hysteria 
and phenotype A. Since the significance of the rela- 
tionship between blood groups and disease is still un- 


0002-953X/78/0009-1106$0.35 © 1978 American Psychiatric Association 


F) 


-+ 


` 
am J Psychiatry 135:9, eptember 1978 


CLINICAL AND RESEARCH REPORTS 





*TABLE 1 
Distribution of ABO Blood Types in 75 Hysterical Patients 
AB 

Group N % N 
Males (N =21) 1 4.8 13 
Females (N=54) 2 a7 35 
Outpatients (N=235) ] 4.0 17 
Inpatients (N=50) 2 4.0 31 
Total patients (N=75) 3 4.0 48 
Controls (N =304 317) 1921 5.0 122.219 


clear (8), premature interpretations of our results 
should be avoided. However, one is tempted to con- 
sider our findings as additional evidence in support of 
the view that hereditary factors may contribute to the 
development of hysteria (4). 
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Amitriptyline-Induced Obesity in Anorexia Nervosa: A Case Report 


BY KENNETH S. KENDLER, M.D. 


In a significant proportion of patients anorexia nervosa 
is preceded or followed by obesity (1). In such pa- 
tients, it is likely that an abnormal CNS body weight 
“set-point” underlies their illness. Amitriptyline treat- 
ment, which can produce modest weight gain in ano- 
rexia nervosa (2, 3), produced obesity in the following 
case. This patient’s body weight set-point may have 
been altered by amitriptyline, which raises questions 
about the neurochemical basis of this set-point and the 
relationship of anorexia nervosa to affective illness. 


Case Report 


Ms. A was a 20-year-old, 155-cm-tall woman with an ideal 
body weight of 47 kg. She had never been obese as a child, 
and reached her maximum weight of 46.5 kg at age 14. At 17, 
weighing 43.5 kg, she became amenorrheic. Significant 
weight loss began in February 1977. In July, weighing 28 kg, 
she was hospitalized on a psychiatric service. On admission, 
she was emaciated and had a distorted body image, com- 
pulsive hyperactivity, and a marked fear of obesity. She de- 
nied hunger and experienced early satiety upon eating. Her 
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affect was sullen and depressed, with prominen: feelings of 
helplessness and worthlessness. However, other psychiatric 
symptoms or signs were absent. A thorough medical and 
neurologic work-up was negative. 

The patient was placed on a behavior modification regi- 
men and gained 10.5 kg over an 8-week period. Sne was then 
placed on an ad lib diet and lost 2.5 kg over 2 months. In 
November, weighing 36.0 kg, she was started on amitripty- 
line, 100 mg/day. Within 8 days her appetite increased and 
she gained 1.0 kg. She was then discharged to outpatient 
therapy. Over the next 7 weeks she gained over 1 kg a week, 
weighing 49 kg by January. She stated that she felt nungry all 
the time and despite the consumption of large amounts of 
high-calorie foods rarely felt satiated. Her mood and outlook 
brightened and she was less sullen. Her weight gain slowed 
so that the next month she weighed 52.5 kg. At this time she 
stopped taking amitriptyline. Her weight gain continued de- 
spite the return of a depressed mood, helplessness, hopeless- 
ness, and, this time, suicidal ideation. By March her weight 
was 59.5 kg and had appeared to stabilize. 

In summary, while on amitriptyline, Ms. A went from a 
stable, partially treated state of anorexia nervosa to moder- 
ate obesity. Despite the discontinuation of the drug. she con- 
tinued to gain weight, reaching a weight more than 255% over 
her ideal weight. While she was on amitriptyline, her eating 
pattern changed from one of lack of hunger with early satiety 
to persistent hunger and lack of satiety. ~ 
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Discussion 


Amitriptyline is thought to act predominantly by 
blocking the reuptake of serotonin (4). The neuro- 
chemical control of appetite and body weight, which is 
poorly understood, probably involves several neuro- 
transmitters. On the basis of animal work, however, it 
has been proposed (5) that serotonin is involved in de- 
termining body weight set-point such that increased 
functional serotonin would lead to an increased body 
weight set-point and would then produce increased ap- 
petite and decreased satiety until that new increased 
body weight was reached. 

Anorexia nervosa has been shown to be genetically 
related to affectiv® illness (1). One form of affective 
illness, bipolar disease, can be viewed as an abnormal- 
ity in a CNS set-point function, in this case of. mood. 
The close relationship between the set-points of mood 
and body weight is demonstrated by observations go- 
ing as far back as Kraepelin (6) that depression is asso- 
ciated with anorexia and weight loss and that hyper- 
_ phagia, often accompanied by weight gain, occurs in 
hypomanic and manic states. In a recent case report 
(7), both mood and body weight set-points were ‘‘re- 
set” by pharmacologic intervention; combined chlor- 
imipramine (a specific serotonin uptake blocker) and 
tryptophan produced obesity and hypomania in a de- 
pressed anorectic woman. 

Some individuals with anorexia nervosa may have 
an abnormality in body weight set-point that is related 
to the abnormality of mood set-point that occurs in 
bipolar affective illness. Just as in a depressed person 
without a bipolar diathesis amitriptyline can produce a 
gradual return to euthymia, so amitriptyline often pro- 
duces mild weight gain (8). But, again, just as in a per- 
son with a bipolar diathesis amitriptyline can produce 
a marked swing of mood set-point resulting in hypo- 
mania or mania (9), in certain cases of anorexia ner- 
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vosa it may produce a wide swing in body weight set-' 


point resulting in obesity. 
In summary, in this case ama DOE therapy was 


al 


A 


associated with the production of obesity in a patient - 


with anorexia nervosa. Because of the phobic fear of 
obesity in many anorectic patients, this is a potentially 
significant side effect of amitriptyline treatment for this 
condition. I postulate that amitriptyline produced this 
effect by its actions on the serotoninergic body weight 
set-point system. I further suggest that the underlying 
pathophysiology of those cases of anorexia nervosa 
that alternate with spontaneous or drug-induced obesi- 
ty may be an abnormal body weight set-point. This ab- 
normal body weight set-point may be closely related to 
the abnormal mood set-point of bipolar affective ill- 
ness. 
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‘ Intrapatient Responses to ECT and Tricyclic Antidepressants 


BY WILLIAM CORYELL, M.D. 


This paper reports the results of a chart review com- 
parison of the therapeutic efficacy of ECT and tri- 
cyclics. in patients who received ECT during one de- 
pressive episode and `a tricyclic during another. 


Method 


The records of all inpatients with depressive illness 
who received ECT at the Iowa Psychiatric Hospital 
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between 1920 and 1959 were screened for those pa- 
tients who had records of subsequent discrete epi- 
sodes treated on an inpatient or outpatient basis be- 
tween Jan. 1, 1961, and Dec. 31, 1976. The resulting 
sample of ECT-treated depressive episodes was there- 
fore not biased toward greater severity by the avail- 
ability of antidepressant therapy. Because the Iowa 
Psychiatric Hospital has traditionally been a tertiary 
care center, a large number of patients received tri- 
cyclic therapy at the hospital after 1960only when sim- 
ilar attempts elsewhere had failed. This obvious 
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‘source of bias was avoided by eliminating all patients 
a who had received more than 4 days of antidepressant 
therapy before referral. To ensure that the episode in 
question was distinct from that involving earlier ECT 
treatment, patients who had not had an intervening pe- 
riod of treatment-free remission were eliminated from 
the sample. Selection criteria also required that ECT 
and antidepressant treatment efforts meet the criteria 
for adequacy defined in an earlier chart review by 
Avery and Winokur (1). Finally, all patients met Re- 
search Diagnostic Criteria (RDC) criteria (2) for pri- 
mary major depressive disorder. 

The present study and that by Avery and Winokur 
(1) defined treatment response identically, except that 
the response rater in this study was blind to the pa- 
tient’s identity and therefore rated responses to each 
of the two treatment modalities without knowledge of 
the nature of response to the other. Notes by all physi- 
cians and ward personnel made over a 4-day period 
before discharge and a hospital course summary were 
used to assign patients to one of three categories: not 
improved, improved, and completely recovered. In 
cases of outpatient treatment efforts, outcome was as- 
sessed from the clinic note that fell closest to 6 weeks 
after the treatment was started. The rater used the 
‘“‘completely recovered” category only when no evi- 
dence of symptomatology could be found among those 
notes. 


Results 


Of the 3,264 individuals admitted with depressive 
disorders between January 1920 and December 1976, 
only 42 had admissions during both of the defined peri- 
ods (before Dec. 31, 1959 and after Jan. 1, 1961). Only 
11 inpatient and 4 outpatient tricyclic antidepressant 
treatment efforts satisfied the remaining selection 
criteria. 

The mean ages at the time of ECT and antidepres- 
sant treatment efforts were 44.3 years and 55.1 years 
respectively (see table 1). The duration of depressive 
symptomatology before the onset of treatment was 
nonsignificantly longer for ECT treatment efforts. 
However, duration of hospitalization was significant- 
ly shorter than that for antidepressant treatment ef- 
forts. 

An exceedingly high rate of recovery was noted 
among ECT treatment efforts. Only 1 out of 18 efforts 
(3 patients had 2 separate episodes treated with ECT) 
showed less than complete recovery. Recovery rates 
were also high for antidepressant treatment efforts; 8 
of 15 patients were categorized as completely recov- 
ered. Five patients manifested some improvement 
while only two patients showed no improvement to 
antidepressant treatment. The difference in response 
ratings between treatment groups was significant 
(x?=7.70, df=2, p<.025). Since no patient failed to re- 
spond to ECT, response to antidepressants in pre- 
viously ECT-resistant patients could not be addressed. 
The one ECT treatment effort that was rated improved 
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TABLE 1 
Comparison of Intrapatient ECT and Tricylic Antidepressant Re- 
sponses 


Treatment Episodes 


ECT Antidepressant 

Item (N = 18)* (N=15) 
Mean age at time of 

treatment (years) 44.3 55.1 
Mean duration at onset 

of treatment (weeks) hS ia 13.4 
Mean duration of 

hospitalization (days) 36 AQune 
Rating (in percent) 

Completely recovered 94 53 

Improved 6 33 

Not improved 0 e 13 


*Includes 3 patients who received ECT for 2 separate episudes: thus. per- 
cents are based on number of treatment efforts rather than number of pa- 
tients. 

**n<.02, two-tailed t test. 
*** Applies only to 1] inpatients. 


rather than recovered was followed by complete re- 
sponse to antidepressants in a later episode. 


Discussion 


These data provide evidence that the efficacy of 
ECT is superior to that of the tricyclics when these 
treatments are compared within individuals. Such find- 
ings are complementary with another chart review 
study (1) and with well-controlled evaluations of ECT 
versus tricyclics (3). 

Although there is no literature indicating decreasing 
efficacy of tricyclic antidepressants with age In a given 
individual, there is a good deal of evidence that the 
length of depressive episodes increases with age. This 
factor may have influenced the results reported here. 
In this sample, however, duration of episcdes at treat- 
ment onset did not differ significantly between ECT 
and tricyclic antidepressant treatment efforts. 

Other factors included in this design had the poten- 
tial to reduce artificially the apparent efficacy of tri- 
cyclic antidepressants. The group excluded because of 
inadequate duration of treatment effort might have in- 
cluded patients who responded quickly. As it hap- 
pened, in this sample all patients excluded because of 
an inadequate trial of tricyclics required ECT before 
discharge. 

The response patterns presented here are appropri- 
ately compared with those noted by Avery and Wino- 
kur using identical rating methods. In a ‘arge sample 
reduced by relatively few exclusion criteria, 49% of 
patients receiving ECT alone showed complete re- 
sponse, whereas only 26% of patients receiving ade- 
quate antidepressant therapy alone were so rated. The 
relatively high quality of response to both modalities 
we observed was unexpected and deserves comment. 
The selection criteria resulted in a sample featuring re- 
current and definitely discrete episodes. Onset tended 
to be abrupt. Since patients who experienced good 
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treatment response in an earlier episode are more 
likely to go to the same treatment facility without first 
seeking help elsewhere, our selection probably biased 
the sample toward patients who respond well to ECT. 

Data from a similar but larger study would be rele- 
vant to the issue of specificity of different treatment 
modalities. The present study illustrates the difficulty 
in obtaining a sample that is both large and unbiased. 
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Other Views on Women in Psychiatric Residency 


Sir: We are quite concerned that some of the serious dis- 
criminative abuses outlined by Elissa P. Benedek, M.D., and 
associates in ‘‘Problems for Women in Psychiatric Resi- 
dency” (November 1977 issue) are occurring in any psychi- 
atric residency program(s) in this country. Unfortunately, 
the authors did not report where, over what period, and with 
what frequency the incidents occurred. We would like to 
provide a contrast: the experience of women residents at the 
University of Pittsburgh. None of the 12 women currently in 
training could recall a seductive supervisor. No woman resi- 
dent has been barred from a clinical service or from working 
with a particular type of patient because of her gender. Com- 
mittee assignments, administrative responsibilities, and 
chief residency appointments are equally available to all resi- 
dents who merit them. Both men and women residents plan 
and participate in study, athletic, and social group activities. 

Qualified applicants for psychiatric residencies are in in- 
creasingly short supply. This is another reason why no resi- 
dent should feel that he or she must tolerate a discriminatory 
training program. Women, like all minorities, are at risk for 
scapegoating in environments that permit such practices. 
Where each resident is respected as a colleague and dealt 
with fairly, all should benefit. 

We consider the Benedek and associates article unduly 
polarizing. Men too can have unfortunate experiences with 
paternalistic or authoritarian supervisors who are unable to 
separate their personal attitudes from their supervisory ef- 
forts. In informal meetings in our program, as well as in resi- 
dents’ process groups, men express feelings of isolation, 
loneliness, depression, and/or conflicts between professional 
training and family needs as often as women do. Residents of 
both sexes have potential problems of prolonged depend- 
ency on (or fear of surpassing) a research, clinical, or admin- 
istrative mentor. In some cases, although male residents 
share similar concerns (e.g., safety), they may permit the 
women to appear more anxious and fragile by speaking of 
these concerns for their female colleagues only. 

There are, of course, some problems not shared by male 
residents. The resident who is pregnant or nursing a child 
must have a flexible work arrangement. Admittedly, it is not 
simple to recogcile the needs of the resident and her family 
with the needs of other residents and the patients. It cer- 
tainly is true that there are insufficient female role models for 
women in academic psychiatry. Two solutions we find help- 
ful are interactions with outstanding women from other pro- 
grams (most often at national meetings) and the use of more 
senior women residents within our own program as role 
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models. We also agree that many supervisors lack cognitive 
knowledge of female psychology, a subject that is often 
omitted from curriculum planning. We would recommend. 
instead of a separate course on the psychology of women, 
the integration of male and female psychology into the psy- 
chiatric curriculum for residents and for their supervisors. 

In summary, we endorse Dr. Benedek and associates’ at- 
tention to the problems of women residents. However, we 
must criticize their ambiguous data and their polarization of 
issues along exclusively gender lines. We hope that those 
concerned with psychiatric education will not be distracted 
by their few glaring examples and miss the more subtle, but 
extremely important, issues that are also described tn their 
paper. We agree with the substance of their concluding rec- 
ommendations, with the provision that these should apply 
to, and will benefit, a// residents and their patients. Finally. a 
systematic collection of data on the current situations of 
women residents in psychiatry is clearly needed. 


MINA D. KESSLER, M.D. 
JupiItH Henson, M.D. 
Pittsburgh, Pa. 


Sır: We would like to dissociate ourselves from the re- 
marks of Dr. Benedek and associates in the November 1977 
issue lest they be seen as speaking for all or most women in 
American psychiatry. There is no doubt that women tn medi- 
cine do face some very special problems, most of which are 
related to the constant pull between career and family obliga- 
tions—a struggle that men entering medicine also experi- 
ence. That these problems are magnified by training in and 
practice of psychiatric medicine, however, seems to be more 
a product of the rather narcissistic view of the authors than 
the specialty itself. Placing the ‘‘supervision”’ experience at 
the core of psychiatric training, the authors perceive particu- 
lar difficulty in dealing with attitudes of aggression and sex- 
uality of supervisors, whether male or female. The authors 
see women residents as victims of homoerotic fancy. chauv:- 
nistic competition, or savage mothering by females and pal- 
ting, handholding, dinner invitations, or ‘even more fla- 
grantly seductive ways’’ of stereotyping chauvinists of male 
gender and deplore their exclusion not only from the 
‘unique and real relationships” women crave with their 
peers but also from committee assignments. team lead- 
ership, and individuation. The latter process would indeed 
do well to have been completed considerably before under- 
taking psychiatric residency. 

We cannot wait for supervision to achieve our identity as 
women. A woman’s gender identity is formed log before— 
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from parents and grandparents, teachers, Girl Scouts and 
camp, schoolyard brawls, parties and proms, from elections 
and love affairs lost and won. Bewailing the absence of fe- 
male role models as administrators in psychiatry, the authors 
do not seem to have entertained the notion that many women 
have eschewed administrative posts because they are too 
smart to get stuck with them. Administration is tiresome and 
unrewarding compared with patient care or the struggle for 
enlightenment in library and laboratory and is seen by many 
of us as an unutterable bore, suited for those whose appetite 
for power is equaled by their tolerance for ennui and frustra- 
tion. 

Finally and most seriously, the authors seem to have 
missed the point on the ‘‘projection of an image of com- 
petency.’’ Contrary to their assertions, it has very little to do 
with handling a micfophone with aplomb. It has everything 
to do with doing a job well, with dignity, ability, courtesy, 
and compassion. Respect and admiration from male col- 
leagues will be earned by first-class work, not by harangue 
or even consciousness raising. As for research careers—al- 
legedly closed to women because of absent role models, geo- 
graphic inconvenience, or insufficiently ‘‘nurturant’’ 
males—their main ingredients are curiosity, keen observa- 
tion, conjecture, Imagination, discipline, and long hours, and 
few men‘or women can achieve such careers without tre- 
mendous sacrifice by themselves and their families. This 
brings us to what seemed the most glaring omission in the 
paper—families. It is extremely difficult for a man or woman 
to combine a full family life and a major career commitment 
without an extraordinary trinity behind him or her... the 
spouse, children, and, in the case of a woman, the house- 
keeper. At least for the present, the career woman with a 
family is still the mother and is therefore principally respon- 
sible for child care and homemaking. Most men with signifi- 
cant careers in medicine already know that spouses of doc- 
tors must be ‘‘superpeople’’—superconfident, supergiving, 
and supertrusting. As women working for equal opportunity 
in a demanding profession, we must be pretty well past the 
stages of individuation and nurture-demanding. We enter a 
medical career not to individuate but because we are individ- 
uals and find joy and fulfillment in giving time, energy, and, 
one hopes, health to people who need our services. As for 
nurturing, medicine is not a restaurant; perhaps only the rea- 
sonably well-fed should apply. 


’ CECILY D. GREGORY, M.D. 
PATRICIA ERAKER, M.D. 
ALICE M. SHANNON, M.D. 
DIANE F. WHITNEY, M.D. 
A. BRECKENRIDGE, M.D. 
JANICE R. STEVENS, M.D. 
Portland, Ore. 


Dr. Benedek and Associates Reply 


Sir: We appreciate the various responses we have re- 
ceived to our article, some formal, some informal, ex- 
pressing varying degrees of support of or disagreement with 
our viewpoint. We feel this indicates that our chief goal in 
writing the article has been reached, namely, raising an area 
of concern and facilitating a reaction in our readers. 

First of all, we wish to clarify that the views and vignettes 
presented in the paper were not idiosyncratic to us. Editorial 
space constraints precluded elaboration of the fact that this 
paper walan outgrowth of a panel on the unique problems of 
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female residents in psychiatry, originally presented at the’ 


American Psychiatric Association annual meeting in 1973. 4 


The five panelists, residents, or individuals who had recently 
completed training, presented their own personal experi- 
ences and also incorporated those of many other female 
colleagues from training programs in different parts of the 
country. 

It is important to point out that our motivation-in present- 
ing the panel was not to generate research data about women 
residents but to raise some relevant issues in order to stimt- 
late comparison and contrast by the audience. In fact, the 
subsequent discussion led us to present a similar panel the 
following year that paired the original panelists with male 
counterparts to stimulate even more audience participation. 
Although the material presented by the men was very rele- 
vant and important from the standpoint of residency train- 
ing, and we acknowledge a certain commonality of stereo- 
typing experiences by both sexes, we chose to focus on the 


female experience because we wished to emphasize that 


some of the problems faced by women residents are unique 
to them because of their gender. 

One criticism leveled at us was that our paper seemed very 
negative as well as idiosyncratic. We certainly were not 
saying that the entire residency experience, or any segment 
of it, was basically negative. Indeed, had that been the case, 
none of the women involved would have stayed in their 
training programs or perhaps even in the field of psychiatry. 
Our goal was to highlight certain issues, not for purposes of 
condemnation but to facilitate awareness and constructive 
change where appropriate. 

Some women have written with sharp claims that none of 
the phenomena described by us apply to their program. We 
are glad that some residency programs apparently have 
moved beyond the problems we outlined, but we think that 
too many other programs have not reached this desirable 


state. For example, shortly before the publication of our pa-. 


per, one of the authors had the experience of having a young 
male psychiatric faculty member comment to her: “‘I don’t 
see why we’re taking so many women into our training pro- 
gram when we’re not geared up for them.” He was referring 
to the fact that, for the first time in the program’s consid- 
erable history, women constituted 50% of the total number 
of residents accepted. 

To further pursue the ideas formulated in the published 
paper and the APA panel, a limited pilot survey of residents 
was conducted in 1976-1977. It indicated that the problems 
are still very much a part of the residency scene: Some of the 
preliminary results of this survey were reported in two pan- 
els at the 1977 APA annual meeting in Toronto—‘‘The Preg- 
nant Therapist” and ‘The Woman Hospital Psychiatrist.”’ 


GAIL M. Barton, M.D. 
ELISSA BENEDEK, M.D. 
CHRISTINE BIENIEK, M.D. 
Lansing, Mich. 


Roles and Responsibilities of Psychiatry 


Sir: In “‘The Psychiatrist’s Responsibility and the Public 
Trust” (February 1978 issue) Peter Bourne, M.D., outlined 
the current dilemma in American psychiatry so well that I 
was shocked to see him lose his perspective and line of rea- 
soning toward the end of the paper. He said, “The major 
challenge to psychiatry in the next decade 1s to make our 
skills available to all Americans” (p. 176). Is this not as gran- 
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" diose and unreasonable as our accepting the burden of 


n hanging society, for which Dr. Bourne castigated us severe- 


\ 


ly? 

The training of paraprofessionals is a loaded issue. Why 
do we not train adequate psychiatrists, if we are the special- 
ists in human behavior and the physicians of mental illness? 
Do we need psychiatrists’ assistants? If so, then let us train 
and supervise them. Let us define the roles of mental health 
paraprofessionals and pay them adequately. 

The compartson of psychiatrists with Rolls Royce crafts- 
man when Fords are needed is a sign of the degradation to 
the ‘‘marketing personality.” If 30% of the population needs 
treatment, then it needs expert treatment, not assistance. If 
the remaining 70% need help in ordering their lives, then ex- 
perts in causes for disordered lives should be called in. 

When our special body of knowledge exposes the psycho- 
pathology rampant in this country, will we be accepted? I am 
all for a definition of our role and skills. Would Dr. Bourne 
start the ball rolling? 


HELEN STEIN, M.D. 
Fresno, Calif. 


Dr. Bourne Replies 


Sir: Unfortunately, Dr. Stein’s concern arises from a mis- 
interpretation of what I said in my article. The statement 
“The major challenge to psychiatry in the next decade is to 
make our skills available to all Americans” was not meant to 
imply that we should train everyone in psychiatric skills. 
Perhaps I should have said (for greater clarity) that we 
should try to make our services available to the largest pos- 
sible number of Americans. This would mean reducing the 
financial barriers to care, perhaps through national health in- 
surance; training additional psychiatrists; and increasing the 
involvement of psychologists, psychiatric social workers, 
and family physicians in areas that do not require psychia- 
trists. Presumably this would make psychiatrists more avail- 
able to a larger number of people. Obviously, paraprofes- 
sionals can play an important role if they have appropriate 
training and supervision. 


PETER G. BOURNE, M.D. 
Washington, D.C. 


Dealing with Patients’ Suicides 


Sır: I would like to comment on the article ‘‘Patient Sui- 
cide as Part of Psychiatric Residency” by Ralph F. Henn, 
M.D. (June 1978 issue). 

I agree with the author that patient suicide is not an infre- 
quent occurrence during a psychiatric residency. One survey 
of a university psychiatric residency program indicated that 
16% of all residents had had a patient who committed suicide 
(1). Although this is lower than the figures quoted by the 
author, it is nevertheless a significant percentage. 

The author states that professional “‘survivor victims” 
had ‘‘bitterness and torment.” I would like to share one 
method of dealing with this. When I was a resident, I was 
one of four trainees who had a patient commit suicide within 
a 2-month period. We met together for almost a year to deal 
with the trauma. We found that the experience of a patient 
suicide left each of us with feelings of embarrassment, guilt, 
and self-doubt. We were embarrassed because we felt that 
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we were at fault and that patients of competent trainees and 
competent psychiatrists did not commit suicide. Some of us 
felt that we would be afraid ever to see a suicidal patient 
again. Initially we had each felt alone in our experience. For- 
tunately, we became aware that we were not unique and de- 
cided to meet as a group. Through our group meetings we 
were able to support each other and work through many of 
our feelings about the suicide (2). 

I would suggest that since this is a common experience in 
psychiatric residencies, openness be encouraged so that 
when residents do have patients who commit suicide. they 
can meet in groups that involve self-examination in a sup- 
portive atmosphere. This may help alleviate the pain and 
loneliness of the experience. In addition, working through 
feelings about a patient suicide can allow the resident to con- 
tinue to grow professionally, and to become willing to treat 
other suicidal patients. 
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RENEE BINDER, M.D. 
San Francisco, Calif. 


Anthropological Cross-Fertilization 


Sır: We enjoyed the excellent paper ‘“‘Overview: Founda- 
tions of Cultural Psychiatry” by Armando R. Favazza. 
M.D., and Mary Oman, M.A. (March 1978 issue). 

There have been several attempts to meld psychiatry and 
anthropology into an interdisciplinary frame of reference. 
Although these efforts have met with general approval from 
both fields, there has been insufficient use and follow- 
through of the extremely important cross-fertilization result- 
ing from such collaboration. 

We believe much can be achieved by intimate teamwork 
between a psychiatrist and an anthropologist or ethologist. 
Dr. Favazza and Ms. Oman have attempted to cover the 
broad range of mutually beneficial exchanges and are to be 
congratulated on their thorough job. We should, however. 
like to add to their list two areas in which we ourselves have 
been working. ə 

We have investigated the persistence in humans of phylo- 
genetically embedded response systems that are no longer 
adaptive, the circumstances that lead to their activation. and 
their potential to emerge as psychoneurotic, psycho- 
physiological, or psychosomatic disturbances. This frame of 
reference provides a biological basis that lends itself to in- 
corporation into a medical model without requiring one to 
resort to metapsychological concepts. It also provides a bio- 
logical basis for some psychodynamic formulations (1). 

We also believe that an unexpected bonus for anthropolo- 
gy is available from psychiatry. Some of these behavioral 
“fossils” can provide material to aid our understanding of 
the social interactions of the precursors of homo sapiens. In 
many instances such behavioral vestiges provide clues that 
are as valuable as anatomical ones in deciphenns the stages 
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of human emergence (2). For instance, the biological anoma- 
ly of a 4:1 ratio of male to female dyslexics and a 2:1 ratio of 
male to female infant vulnerability of the brain to febrile con- 
vulsions, among other clues, set us on a path to radically 
new ideas about the origin of language (3). Additionally, eth- 
ological insights about the nature of existing mother-infant 
releaser-response mechanisms shed light on the initial emer- 
gence of language primarily as a reinforcer of mother-infant 
bonding behavior rather than a vehicle for communication. 
We also think that certain features of schizophrenia may rep- 
resent an earlier biological norm (4). 

A helpful fallout of these theoretical investigations has 
been the enrichment of psychotherapeutic procedures 
through biologically based psychodynamic understanding (5, 
6). 
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- A. Davip Jonas, M.D., M.R.C. PSYCH. 
Doris F. JONAS 
London, England 


Dr. Favazza and Ms. Oman Reply 


Sir: The team of A. David Jonas, a psychiatrist, and Doris 
F. Jonas, an anthropologist, has produced a series of inter- 
esting papers that place human behavior patterns in an evo- 
lutionary and ethological context. For example, in their pa- 
per on schizophrenia they write,. 


Paranoid ideation is readily comprehensible when we 
remember that almost all animals in their natural sur- 
roundings remain constantly on the alert for possible 
danger at all hours of the day and all the days of their 
lives, so that it is not surprising that we human beings 
retain a sense of being on guard against menace from the 
environment, even if this menace be figurative. 


Even though ours was an overview paper, we were unable 
to include every branch of the field of cultural psychiatry. 
The work of the Jonases is provocative and may eventually 
clarify our understanding of certain aspects of human behav- 
ior. More attention might be given to their psychiatric work 
if they could demonstrate clearly its relevance to the resolu- 
tion of everyday clinical problems. However, any attempt to 
reduce the ‘‘medical model” to biology alone will not be suc- 
cessful. Every person has a body and therefore biology is 
significant. But every person also has a mind, and every per- 
son lives in a society and participates in a culture. The physi- 
cian who cen integrate biological, psychological, social, and 
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cultural data as they pertain to the individual patient is prac- * 
ticing the medical model in its truest sense. 


ARMANDO R: Favazza, M.D., M.P.H. 
MARY OMAN, M.A. 
Columbia, Mo. 


Treating Tricyclic Overdose with Physostigmine 


Sir: Tricyclic overdose is seen whenever these drugs are 
prescribed for depressed patients. The Physicians’ Desk 
Reference (1) states, ‘‘Physostigmine Salicylate is reported 
to reverse symptoms of tricyclic antidepressant poisoning”’ 
(1, p. 1090), Listed in order of increasing plasma levels, 
these symptoms are ‘abnormal deep tendon reflexes, uncon- 
sciousness, respiratory support, ventricular rate =120/min., 
QRS duration =100 msec., cardiac arrhythmias, bundle 
branch block, cardiac arrest, seizures and death” (2). 

A 25-year-old woman took a questionable amount of ami- 
triptyline, and the drug showed on the toxicology report. 
When she came to the ward her pupils were nonreactive, she 
showed no response to verbal stimuli, her muscles were flac- 
cid, and the nail beds were cyanotic. Blood pressure was 
100/68, pulse 140. On a random ECG the longest recorded 
QRS interval was 90 milliseconds. An I.V. was started. She 
became progressively unconscigus. 

It wds decided to give physostigmine. Vital signs at the 
time of injection were as follows: blood pressure 84/64, pulse 
140, respiration 40. An immediate grand mal seizure lasting 
one minute was noted, followed by possible cardiac arrest. A 
‘blue alert” was called,.including use of a monitor, oxygen, 
and suction. The blood pressure stabilized at 152/84, but the 
patient remained unresponsive, and a second injection of 
physostigmine was administered. This was followed 10 min- 
utes later by a second convulsion. 

No more physostigmine was ‘given. The patient was 
treated with Lanoxin and other supportive measures and 
made a recovery to her pretoxic mental status in about 2 
days. 

Verbal contact with D. G. Spiker of Western Pennsyl- 
vania Psychiatric Institute leads me to believe that the phy- 
sostigmine injections caused the two grand mal convulsions. 
As Spiker has written, ‘‘Whenever medication is used, care 
must be taken to understand the exact physiological mecha- 
nism that is to be altered by the drugs, and efforts must be 
made to avoid potentially fatal iatrogenic drug interactions”’ 


(3). 
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M. VERNON OrDIWaY, M.D. 
Ridgway, Pa. 


On Assessing the Usefulness of the PANESS 


Sir: I found the Clinical and Research Report entitled 
‘Clinical Usefulness of the NIMH Physical and Neurologi- 
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ty. Our purpose was not to modify the instrument but to as- 
certain its diagnostic utility. Obviously, not all items dis- 


cal Examination for Soft Signs” by Janet A. Camp, M.Phil., 
~And associates (March 1978 issue) particularly distressing. 


The readers of the Journal will be turned off to a diag- 
nostic tool (PANESS) because of negative conclusions 
drawn by the authors on the basis of a woefully inadequate 
study. In fact, the only valid conclusion that can be drawn 
from the study is that we simply do not know the clinical 
usefulness of the PANESS as a diagnostic tool. 

In comparing normal and hyperactive children with re- 
spect to their PANESS performance, the authors indiscrimi- 
nately and without justification lumped together 56 scores 
representing most of the items comprising PANESS. Is it 
reasonable to expect that every one of 56 responses to a 
neurological test battery is equally discriminative of diag- 
nostic groups, or discriminative in the same direction? This 
is the assumption that must underlie the authors’ Jumping 
of the subjects’ test scores. 

In fact, it was not necessary to lump these scores in order 
to make comparisons between groups. Multivariate statisti- 
cal procedures permit comparisons of groups simultaneously 
along more than one dimension. Individual scores (items) are 
weighted by these procedures so that optimum separation of 
groups is achieved. The proper statistical procedure for the 
Camp and associates study is discriminant analysis or multi- 
variate analysis of variance. In an article on ‘‘Anomalies of 
Motor Development in Hyperactive Boys’’ Denckla and Ru- 
del (1) arrived at very different conclusions from those of 
Camp and associates, as an example of the application of this 
procedure. 

Suppose we did accept the authors’ use of the lumping 
procedure and the t test statistic as the valid method of group 
comparison (neither procedure is, in fact, valid). Out of the 7 
age groups for which hyperactives and normals were com- 
pared, the Ns for 5 of the hyperactive groups were 2, 5, 4, 2, 
and 0. Reliable statistical conclusions simply cannot be 
drawn on the basis of such small samples using t tests. Final- 
ly, the authors did not discuss their finding of a significant 
difference in the opposite direction from that predicted. It 
may be an artifact of the multiple t test procedure (some sig- 
nificant differences can be expected by chance when many t 
test comparisons are made), but at least it should have 
caused the authors to pause and consider the validity of their 
approach to the validation of the PANESS. 
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MELINDA BROMAN, PH.D. 
New York, N.Y. 


Ms. Camp and Dr. Bialer Reply 


Sır: Dr. Broman’s statement that ‘‘the only valid con- 
clusion. . . is that we simply do not know the clinical useful- 
ness of the PANESS as a diagnostic tool’ is precisely the 
point of our paper, as was clearly stated in our last para- 
graph. Our intent was in fact to “‘turn off’ psychiatrists from 
using the PANESS as a diagnostic tool until its validity is 
demonstrated. Our data, in conjunction with those of Werry 
and Aman (1), are meant to caution physicians against ac- 
cepting this instrument prematurely. 

The PANESS is a first attempt at a standardized soft sign 
examination and is intended to be administered in its entire- 


+ 
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criminate equally well, as an initial stepwise multiple regres- 
sion analysis of our data indicated. However, items that do 
discriminate would of necessity raise the total scores of hy- 
perkinetic children. The PANESS items represent a cross- 
section of typical soft sign examinations. Consequently, they 
cannot validly discriminate in the “‘opposite direction,” as 
Dr. Broman suggests, since by definition an item is not con- 
sidered a clinical soft sign if it is present in normal children. 
Thus, if the instrument were valid, the total score measure 
would in fact reflect the higher incidence of soft signs in hy- 
perkinetic children. 

The small sample size in a number of the hyperkinetic age 
level groups underscores the diagnostjc problem with the 
PANESS. The practicing physician wishing to use the exam- 
ination diagnostically is dealing with a single child. Any soft 
sign instrument that shows statistical differences based on 
large samples but cannot detect the presence of these signs 
in an individual case is worse than useless for diagnostic pur- 
poses. Although our study may be statistically inelegant, our 
findings remain both statistically and practically correct: The 
PANESS in its current form is an inadequate diagnostic tool 
for the practicing psychiatrist or pediatrician. 
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JANET A. Camp, M.PHIL. 
Irv BIacer, PH.D. 
Stony Brook, N.Y. 


Postprandial ECG 


Sir: I have a question regarding the article “Factors Influ- 
encing Phenothiazine-Induced ECG Changes’? (January 
1978 issue) by Henry A. Nasrallah, M.D. Should not the 
‘‘obvious implications’’ of the provocative effect of food in- 
take be that the ECG should be done postprandially at a time 
when the blood glucose level is likely to be maximal? Under 
these conditions, which are analogous to the glucose toler- 
ance test in diabetes, any risk to the patient from a food-drug 
interaction would probably be revealed. 


A.A. SCHIFF, M.R.C.S. 
Twickenhuns England 


Dr. Nasrallah Replies 


Sir: A fasting pretreatment ECG remains the best baseline 
measurement with which to compare subsequent ECGs, 
whether postprandial, posttreatment, or both. If the intent ts 
to observe the phenothiazine effects alone. then the post- 
treatment ECG must be measured in the fasting state. 

Both food intake and phenothiazine treatment can pro- 
duce benign ECG changes that are reversible by an over- 
night fast (1, 2). An increase in intracellular-extracellular K * 
ratio has been suggested to mediate both (3). Thus, Dr, 
Schiffs suggestion is well taken in that the occurrence of 
ECG changes postprandially before phenothiazine’ treatment 
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might be predictive of similar ECG changes after phenothia- 
zine treatment. However, I believe that the overnight fast is 
more useful in detecting persistent ECG abnormalities, 
which, if not reversed by K* intake (4), can portend higher 
risk for phenothiazine-induced arrhythmias. 
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HENRY A. NASRALLAH, M.D. 
La Jolla, Calif. 


Cardiovascular Excitability and Emotional Stress 


Sir: In his article *‘Emotional Causes of Sudden Death” 
(December 1977 issue) Joel E. Dimsdale, M.D., reviewed 
several papers which showed that the cardiovascular system 
may respond to emotional stress in an unfavorable way even 
in healthy individuals. 

Our studies of attitude change in neurotic patients under 
different degrees of emotional arousal yielded a result that 
may have some relevance to Dr. Dimsdale’s article. We dis- 
cussed therapeutically relevant topics with patients who 
were artificially aroused through inhalation of adrenaline. We 
found that these patients exhibited significantly greater car- 
diac lability when those topics were introduced in a sub- 
sequent drug-free session than did patients who had been 
treated in the same way but with a placebo inhalant (1). 

This finding suggests that a person can be conditioned to a 
state of heightened cardiovascular excitability by a topic 
even if this state was originally triggered by a different mech- 
anism and only accidentally became associated with the top- 
ic. Therefore, it is possible that those persons who experi- 
ence frequent stressful situations develop excitatory cardio- 
vascular responses not only to the actual stress situations, 
but coincidentally to other situations which had only mini- 
mally affected the autonomic nervous system. In such cases, 
the resulting damage to the cardiovascular system could 
greatly exceed the amount expected from the summation of 
the individual stress situations. 
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RUDOLF HOEHN-SarRic, M.D. 
Baltimore, Md. 


Dr. Dimsdale Replies 


Sir: I appreciate Dr. Hoehn-Saric’s calling his work to my 
attention. The evidence relating emotional factors to heart 
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disease is, as I indicated in my review, particularly com- 
pelling because of the convergence of findings from differe 
approaches. The major thrust of Dr. Hoehn-Saric’s work 
was to investigate attitude change in psychiatric patients 
who were exposed to physiological arousal by adrenaline in- 
halation (1). A serendipitous but important finding was that 
combining adrenaline inhalation with discussion of therapeu- 
tically relevant topics resulted in the patient’s ‘‘learning’’ a 
response of autonomic arousal when later confronted with 
the same topics. This arousal was manifested by significant 
changes in heart rate variability while the patient was dis- 
cussing the focal topic, even when no adrenaline was in- 
haled. 

This work is a logical progression of one of the studies 
quoted in my review. Newton and Gantt (2) demonstrated in 
dogs that a persistent change in heart rate could be learned 
after a single conditioning situation. 

We tend to regard the autonomic nervous system response 
to emotion as an automatic consequence of arousal as op- 
posed to a learned response. Recent work on conditioning 
the autonomic nervous system (3) is frequently perceived as 
a radical innovation in normal physiology. The intriguing im- 
plication of Hoehn-Saric’s work is that such ‘‘learning’’ in 
the autonomic nervous system is the norm, not the ex- 
ception, that biofeedback occurs in daily life. 
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JOEL E. DIMSDALE, M.D. 
Boston, Mass. 


Prescription Drug-Induced Organic Brain Syndrome 


Sir: We were very interested in the Clinical and Research 
Report ‘‘Prescription Drug-Induced Organic Brain Syn- 
drome” by Toshihiko Maruta, M.D. (March 1978 issue) be- 
cause we were recently baffled by a similar case. 

A 37-year-old truck driver was transferred to our hospital 
from another psychiatric facility for a full neurological work- 
up and further psychiatric care. He had been at the other 
facility for approximately two months and had been ill for 
two months before that. The main symptoms of his illness 
were sudden work avoidance (with a record of 15 years with 
the same company), withdrawal, crying spells, episodes of 
staying in bed, and, finally, suicide threats, which prompted 
his involuntary hospitalization. Over this four-month period 
(two as a private psychiatric outpatient and two as an in- 
patient), the patient had received a total of nine different 
medications—tranylcypromine, imipramine, desipramine, 
amitriptyline, perphenazine, chlorpromazine, haloperidol, 
flurazepam, and biperiden—at different tomes with no change 
in his condition. In fact, before he was transferred to our 
unit, the patient had had decreased mobility, slurred speech, 
marked blepharospasm, loss of tongue movement, left facial 
weakness, confusion, disorientation, and decreased cogni- 
tive functioning. In short, he was believed to have had a ce- 
rebro-vascular accident. Prior to his symptoms that began 
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five months earlier, this patient had never visited a psychia- 


f ~trist or shown symptoms indicating that he should. 
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Under our care, the patient was taken off all drug therapy, 
which at that time consisted of haloperidol, desipramine, and 
biperiden. The results of the neurological workup, which in- 
cluded electroencephalography, skull series, brain scan, and 
CAT scan, were all negative except for the EEG, which 
showed some focal slowing of the postereotemporal and oc- 
cipital regions on the left. The patient began to improve, 
showing normal mobility, more spontaneous coherent 
speech, increased interest in himself and his surroundings, 
and general improvement in his cognitive functioning. A se- 
ries of three more EEGs was done over the ensuing 22 days 
with a gradual return to normalcy by the time the last one 
was done. The patient maintained his improvement, and was 
discharged without medications on the 24th hospitalization 
day. Three weeks later he was back at work. 

This patient may well have undergone the full episode of 
depression with return to mental health despite all treatment; 
however, we feel that the prescription drugs, especially the use 
of polypharmacy, clouded and augmented his illness. This 
points out the necessity for regular review of medications 
and the justifications for them. 


WINSTON W. SHEN, M.D. 
ANGELA M. Woop, M.D. 
New Orleans, La. 


Psychopathology of the Team Concept 


Sir: I would like to comment and expand on a point dis- 
cussed in the article ‘‘Becoming an Administrator: The Vi- 
cissitudes of Middle Management in Mental Health Organi- 
zations’’ (March 1978 issue) by David M. Dressler, M.D. 

The treatment team, which should be or once was a useful 
therapeutic modality in psychiatry, has been misused, dis- 
torted, and politically exploited. As with other therapeutic 
modalities, the improper use of the team concept can have 
detrimental, or even fatal, side effects. 

In a treatment facility like Napa State Hospital, the mem- 
bers of the treatment team are the psychiatric technician, 
social worker, psychologist, rehabilitation therapist, occupa- 
tional therapist, and other lay personnel. The ward psychia- 
trist or physician then acts as supervisor of the treatment 
team. However, the supervisory capacity of the psychiatrist 
has been undermined by the use of vague terminology such 
as ‘“‘member of. . .” or ‘“consultant to the treatment team.” 
The function of the physician has been further confused by 
PRU 57, which does not adequately define the roles of ad- 
ministrators or team leaders when they are nonmedical pro- 
fessionals. Moreover, the addition of the ‘‘team leader” 
(based on the “‘herd’’ concept of the social scientist; that is, 
the strongest in the herd is the leader) has further obscured 
the supervisory role of the psychiatrist. Unfortunately, the 
homogenous ‘‘wild herd” does not have specialty members 
or licensure restrictions. 

There are many ways in which the treatment team can be- 
come pathologic. The psychiatrist may merge imperceptibly 
with the treatmenteteam and lose his identity. When this hap- 
pens, the psychiatrist can no longer function to monitor psy- 
chiatric treatment. Conversely, the team members may lose 
their identities. There is overlapping of the roles of the vari- 
ous disciplines, or there is blurring or loss of ego boundaries. 
(The team members begin to respond to stimuli within the 
team rather than to external stimuli—that is, to the patient, 
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who can no longer be viewed objectively.) This resembles 
the autistic thinking of the psychotic. Reality testing has be- 
come impaired. 

The team member may fail, by omission or commission, to 
give the feedback of his own specialty or discipline. The 
team member may cross boundaries and dominate other dis- 
ciplines, suppressing important feedback from those dis- 
ciplines, thus misleading the team. It is here that the mon- 
itory capacity of the psychiatrist or ward physician should 
come in. 

With regard to the team leader, the position of coordinator 
can be misused, and a supervisory and decision-making posi- 
tion be assumed. When a nonphysician team leader starts 
making decisions for the group, the danger of pathological 
decisions exists, especially if the prgcess cannot be con- 
trolled by the supervisory capacity of the psychiatrist. 

The psychiatrist’s or ward physician’s supervisory role 
has been blurred by the addition of the team leader and lay 
administrator. This has weakened and confused the physi- 
cian’s supervisory role. Is this a political maneuver of the 
paramedical workers to gain control and power in the mental 
health field? When the physician is a weak supervisor, he 
can easily be overruled by a strong team leader or the rest of 
the treatment team. Pathologic coalition and conniving can- 
not be halted if the psychiatrist is given one vote in the treat- 
ment team. On the other hand, the treatment team can be 
addicting to the physician; more and more he relies on the 
treatment team and no longer uses his discretion, ignoring 
even his legal responsibilities. 

When the psychiatrist or ward physician becomes too dom- 
inant, he may suppress the initiative, enthusiasm. and moti- 
vation of the team members. In order to avoid this situation, 
it would be advantageous to have another psychiatrist or 
physician available for consultation. However, with PRU 57. 
the physicians have been so isolated from each other, espe- 
cially under nonmedical program directors. that there is no 
mechanism for mutual feedback and peer review. Is this an- 
other political exploitation of the system? 

The addition of lay administrators, which is due to the lack 
of doctors, has made the team concept more complex. The 
Original purpose of the lay administrator was to assist the 
physician in his administrative duties so that the physician 
could devote more time to clinical work. PRU 57 has allowed 
the lay administrator to supervise psychiatric technicians, 
social workers, psychologists, and rehabilitation therapists. 
This supervisory capacity has been misused and has now ex- 
tended to the treatment team and to the physician. Occasion- 
ally, lay administrators have even overruled the team deci- 
sions and the clinical decisions of the physician. The lay au- 
ministrator may become a dictator in his own program, 
ignoring the treatment needs of the patient. ° 

Another difficulty is that the educational background of 
the lay administrator may not be adequate to allow him to 
perform peer review of some of the professionals he super- 
vises. For example, a program director who is a social work- 
er cannot perform peer review for a psychologist. The sys- 
tem becomes more implausible when the nonmedical pro- 
gram director has no one to review his work: PRU 57 has no 
built-in mechanism to review the program director’s work. 

The only solution to the problems of the pathologic treat- 
ment team is to start redefining roles of various treatment 
team members. As for PRU 57, it should be either revised or 
discarded. 


MARIANO A. Favis, JR., M.D. 
Napa, Calif. 
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Dr. Dressler Replies 


Sir: The letter by Dr. Favis raises important issues con- 
cerning the design and operation of clinical management 
teams and, more importantly, the role of psychiatrists in 
multidisciplinary organizations. The team concept can be ex- 
tremely valuable when patients have multiple problems and 
when organizations are structurally complex, with many 
staff members and diverse decentralized programs. Although 
the leader of the team need not be a psychiatrist, his role 
relationship to team members and the sponsoring organiza- 
tion needs to be clearly and appropriately defined with re- 
spect to level of responsibility and authority (1). The psychi- 
atrist may serve as a primary care clinician, medical back-up 
physician, team leader, clinical supervisor, or consultant. 
Although he may function in more than one capacity, vague 
or contradictory role definitions lead to ineffective team 
functioning, which ultimately has an adverse effect on the 
quality of patient care. 

The role of psychiatrists in mental health organizations is 
undergoing significant change at the present time. Other pro- 
fessional disciplines are demanding a more significant role in 
decision-making processes affecting patient care, thereby 
challenging the traditional autonomous prerogatives of the 
psychiatrist. Although these changes may be to some extent 
both reasonable and appropriate, the psychiatrist will gradu- 
ally lose his central position as a health care provider unless 
he is willing to assume positions of significant responsibility 
in mental health organizations. Unfortunately, consumer 
pressures and governmental regulations seem to be opposing 
this objective. Improved public relations on the part of con- 
cerned groups such as APA and increased emphasis on men- 
tal health administration in residency training programs may 
help to reverse this trend. 
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Davip M. DRESSLER, M.D. 
New Britain, Conn. 


Usefulness of Lithium for Aggressiveness 


Sir: Four years ago I published a report on the usefulness 
of lithium in aggressive prisoners (1). However, subsequent 
clinical reports have attested to the effectiveness of lithium 
in preventing aggressive outbursts (2, 3). The composition of 
groups studied has varied, including subjects with chronic 
psychosis, personality disorder, brain injury, and epilepsy. 
Furthermore, aggressive children with various diagnoses 
have been noted to improve with lithium administration. In 
the face of an array of clinical diagnoses, common under- 
lying features have been suggested and include 1) undiag- 
nosed, atypical affective disorder, 2) family history of af- 
fective illness, and 3) affective elements apparent in the ill- 
néss. Traditional diagnosis alone will not be enough, nor is a 
description centered on affective illness likely to be com- 
plete. Rather, I would suggest that there is a common under- 
lying neuropsychological disturbance which is behaviorally 
manifested in the following ways: 1) extreme stimulus sensi- 
tivity—a ‘‘bairtrigger,’’ 2) the inability to reflect on the 
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meaning or intent of the stimulus, i.e., the lack of reflec- 


tive, introspective review to assess accidental or purposeful y 


attack, and 3) maximal response—little capacity to modulate 
the expression of anger. 

In cases I have seen, the absence of the capacity for reflec- 
tive consideration of the meaning of the stimulus seems to be 
most important. After lithium was given the person still re- 
tained some stimulus sensitivity, although it was reduced, 
and could on occasion be angry and even violent. However, 
the intervening step of reflective consideration of the appro- 
priateness of a violent response had been strengthened, al- 
lowing the person to constructively review the nature and 
setting of the stimulus. 

Since these three characteristics do not imply any psychi- 
atric diagnosis per se, they form a behavioral triad that may 
be worthy of further investigation and may be useful in iden- 
tifying these individuals with explosive violence who might 
benefit from lithium. Furthermore, these descriptions may 
suggest a basic strategy for study of these explosively violent 
individuals. 

I offer these suggestions not as a final definition of a lith- 
jum-responsive, violent population but rather as a point for 
future investigation in this important area. 
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Joe P. Turpin, M.D. 
Sacramento, Calif. 


Correction 


In ““Obesity and Psychoanalysis” by Colleen Rand, Ph.D., 
and Albert J. Stunkard, M.D., in the May 1978 issue, the 
last sentence of the precis is incorrect. The decrease in the 
percentage of obese patients suffering from body image dis- 
paragement was from 40% to 14%. Also, in the section Body 
Image Disparagement, the second sentence of the second 
paragraph should read, ““Twenty-nine obese patients re- 
ported severe and 35 mild body image disparagement... .”’ 

There was an error in the reference list for “Sudden Infant 
Death Syndrome: Impact on Families and a Direction for 
Change” by Stanley E. Weinstein, M.S.W., in the July 1978 
issue. Reference 4 should be ‘‘Bergman AB: A Study in the 
Management of Sudden Infant Death Syndrome in the 
United States. Seattle, Children’s Orthopedic Hospital and 
Medical Center and the University of Washington School of 
Public Health and Community Medicine, 1973, p 11.” 

The Official Actions section of the August 1978 issue (p. 
1028) carried the heading ““The American Board of Psychia- 
try and Neurology Commission on Certfficatfon in Admini- 
strative Psychiatry.” The Commission on Certification in 
Administrative Psychiatry is not part of the American Board 
of Psychiatry and Neurology but a component of the Ameri- 
can Psychiatric Association. 

The staff regrets these errors. 
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Psychopharmacology: A Generation of Progress, edited by 
Morris A. Lipton, Alberto DiMascio, and Keith F. Killam. 
New York, N.Y., Raven Press, 1978, 1,731 pp., $49.50. 


The purpose of this all-encompassing volume is well stated 
In its preface, which notes that it was developed by the 
American College of Neuropsychopharmacology for the pur- 
pose of providing a comprehensive survey of progress in that 
field. The reader who even scans the book will see that it 
performs this function particularly well. 

Even a glance at the contents reminds us of the inroads the 
relatively new science of neuropsychopharmacology has 
made. To most of us it is a reminder that we have much— 
very much—to learn if we are to be competent in the under- 
standing and use of these agents. The psychotropic drugs 
burst on the scene less than a quarter of a century ago, and 
for many psychiatrists their use for a while was empirical. 
There is no longer an excuse for this; the user now is re- 
quired to be well acquainted with the uses and the possible 
abuses of these pharmacological agents. The drugs in ques- 
tion were the first really effective additions to the psychia- 
trist’s therapeutic armamentarium. They are powerful 
agents, and expertise is required in their use lest the last con- 
dition of the patient be worse than the first. 

The entire field is covered in this volume, beginning with 
the ethics of the use of the drugs, their biochemical bases, 
and their clinical utilization. Next, the mechanism of their 
action Is reviewed on a basic molecular level, and the known 
biochemical and pharmacological actions involved in initiat- 
ing or regulating neuronal transmission are explained. 

Data are presented on the use and the role of psychotropic 
drugs in the overall treatment program for various categories 
of emotionally and mentally ill patients. No excessive claims 
are made for these medications, individual variations in re- 
sponses to them are recognized, and some reasons are sug- 
gested for their actions. 

Even to mention the subheadings in this extensive volume 
would require more space than we have here at our disposal. 
Starting with a historical overview by the editors and fol- 
lowed by a chapter titled ‘In the Service of Psycho- 
pharmacology Research: The Psychopharmacology Service 
Center-Psychopharmacology Research Branch (NIMH) Pro- 
gram 1956-1976” by Jerome Levine, the chapters follow as 
they should, i.e., ‘Strategies of Basic Research” by Sey- 
mour Kety and ‘‘Strategies in Clinical Psychopharmacol- 
ogy’ by Heinz Lehmann. The mention of the names of 
these authors and those of other chapters in the section 
titled Neuroanatomical, Histochemical, and Neurophys- 
iological Mechanisms of Drug Action would convince the 
reader that he qr she is being instructed by experts. 

The final segment of the book considers a few of the haz- 
ards associated with these powerful new agents along with a 
consideration of drugs that have been around for a Jong time 
and are often subject to misuse. A chapter on “Opiate Re- 
ceptors and Opioid Peptides: A Ten-Year Overview” by Av- 
ram Goldstein is worthy of special note, as is a chapter on 


‘‘Cannabis: A Review of Progress,” by Louis Harris. The 
neurophysiology and neurochemistry of barbiturates and al- 
cohol are reviewed by Michiko Okamoto. 

Nancy Mello gives an authoritative statement on *‘Alco- 
holism and the Behavioral Pharmacology of Alcohol: 1967- 
1977,” and Roger Meyer discusses the ‘“Behavioral Pharma- 
cology of Marihuana.” Both of these are especially well 
done, but the same can be said of most of the other chapters. 
Apparently, nothing that has to do with psychopharmacol- 
ogy was forgotten. A reviewer is at his wit’s end trying to 
even mention some of the excellent material contained in 
the volume. Pediatric psychopharmacology. geriatric psy- 
chopharmacology—you name it, it is all here. with notable 
stops to discuss clinical research, drug assessments. toxi- 
cology, and side effects. Taken together, a review of the 
subjects covered in this book would necessitate another vol- 
ume of similar heft (1,731 pages!). 

One thing I am sure of—the completeness of the work. It 
definitely encompasses a ‘‘generation of progress.’” It Is a 
reference book that will be consulted for years to come. | 
can also state without fear of contradiction that no library 
concerned with any aspect of pharmacology would be com- 
plete without it. It was a prodigious task to get materials and 
authors together -and properly orchestrate them. All con- 
cerned should be complimented. The volume is enthusiasti- 
cally recommended. 


F.J.B. 


Adaptation to Life, by George E. Vaillant. Boston, Mass., 
Little, Brown and Co., 1977, 396 pp., $9.95. 


This book describes the results of a 30-year follow-up 
study of adult development. The study began in 1938, when 
the men studied were college students at Harvard Universi- 
ty. Dr. Vaillant has been able to follow 95 of the original 268 
subjects. These men were interviewed approximately 30 
years after they started college in the late 1930s and early 
1940s. Dr. Vaillant had access to all of the information that 
was collected during the subjects’ college years and during 
the intervening years, but most of the book is dedicated to 
describing his own follow-up interviews. 

Dr. Vaillant followed his subjects literally to the four cor- 
ners of the United States. These are fascinating men who 
comprise the upper crust of our society. Each has his own 
individual pattern of development, making it impossible to 
group them by types. They have characteristics that make 
them, at times, interesting, creative, intelligent, open-mind- 
ed, and invigorating. At other times they come across as de- 
pressed, pathetic, prejudiced, and full of psychopathology. 
Obviously, they represent a continuous mixture of all of the 
above. 

The book is aimed at the psychologically aware and in- 
telligent reader. It presents, in the best of Robert White’s 
Lives in Progress (1) tradition, the complexity of man and his 
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internal and external environments. It is extremely well writ- 
ten, flows easily, and presents the people whom Dr. Vaillant 
studied well and with little jargon. I believe that at times Dr. 
Vaillant’s fear of alienating the intelligent public runs away 
with him. For example, he describes the two defense mecha- 
nisms of dissociation and projection used by one of his sub- 
jects and adds, ‘“These clumsy psychiatric terms are defined 
in Appendix A; in this chapter, argot will be translated into 
English” (p. 16; my italics). 

The book’s major weakness is also its strength. It presents 
the lives of these Harvard men well, in readable fashion, and 
makes one believe that what happens in childhood counts 
later in life. Its weakness lies in the fact that there is no seri- 
ous attempt to discuss the study’s findings in the general 
context of the behayioral and social sciences. The scholarly 
review is weak, and the discussion of concepts of mental 
health is one-sided, value-laden, and superficial. 

Dr. Vaillant seems to shy away from any serious attempt 
to validate his clinical observations by the usual methods of 
rating scales, psychological testing, pencil and paper tests, 
ratings of the interviews, or behavioral observations of oth- 
ers (e.g., spouses). He is obviously familiar with these psy- 
chological techniques, and he had enough subjects to make 
the use of other observational methods possible. I do not 
know why he elected not to do so. I believe that scientifically 
(from my biased perspective), it would have made Adapta- 
tion to Life a better book. One simple rating that would have 
been interesting is the self-rating of the interviewer of the 
subjects (Dr. Vaillant). It seems to me that what is called 
counter-transference in the therapeutic area ran rampant 
through the interviews. Ratings such as ‘‘How likable was 
the subject?” and ‘‘How warm, distant, anxious, depressed, 
confused, fatherly, motherly, the interviewer felt toward his 
subjects right after the interview and a week later’’ would 
have helped to objectify the observations. The lack of an 
index adds to the feeling that this is not a scientific treatise. 

Returning full circle to my earlier statement, the above 
weakness might have strengthened the book for certain read- 
ers. It is easy to recommend Dr. Vaillant’s book to anyone 
interested in the developmental psychology of adults. It is a 
worthwhile addition to the literature, and it is exceptionally 
well written. 
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DANIEL OFFER, M.D. 
Chicago, Ill. 


Clinical Psychopharmacology, edited by Jerrold G. Bern- 
stein, M.D. Littleton, Mass., PSG Publishing Co., 1978, 154 
pp., $20.00. 


During the past decade a plethora of books on psycho- 
pharmacology have appeared. They vary from excellent 
textbooks to volumes summarizing and elucidating relevant 
psychopharmacological research to practical workbooks for 
the busy clinician (1-3). This small volume is a compilation 
of papers presented at a symposium held in Boston. Dr. 
Bernstein has done a fine job in editing this volume; all of the 
chapters are very readable and hold the reader’s interest 
throughout. 

The book begins with an overview of the biological basis 
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of mental illness by Seymour Kety. Dr. Kety takes a histori- 


cal tour through the findings that form the biological basis of, y 


psychiatry. He surveys both genetic and chemical data to 
demonstrate that mental illness has organic determinants, 
but he does not lose the reader in technical biochemical for- 
mulations. 

Dr. Jonathan Cole’s chapter on antianxiety drugs also re- 
views the biochemical basis of these medications. He ex- 
plains how animal models are used to test the properties of 
antianxiety drugs. Clinicians who use minor tranquilizers 
should be aware of the laboratory basis for studying the’ be- 
havioral properties of these medications. Although there are 
many references to comparison of these medications with 
placebo effects, one omission in this volume involves the 
specific issues of placebo phenomena. Dr. Cole ends his 
chapter with a clinical reminder of the often forgotten noxious 
effects of minor tranquilizers. An unusual side effect of ben- 
zodiazepines, for example, is hostile, irritable behavior. 

David Greenblatt’s chapter on insomnia is complemented 
by useful, easy-to-read tables. He provides a nice overview 
of the medical and psychiatric causes of sleep disturbance.. 
He also clearly discusses the various advantages and diffi- 
culties of commonly used hypnotics. One area not covered is 
how to take a careful sleep history to rule out such other 
sleep disorders as sleep apnea and narcolepsy (4). 

Dr. Bernstein’s chapter on the chemotherapy of psychosis 
provides an overview of neuroleptic medication. He offers 
facts about the side effects of these medications and outlines 
the various phases of antipsychotic drug treatment of severe- 
ly ill psychiatric patients. Dr. Alberto DiMascio’s chapter on 
long-acting psychotropic drugs complements the previous 
chapter on the acute psychoses. 

Dr. Gerald Klerman’s contribution on the psycho- 
pharmacological treatment of depression is very interesting. 
He discusses the incidence of depression and especially the 
increased frequency of this disorder in women. His brief dis- 
cussion of available treatments for mood disorders provides 
a balanced overview of psychological, social, and organic 
interventions. Dr. Bernard Levy’s discussion of atypical 
manic-depressive illness takes into account Adolf Meyer’s 
observation that manic-depressive disease has a multi- 
faceted presentation. Excellent clinical examples of syn- 
dromes of acute psychosis in adolescence, recurrent para- 
noid psychosis, and recurrent depressions in very successful 
individuals remind the reader that bipolar illness can occur in 
various forms. Dr. Keith Conner and Dr. Rachel Gittelman- 
Klein provide two chapters on psychopharmacology of chil- 
dren. Their chapters overlap in content but provide informa- 
tion about the approach to the pharmacological treatment of 
childhood disorders, with emphasis on childhood depres- 
sions as well as hyperkinetic phenomena. 

A chapter on the medical aspects of psychotropic drugs 
includes commonly seen side effects of these medications. 
Part of the difficulty with publishing a book on psycho- 
pharmacology is the rapid advancement of knowledge in this 
field. This chapter is already outdated because of a recent 
study by Burckhardt and associates (5) showing a persistent 
at-rest tachycardia in patients receiving tricyclic medication. 
However, the data provided in this chapter are generally 
useful to clinicians. It would have been kelpfel if information 
about the hepatotoxic effects of these medications had been 
included. The book concludes with chapters on drug abuse 
and its management and a brief statement on the patient’s 
right to know about psychotropic medications. 

This book provides an opportunity to refresh one’s general 
knowledge about psychopharmacology. However, it could 
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"have given over more space to the approach to diagnosis of 

_ psychiatric conditions. Without the ability to diagnose, ratio- 
nal treatment is often difficult. Another useful addition 
would be a further discussion of Donald Klein’s approaches 
to anxiety and depression (6). Despite these omissions, this 
book would be useful for nonpsychiatric physicians, for psy- 
chiatrists who rarely use medication, and for other health 
professionals who are interested in psychopharmacology. Its 
readability and size also make it useful for medical students. 
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THOMAS N. WISE, M.D. 
Falls Church, Va. 


Research on the Effects of Television Advertising on Children: 
A Review of the Literature and Recommendations for Future 
Research. Report Prepared for the National Science Founda- 
tion and Research Applied to National Needs (RANN). Wash- 
ington, D.C., U.S. Government Printing Office, 1977, 229 
pp., $3.75 (paper). 


This is an extensive and quite technical research report 
summarizing the present state of research and knowledge re- 
garding television advertising as it affects children. It recom- 
mends a plan of future research on the subject. A definitive 
verdict about the effects of television advertising on children 
is disclaimed, but any intelligent reader will draw some con- 
clusions from the material presented. 

Questions about the effects of television on children have 
concerned professionals and parents for the last two dec- 
ades. Considerably more attention has been given to the ef- 
fects of television violence on children, at least in journals 
directed toward health professionals. Articles on the subject of 
violence are numerous and often impassioned—rightfully so, 
since statistics document the fact that by the time they have 
graduated from high school most children will have spent 
more time in front of the television set than in school. Televi- 
sion has become one of the dominant forces affecting devel- 
opment, acculturation, and learning of society’s moral and 
ethical values. 

This report suggests four fundamental concerns that have 
to do with whether the products advertised on television are 
safe, whether the vulnerability of children ts exploited, 
whether the specifig techniques used are deceptive or mis- 
leading to children, and whether the culmulative exposure 
may adversely affect development. As is usual, three groups 
are involved in the debate: industry, government, and con- 
sumer organizations. The report points out that relations 
among these groups have often been contentious. Both in- 
dustry and consumer groups attack the government, but in- 
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dustry tends to complain of too much government inter- 
ference, while consumer groups tend to complain of too 
much timidity on the part of governmental agencies. The 
consumer groups also believe that industry is less concerned 
with the possible harm to children than with selling advertis- 
ing, while industry accuses the consumer groups of being 
self-appointed guardians who do not represent the views of 
the majority of parents. 

By means of a questionnaire survey of interested parties, a 
review of the literature, and consideration of which tssues 
were amenable to empirical testing that might also sub- 
sequently affect national policy, the research group arrived 
at the following list of 10 issues: 1) children’s ability to distin- 
guish television commercials from program materials, 2) the 
influence of format and audiovisual techniques on children’s 
perceptions of commercial messages, 3) source effects and 
self-concept appeals in children’s television advertising, 4) 
the effects of premium offers in children’s television adver- 
tising, 5) violence and unsafe acts in television commercials 
directed toward children, 6) the impact on children of propri- 
etary medicine advertising, 7) the effects on children of tele- 
vision food advertising, 8) the effects of volume and repeti- 
tion of television commercials, 9) the impact of televisicn 
advertising on consumer socialization, and 10) television ad- 
vertising and parent-child relations. 

A chapter of the report is devoted to each of these issues. 
and these chapters become the substance of the report. Al- 
though the chapters vary in length from 6 to 18 pages. each 
consists of an introduction, a discussion of the current regu- 
lations, a discussion of incidence, a discussion of research 
evidence, a summary, and, finally, recommendations for ad- 
ditional research. Thus, although the report is probably 
overly detailed for most readers who have some interest in 
the subject, its structure makes it easy to absorb the general 
ideas without dwelling on all of the particulars. 

In formulating their recommendations for future research 
the authors believe that three levels of action are necessary: 
one to test specific hypotheses, another to document how 
children perceive actual individual commercials, and a third 
to better understand the role of television in children’s lives. 
“Ultimately,” they conclude, *‘the research should lead to 
creation of standardized measures for testing commercials to 
insure that they are truthful, accurate, and fair to children’s 
perceptions.” 

The remainder of the report consists of a technical evalua- 
tion of 21 primary empirical studies of television advertising. 
A statistical summary of the responses to the survey ques- 
tionnaire mentioned above is included. Official guidelines are 
reproduced as they pertain to children. Finally, an extensive 
bibliography is offered for those who might want to read in 
more detail on certain aspects of the report. œ» 

This report will be of particular interest to mental health 
professionals who deal with children, especially those inter- 
ested in child development, child rearing, parent education. 
and primary prevention of mental disorders. 


JOSEPH M. GREEN, M.D. 
Madison, Wis. 


Respectful Treatment: The Human Side of Medical Care, bv 
Martin R. Lipp, M.D. Hagerstown, Md., Harper & Row 
Medical Department, 1977, 222 pp., $11.50 (paper). 


Respect ts the most important value in human relation- 
ships. Everyone knows what is meant by self-respect and 
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respect for others, but both concepts are hard to define. The 
author wryly quotes H.L. Mencken’s cynical definition of 
self-respect as *‘the secure feeling that no one, as yet, is sus- 
picious.’’ Dictionaries have trouble defining the term. The 
Concise Oxford misses the target (‘‘regard with deference, 
esteem, or honor’’) and becomes more meaningful only 
when the definition is made operational (‘‘avoid degrading or 
Insulting or injuring or interfering with or interrupting, treat 
with consideration, spare, refrain from offending or corrupt- 
ing or tempting’’). Perhaps the Declaration of Independence 
comes nearest to capturing the meaning. “All, men are born 
equal’’ may be untrue except as a political ideal or as an 
article of faith, but respect implies a sense of basic human 
equality. 

Lipp’s short book is a highly successful attempt to assist 
the physician in making operational his or her respect for the 
patient, and particularly for patients of psychiatrists in a gen- 
eral teaching hospital. The author is intimately familiar not 
only with acute psychiatric wards but with all those parts of 
a good teaching hospital in which psychiatric advice is 
sought—-major surgical wards, special care units, dialysis 
units, oncology wards, and emergency departments. He 
writes with a firm grasp of the philosophical, theoretical, and 
practical issues that confront the physician assisting in the 
treatment of grossly disabled or disfigured persons, chroni- 
cally or terminally ill patients, and “‘problem patients” of 
, every variety—unreasonable, angry, petulant, overly af- 
fectionate, addicted, psychotic, suicidal, and violent. 

There ts a valuable chapter on the family of the patient, 
and a final chapter (very practically written) concerning the 
necessity of the physician’s having self-respect and the ‘‘oc- 
cupational hazards of physicianhood.”’ The section on psy- 
chotherapy and counseling initially ruffled my feathers, but 
after rereading I found no quarrel with it. The relationship 
between any physician and his or her patient is the powerful 
vehicle of all treatment, and the variously labeled psycho- 
therapies enhance that power in critically important ways— 
yet only weakly. 

The book’s title is apt to be misleading, suggesting another 
motherhood sermon. Lipp even sells himself short in his 
preface-—*‘My primary aim is to provide a handbook in prac- 
tical psychiatry for non-psychiatrists.’’ I would strongly rec- 
ommend the book as valuable or even essential reading for 
all medical students and physicians, including psychiatrists 
of differing orientations and levels of experience. It is cer- 
tainly a must for any psychiatrist working as a consultant in 
an acute general hospital. 


DONALD J. WATTERSON, M.D. 
Vancouver, B.C., Canada 


‘Attention, Voluntary Contraction and Event-Related Cerebral 
Potentials. Progress in Clinical Neurophysiology, Vol. 1, edit- 
ed by John E. Desmedt. Basel, Switzerland, S. ie "1977, 
253 pp., $37.75. 


` Auditory Evoked Potentials in Man: Psychopharmacology 
Correlates of Evoked Potentials. Progress in Clinical Neu- 
rophysiology, Vol. 2, edited by John E. Desmedt. Basel, 
Switzerland, S. Karger, 1977, 207 pp., $37.75. 


In the last two decades a great deal of new and valuable 
information about brain functioning has been obtained by an- 
alyzing the evoked electrical activity recorded from the in- 


tact human scalp. This event-related brain activity has been 
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useful in gaining a better understanding of sensory, per- 
ceptual, and cognitive processes in the human brain. More . 
recently, the recording and analysis of evoked neuroelectric 
activity has provided new diagnostic capabilities to assess 
functional neuropathology. 

The first chapter in volume 1, written by Donchin, Cal- 
laway, Cooper, Desmedt, Goff, Hillyard, and Sutton, repre- 
sents basic methodological criteria for studies of evoked po- 
tentials in man. This is an important contribution that should 
be heeded by every worker in the field. Chapter two, by Des- 
medt, is also about methodological issues and is equally im- 
portant. The next two chapters, by Skinner and Yingling, 
deal specifically with cerebral mechanisms underlying selec- 
tive attention and should definitely be read by all those con- 
cerned with attentional mechanisms. The authors present a 
novel formulation involving a specific gating process at the 
thalamocortical level. This thalamocortical process interacts 
with a lower brain stem reflexive mechanism and results’in 
selective filtering of Sensory experience or reflexive orient- 
ing responses. 

A well-written chapter on the motor and sensory determi- 
nants of slow potentials by Syndulko and Lindsley com- 
pletes the section on selective attention and slow potential 
shifts. This chapter provides an elegant demonstration of the 
influence of motor and sensory factors on cortical slow po- 
tential shifts in man. Although the three papers in this sec- 
tion are all innovative and excellent, the section as a whole 
suffers from the glaring' omission of chapters dealing with 


. recent human data on the relationship between event-related 


potentials and attention. The rest of this volume is composed 
of several well-written chapters on voluntary contraction 
and event-related potentials. 

Volume 2 presents the current state of the neurophysio- 
logical mechanisms involved in far-field and late auditory 
evoked potentials and their clinical uses in man. The various 
chapters in this section will undoubtedly become indispens- 
able reading to all investigators in this field. The chapter by 
Goff and associates is an excellent paper on the neural 
‘sources of short latency components of the auditory evoked 
potential in man. The .clinical applications of auditory 
evoked potentials are discussed in a number of well-written 
chapters (Galambos and Hecox, Starr, Rapin and Schimmel, 
and Peronnet and Michel). These and other chapters will be 
of great interest to those concerned with the use of elec- 
trophysiological techniques to assess brain dysfunction. 

The last section of the book includes three chapters deal- 
ing with the effects of various drugs on evoked potentials in 
man. The chapter by Lader offers a rather brief but valuable . 
discussion of the methodological difficulties encountered in 
using evoked potentials to assess the action of psychotropic 
drugs. Lewis, Dustman, and Beck’s chapter provides a 
unique description of the acute and chronic effects of mari- 
juana intake on cortical function. They present strong: evi- 
dence for the persistent deleterious effects of chronic use of 
relatively small doses of marijuana. The chapter by Saletu is 
an excellent demonstration of the use of evoked potential 
techniques to conduct retrospective and prospective studies 
of the action of psychotropic drugs on the CNS. 

These first two volumes in the series can be considered an 
important contribution to this area oferesearch. However, 
the comprehensiveness of the material and the sequence of 
topics is somewhat enigmatic and leaves something to be de- 
sired. Careful attention should be devoted to the choice and 
logical sequence of subject matter. 

At present these two volumes comprise the most current 
review of some of the most active areas of research dealing 
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with evoked brain potentials in man. As such, these books 
would be most valuable to researchers in these areas and to 


` those interested in using neurophysiological techniques to 


study brain function or to assess brain dysfunction. These 
books have the additional value that most of the contributors 
seem to have spent time considering and elucidating the con- 
ceptual aspects of the work being performed in their areas of 
expertise. These two volumes make a considerable contribu- 
tion to the field of human neurophysiology and provide new 
insights that will be of lasting value. 


HENRI BEGLEITER, M.D. 
Brooklyn, N.Y. 


The Borderline Patient, by Roy R. Grinker, Sr., M.D., and 
Beatrice Werble, Ph.D. New York, N.Y., Jason Aronson, 
1977, 222 pp., $12.50. 


Ten years after the publication of The Borderline Syn- 
drome (1), two of the authors of that major piece of research 
have come forward with its clinical companion. The Border- 
line Patient, which ts based on the research of the previous 
book, has been supplemented by additional work undertaken 
in response to methodological criticism of the earlier study. 
It is intended ‘‘to clarify for the clinical psychiatrist what the 
borderline patient is and what he is not” (p. vi). The authors 
add, ‘‘We wished to describe individual patients so that the 
clinical psychiatrist could more easily diagnose his own pa- 
tients and thereby know their prognosis and appropriate 
treatment if any” (p. 210). 

In approaching the subject of the borderline patient, Grin- 
ker and Werble begin with the firm conviction that the medi- 
cal model, with its emphasis on observation, clinica] descrip- 
tion, diagnosis, and classification, must constitute the foun- 
dation of the science of psychiatry. In addition, they operate 
with two basic assumptions about the borderline syndrome. 
First, they believe that schizophrenia is not equivalent to 
psychosis and that the concept of latent or borderline schizo- 
phrenia is not viable. Second, they believe that their earlier 
research established that borderline patients exhibit a group 
of core phenomena consisting of ‘‘developmental distortions 
of ego functions. These are anger as the main or only affect, 
a defect in attaining and maintaining affectional relation- 
ships, absence of adequate self-identity, and depressive 
loneliness” (p. 7). 

Within this conceptual framework, the authors describe 19 
patients given the diagnosis of borderline and assigned to 
four subgroups. After reviewing the literature and presenting 
thorough case histories of the 19 patients, the authors con- 
sider, in a compact, well-organized chapter, the problem of 
differential diagnosis, a topic all too rarely explored. Al- 
though they consider a case of “‘narcissistic neurosis,” the 
distinction they draw between borderline patients and pa- 
tients with narcissistic character disorders is insufficient. 
Similarly, since the diagnosis of schizo-affective schizophre- 
nia is not discussed in any detail, it is hard to tell how the 
authors differentiate borderline patients from those with 
schizo-affective schizophrenia. 

The book contains a chapter on the family of the border- 
line patient in which the authors acknowledge that the small 
sample size limits the conclusions that can be reached. A 
chapter on follow-up studies leads to the final chapter, which 
explores the ‘‘stable instability’’ that the authors believe to 
be characteristic of these patients. 

The Borderline Patient is well written with a refreshing 
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minimum of poorly defined psychiatric and psychoanalytic 
terms that muddy so much of the literature on this subject. 
Although one could differ with the particular subgroup whicn 
the authors assign some of the patients described, the overall 
effect of their work is to clarify the clinical manifestations of 
this confused and confusing syndrome. 

Striking in this research is the low incidence of the border- 
line syndrome: only 14 of 300 consecutively hospitalized pz- 
tients received this diagnosis. However, both this book and 
The Borderline Syndrome consider only hospitalized pa- 
tients, thus preselecting those with more severe ego defi- 
ciencies; the incidence of the borderline syndrome in non- 
hospitalized patients may be much greater. The psycho- 
dynamic formulations offered with each case description are 
brief, rather superficial, and sometimes not well sub- 
stantiated by the material presented. 

My major serious reservation about this bock grows out of 
the author’s therapeutic nihilism regarding psychotherapy 
with borderline patients, a position apparently reached as a 
result of their follow-up studies. Without elaborating the 
kind of psychotherapy their patients received or presenting 
data to justify their conclusion, they take the position that 
borderline patients ‘‘require direction, control. and educa- 
tion rather than insight, since they do not have the capacity 
to develop a transference neurosis suitable for psycho- 
analytic interpretations” (p. 215). Even if one believes that 
borderline patients do not develop a transference neurosis 
characteristic of classical psychoanalysis, they do develop 
powerful transferences, and, as many writers have con- 
vincingly demonstrated, they are certainly able to utilize 
psychoanalytic interpretations. The authors’ dismissal! of the 
usefulness of insight-oriented psychotherapy with borderline 
patients is unwarranted. 

Grinker and Werble have provided us with a most helpful 
guide to diagnosing the borderline patient, but they are on 
shaky ground when they move from this area into consid- 
eration of appropriate treatment for these patients. 
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DAVID I. JOSEPH, M.D. 
Wasiungton, D.C. 


Child Psychiatry: Treatment and Research, edited by Mae F. 
McMillan, M.D., and Sergio Henao, M.D. New York, N.Y., 
Brunner|Mazel, 1977, 305 pp., $15.00. ə 


A collection of the writings of several authors is often said 
to be the easiest book one can produce. However, this bcok 
is too good to have been collected and edited without hard 
work and struggle. Drs. McMillan and Henao have brought 
into usable and sensible shape a number of s, mposium pre- 
sentations that must have had more roughness and more 
diversity in earlier forms than they have in print. 

Editorial rigor has not homogenized the final product, 
however. The authors’ personal styles persist in the 16 chap- 
ters of the publication—styles ranging from the restrained 
tone of Sally Provence to the witty and erudite review by 
Norman Garmezy to the fragmentary, sophomoric, and 
unorganized commentary of Michael Baizerman. The good 
is mixed with the not so good. Some of the styles and sub- 
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stance of different chapters stand out as essays of extraordi- 
nary merit. Worth the cost of the entire book is the brilliant, 
tightly reasoned, and judicious article by Saul Harrison titled 
“Reassessment of Eclecticism in Child Psychiatric Treat- 
ment.’’ That chapter is praiseworthy through and through. 
For other chapters it is only difference from its neighbors 
that occasionally gives a nearly drab chapter some spiciness, 
imparting a welcome change of pace, as seen, for example, 
in the chapters by Lee Robins and Eric Wish, Judith Waller- 
- stein, Sally Provence, and Ronald Liebman and associates. 
Not even the lingo of public health bureaucracies subdues 
the sprightliness and human glow of Margaret Morgan Law- 
rence’s chapter on inner city families. An example of the 
lingo is her question, “What are the effects of deficits exist- 
ing in mother, infant, family, and community, including defi- 
‘cits in nurturing ovér several generations, on infant-care- 
taker interaction?” (p. 79). “‘Infant-caretaker’’ must mean 
mother-child. Not even the pose of bantam rooster daring 
and dogmatism can salvage much of the chapter on asthma- 
tic children by Ronald Liebman and associates from the 
Philadelphia Child Guidance Clinic, however. More than as- 
sertive oversimplification is required to sell their patriarchal 
product: “‘It changes the role of the father in the family by 
increasing his involvement in a constructive manner.” 
Again, intricate statistical ploys, caveats, and jugglings can- 
not breathe life into the chapter by Robins and Wish, who 
studied a group of 223 black men in their developing ‘‘de- 
viances.’” From page 254 we learn, ‘‘Qualitative relation- 
ships were tested by an age-adjusted actuarial method fol- 
lowed by tests for spuriousness which required holding con- 
stant acts that were presumptive causes of both members of 
a pair of acts as well as the total number of prior acts.” 
`~ Peter Wolff, on the other hand, interestingly supports the 
view that child psychiatrists must look at maturation apart 
from chronological age. Wolff presents material on CNS ma- 
turation and behavioral development that, although not star- 
tlingly novel, is provocative of thought and consistent with 
reason: j 


The left cerebral hemisphere has been characterized 
as processing by focal, analytic, or serial strategies, and 
the right hemisphere as extracting information by the 
diffuse, holistic, gestalt mode or by strategies of ‘‘paral- 
lel’? processing. .. . Such characterizations are only a 
rough approximation of actual conditions, but they have 
the heuristic advantage of grouping. a large number of 
heterogeneous psychological tasks under a few formal 
rules, and of directing research efforts to a functional 
analysis of brain mechanisms. 


The chaptersby Milton Shore is lightly informal but does pro- 
vidé some sustenance. One is assured that Shore has indeed 
been taught a lot by delinquent adolescents; would that the 
same were true of other writers on adolescents in this vol- 
ume. 

Several typographical errors. mar this otherwise attractive 
' piece of work. Page 263 stirs our curiosity with an obvious 
misprint—‘‘female-to-female transsexuals.” Page 144 would 
lead us to believe that Dr. Stickney was succeeded as Com- 
missioner of Mental Health and plaintiff in a class action suit 
in Alabama by an unknown, unheralded figure: ‘‘Wyatt v. 
- Anderholt.”’ 

Overall, this is a worthwhile, far-ranging, and representa- 
tive compendium of the field of child psychiatry. It will not 
be timeless, but we can derive reassurance that as rapidly as 
it has been superseded the scientific footing of child psychia- 
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try will have been strengthened. Its sampling is a good one 
for now. 


PauL L. Apams, M.D. 
Louisville, Ky. 


Endangered Hope: Experiences in Psychiatric Aftercare Facil- 
ities, by David K. Reynolds and Norman L. Farberow. 
Berkeley, Calif., University of California Press, 1977, 180 
pp., $10.95, 


In the introduction to this short informative study the au- 
thors state their intention to explore, using an experiential 
research design, the impact of placement of suicidal patients 
recently treated in an inpatient psychiatric facility into resi- 
dential aftercare facilities. 

One of the authors (David Reynolds), with a case history 
based on his own life history, entered a number of aftercare 
facilities as a ‘‘discharged patient’ to make firsthand obser- 
vations of the facilities and gather data about his own reac- 
tions and the reactions of the owners and residents to him. 
His experiences and the brief experience of one other re- 
searcher are the major focus of the book. From these experi- 
ences, the authors have formulated conclusions and recom- 
mendations regarding this phase of treatment for the suicidal 
patient. 

Despite the authors’ intention, the study offers relatively 
little insight into the specific consequences of placement in 
an aftercare facility on depressed and suicidal patients. 
Rather, the book’s primary value is im highlighting clearly 
the impact of these settings on all mentally ill persons and in 
offering constructive recommendations to those involved in 
these settings as to how they can have a more positive effect 
on the clients. This volume is particularly timely because of 
the current concerns about the process of deinstitutionaliza- 
tion and the need for developing appropriate and effective 
residential settings in the community that can serve as transi- 
tions from the hospital to independent living. 

The authors delineate four stages that characterize the 
process encountered by the discharged patient who enters a 
residential aftercare setting. Although only briefly described, 
the stages of newcomer status, interim phase, membership 
phase, and termination phase are valuable concepts that can 
be used by other researchers in further describing this proc- 
ess. 

There are other important subjects that the authors touch 
on. In some instances they make important contributions to 
our knowledge. These include a description of the role of 
owner-managers that highlights the need for the develop- 
ment of adequate training programs for them, 2) the second- 


‘class status often felt by residents, in comparison with staff, 


and the kinds of staff actions that can decrease the stigma of 
placement in a residential facility, and 3) the conclusion that 
an effective network of residential facilities must include a 
variety of settings in which programs are specifically tar- 
geted for different types of patient problems and for different 
levels of independence. 

Despite this book’s many substantive contributions to our 
knowledge about placement and care in residential aftercare 
facilities, there are some shortcomings thaf call for further 
research and exposition. In only one of the settings was the 
research conducted over a fairly lengthy period of time (four 
weeks). In all other settings, the researcher remained for a 
much briefer period of time. Furthermore, the two research- 


- ers spent time together only in one setting, thereby limiting 
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the opportunity for consensual validation of their observa- 
_ tions, an important methodological consideration. Further 
research of this nature should allow for a longer period of 
placement of the observer-researcher in such a setting to 
more accurately delineate the four stages conceptualized by 
these authors. 

The authors pay insufficient attention to the perceptions of 
the residents about their own reactions to the pseudo-pa- 
tient. In emphasizing the reactions of the owners, I think the 
authors have overlooked an equally important area for 
study. 

In summary, Endangered Hope is a valuable addition to 
our limited existing literature on the experiences of mentally 
ill individuals who require placement in a residential after- 
care setting as part of their treatment plan. In the light of our 
increasing awareness of the need to focus greater attention 
on the problems faced by those with chronic mental dis- 
abilities, it is my hope that further research in this area will 
take place. 


ALLAN BEIGEL, M.D. 
Tucson, Ariz. 


Psychotherapy for Better or Worse: The Problem of Negative 
Effects, by Hans H. Strupp, Suzanne W. Hadley, and Bever- 
ly Gomes-Schwartz. New York, N.Y., Jason Aronson, 1977, 
343 pp., no price listed. 


This volume is devoted to the question of whether psycho- 
therapy can have harmful effects or increase a patient’s suf- 
fering. Those familiar with Dr. Strupp’s previous work will 
not be in the least surprised to find a highly readable, well- 
researched, and well-referenced discussion of this issue. 
They will also find that Dr. Strupp and his colleagues have 
thought of and discussed almost every question that this is- 
sue might bring to mind. 

The book consists essentially of two parts, the first of 
which could be called “Dr. Strupp and His Colleagues’’ and 
the second, ‘‘The Respondents.” There are three main sec- 
tions to the first part: a presentation of the problem of nega- 
tive effects with a discussion of the relevant literature, a de- 
tailed analysis of previous psychotherapy studies relating to 
claims of harmful or negative effects, and the proposal of a 
model for evaluating the mental health and psychotherapy 
experience of a patient. 

This model, called the ‘‘tripartite model’? by Strupp, is 
based on the fact that three major parties are concerned with 
a patient: society (including significant people in the pa- 
tient’s life), the individual patient, and the mental health pro- 
fessional. From these three he obtains three readings of the 
state of a patient, and these three readings make up what he 
calls the BWS configuration: B is society’s perspective, con- 
cerned principally with the adaptive qualities of the behavior 
of the patient; W is the individual’s own sense of well-being; 
and S is the evaluation of the mental health professional, 
who bases judgment on an assessment of psychological struc- 
ture. Strupp says that these dimensions should be consid- 
ered simultaneously in evaluating mental health and changes 
related to psychotherapy. 

The authors make clear in their analysis of previous stud- 
ies that almost every study has had some serious flaws, and 
the only study that they feel fulfills certain criteria in terms of 
selection, methodology, design, etc., found a very low rate 
of negative effects. 
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The second part of the book is in some ways even more 
enjoyable and stimulating than the first. It consists of the 
replies of a number of well-known people in the fields of psy- 
chiatry and psychology to a letter sent to them by Dr. 
Strupp. In his brief letter he asked them to respond to three 
questions that can be summarized as follows: 1) Is there a 
problem of negative effects in psychotherapy? 2) If so. what 
would constitute a negative effect? 3) Which factors do you 
consider mainly responsible for a negative effect? 

The replies of 70 respondents are printed here, and there is 
a chapter discussing the ‘‘expert’s opinions. The replies 
vary in length from five lines to Paul Meehl’s 16 pages. and 
they are all well worth reading. 

Certain points emerge repeatedly, to the extent that I think 
it is fair to speak of a consensus among psychotherapists. 
Abram Kardiner wrote in My Analysis with Freud (1), 
“Freud was always infuriated whenever I would say to him 
that you could not do harm with psychoanalysis. He said. 
‘When you say that, you also say that it cannot do any good. 
Because if you cannot do any harm, how can you do 
good?’ °” This opinion seems to be shared by most of the 
respondents, and other areas of agreement also seem to be 
present. 

Exacerbation of symptoms, hospitalization, overt psycho- 
sis, suicide, long-term lowered self-esteem, loss of trust in 
the therapist or in therapy, and excessive dependency on the 
therapist are considered negative effects by psycho- 
therapists. 

There also seems to be fairly wide agreement about a num- 
ber of factors that can lead to negative effects. Prominent 
among these are inadequate assessment of the patient, un- 
suitability of the patient for psychotherapy, poor motivation 
on the part of the patient, pathology of the therapist (espe- 
cially hostility and seductiveness), the therapist promising 
more than he or she can deliver to the patient, and conveying 
lack of respect and lack of hope to the patient. For the most 
part, the onus is very much on the therapist, which empha- 
sizes the great difference in outlook between psycho- 
therapists and organically oriented psychiatrists. 

Of course, some of the respondents took the opportunity 
to express their hostilities toward people or approaches they 
disapproved of, and a considerable number (16 out of 70) 
advertised their own book or paper, but as a whole the re- 
sponses make very interesting reading and give us a good 
representative picture of therapists’ thoughts and experi- 
ences in this area. 

Two replies are especially noteworthy: Goldberg's (page 
263), characterized by its clear conceptualization and ex- 
cellent synthesis of what constitutes negative effects and 
why they occur, and the lengthy response of Meehi on page 
306. ° 

Some experienced therapists may read this book and feel 
that the authors have not told them anything new. There is 2 
well-known Talmudic saying: ‘‘Know how to answer one 
who comes to ridicule or attack you,” and the authors make 
it clear that one of the main reasons that this book was writ- 
ten was because “‘contemporary society [has a] critical view 
of psychotherapy,” and “‘legislators, insurance companies 
... consumers... have begun to demand from the mental 
health professions clear-cut answers to the extraordinarily 
difficult and complex questions concerning what psychother- 
apy does and how it does it.” 

The thoughtful and concerned psychotherapist will benefit 
greatly by reading this well-written and nicely produced 
book. It will give the psychotherapist a much fuller under- 
standing of these issues and a feeling of support from a con- 
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siderable number of outstanding contributors in the field of 
psychotherapy. It is more permanent, more enjoyable, and 
much cheaper than a three-day symposium on the topic. 
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Suicide: Inside and Out, by David K. Reynolds and Norman 
L. Farberow. Berkéley, Calif., University of California 
Press, 1978, 237 pp., $3.85 (paper). 


This volume details the experience of a pseudo-patient 
(David Reynolds) who was admitted to a Veterans Hospital 
for a two-week stay. The presenting complaints are carefully 
prepared, the case history 1s well documented, and the 
pseudo-patient’s subjective responses are nicely recorded. 
The suicidal story is central to the authors’ thesis. The au- 
thors recognize the highly subjective nature of the experi- 
ence and make serious attempts to understand patienthood 
within a special framework. 

The book is useful reading from a number of standpoints. 
It offers, first, a good review of the pseudo-patient in a psy- 
chiatric hospital. It presents data on suicide in the psychiat- 
ric setting and tries to correlate the frequency of suicide with 
the absence of humanized behavior and the loss of self-es- 
teem. It does not sufficiently separate suicidal thoughts from 
suicidal acts. 

It is not easy for staff to deal with successful suicide in a 
psychiatric hospital. A suicide will cause a great deal of soul 
searching, and a psychological autopsy is a common sequel. 
The affect and emotional investment of staff are not dis- 
similar in spirit to the agitation of the surgeon when a patient 
dies on the operating table. The calculated risks taken in se- 
rious circumstances are forgotten in the face of the dramatic 
turn of events. 

The authors recognize how, under the best of conditions 
and with close observation, many opportunities for suicide 
exist in psychiatric hospitals. It is impressive how few suc- 
cessful attempts occur in large psychiatric hospitals, where 
less than ideal conditions may exist. In the hospital where I 
work, more than 5,000 adults are admitted to the inpatient 
. service per year. Over the years these patients have been 
increasingly more agitated, with a substantial proportion 
verbalizing guicidal ideation. Still, a check of the records 
shows only one successful suicide in the past 5 years. (An 
additional suicide in that period occurred on the prison serv- 
ice, a circumstance that deserves a review all by itself.) 

I point this out to indicate that the book would have been 
just as valuable to me if the thrust had been away from sui- 
cide to a reexamination of the social structure within the hos- 
pital and its impact on patients. Humanizing the hospital set- 
ting is important not only for patients but for staff. Patients 
will respond with a greater sense of responsibility, and the 
hospital community will be more happily structured. 

The diary of the patient is well worth reading. It is impor- 
tant to bear in mind that the sense of patienthood in the pseudo- 
patient is highly variable and that not all observers may slip 
so easily into the patient role. All in all, I found the book 
readable and its thesis ‘‘good.’’ Others who read this may 
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wish to speculate about other factors that may lead to suicide’ 
in the psychiatric hospital. 


MARVIN STERN, M.D. 
New York, N.Y. 


Psychiatrists and the Legal Process: Diagnosis and Debate, ed- 
ited by Richard J. Bonnie, LL.B. New York, N.Y., Psychiat- 
ric Annals (Insight Communications), 1977, 345 pp., $5.00 


(paper). 


The editors of Psychiatric Annals apparently discovered 
one day that in the brief course of that publication’s exis- 
tence a number of very interesting and some distinguished 
articles on legal psychiatry had been published. They de- 
cided that collecting these articles in a volume would be an 
addition to the legal psychiatric literature, which was almost 
nonexistent 20 years ago but is now expanding at a rapid 
rate, 

As Richard Bonnie says in his introduction to this collec- 
tion of 43 articles, ‘‘The mushrooming interest in cross-dis- 
ciplinary work is reflected . . . in the number of treatises and 
texts that have been published in recent years.” This volume 
is an addition to this burgeoning literature. The authors in- 
cluded represent a Who’s Who of current legal psychiatry— 
among them William J. Curran (more identified with legal 
medicine but contributing an interesting historical paper on 
legal psychiatry), Seymour Pollack, Carl Malmquist, Abra- 
ham Halpern, Seymour Halleck, Donald Hayes Russell, Da- 
rold Treffert, Browning Hoffman, Stonewall Stickney, Alan 
Stone, and Loren Roth. 

Like any collection of articles that have appeared in a peri- 
odical, the quality varies widely, but some of the articles are 
extremely important. Among my favorites is ‘““The Chroni- 
cally Mentally Ill Shuffle to Oblivion’’ by Robert Reich and 
Lloyd Siegel, which in 1973 called attention to the neglect of 
many of those caught up in the process of deinstitutionaliza- 
tion. Darold Treffert’s consideration of ‘“The Practical Lim- 
its of Patients’ Rights” and Browning Hoffman’s response to 
that position represent a dialogue that is worthy of a great 
deal of consideration, and Stonewall Stickney’s retelling of 
his position in Wyatt v. Stickney is an important explication 
on the background of one of the major forensic psychiatric 
cases. Many other articles in this collection are equally 
worth. reading and worth having in a convenient reference 
source. 

Richard Bonnie, who is Professor of Law at the University 
of Virginia School of Law, has divided the articles into four 
categories: Roles of Psychiatrists in the Legal Process, Psy- 
chiatrists and the Criminal Process, Psychiatrists and the Ju- 
venile Process, and Psychiatrists and the Mental Health 
Process. He has written very useful introductions, sum- 
maries, and commentaries for the articles in each section. 

It would be difficult to read this collection from start to 
finish. It contains too many ideas, some of the points of view 
of the various authors are contradictory rather than com- 
plementary, and, in spite of the great efforts of the editor to 
give continuity and unity to the work, it lacks the bite and 
the interest of a work by one author. Howeyer, if it cannot 
be read comfortably from start to finish, many sections are 
extremely readable, and it certainly belongs in the expanding 
reference shelf of important legal psychiatric works. 

One extended section of the. book is a consideration of the 
insanity defense of Loftus E. Becker, Jr., Associate Profes- 
sor of Law at the University of Minnesota; this represents 
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five articles that appeared in two issues of the magazine and 
is really a monograph on the subject. Three articles by Don- 
ald Hayes Russell (all from one issue of the magazine) simi- 
larly comprise a monograph on juvenile delinquency. 

Much in this volume, like much in forensic psychiatry, is 
controversial. Such topics as the right to refuse treatment or 
the proper use of the concept of rehabilitation in criminal 
justice will continue to be debatable. 

The title of this book is somewhat unwieldy. On the cover 
and on the title page the first part of the title, “Psychiatrists 
and the Legal Process,” is put in smaller type than the rest of 
the title, ‘‘Diagnosis and Debate.” Whichever of these titles 
is used, this compilation represents an impressive collection 
of authors and contributions and a remarkable illustration of 
the great attention that is being paid to a variety of legal psy- 
chiatric topics. 


JONAS RoBiTSCHER, J.D., M.D. 
Atlanta, Ga. 


Psychological Medicine: An Introduction to Psychiatry, 8th 
ed., by Desmond Curran, M.D., D.P.M., Maurice Part- 
ridge, D.M., D.P.M., and Peter Storey, M.D., D.P.M. New 
York, N.Y., Churchill Livingstone, 1976, 434 pp., $14.50 (pa- 


per). 


This is a straightforward and, in my view, somewhat sim- 
plistic textbook written expressly for medical students. One 
has to take into account that this is an English textbook writ- 
ten for English medical students, who are warned against 
foreign influences. For instance, when writing about schizo- 
phrenia, the authors write, ‘‘It is important to realize that 
many psychiatrists abroad, particularly in the U.S.A. and 
U.S.S.R., would not share the views put forward here, and 
this should be remembered when reading foreign articles or 
books.” 

Psychotherapy is given short shrift and is deemed to be 
contraindicated in the treatment of schizophrenia, the au- 
thor’s opinion being that it ‘‘unfortunately tends to make 
schizophrenic patients worse.” There is a curious chapter 
titled ‘Peripheral Psychiatry” that covers psychosomatic 
medicine, anorexia nervosa, nocturnal enuresis, stammer- 
ing, sleepwalking, tics, spasmodic torticollis, acute in- 
termittent porphyria, and electroencephalography, all in 
strange juxtaposition and contained in 12'/2 pages. 

Although it becomes obvious that it is unlikely that this 
textbook will be used by American medical students, it has 
been reprinted 11 times and is in its 8th edition. Its descrip- 
tion of group therapy is almost worth the price of the book: 
‘Free discussion and straight forward self-disclosure is en- 
couraged among not more than eight patients at a time—the 
ideal number, as Lord Houghton declared, for ‘a polite din- 
ner party,’ though, especially as inter-relationship develops, 
the groups are not always ‘polite.’ ”’ 


RAYMOND VEEDER, M.D. 
Hartford, Conn. 


Thought, Consciousness, and Reality: Psychiatry and the Hu- 
manities, Vol. 2, edited by Joseph H. Smith, M.D. New 
Haven, Conn., Yale University Press, 1977, 309 pp., $15.00. 


This collection of essays by five philosophers and four 
psychoanalysts achieves greater thematic unity than did vol- 
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ume 1 (1). It presents relevant reflections on thought, con- 
sciousness, and reality in two groups of essays: five papers 
under the general heading of Thought and Consciousness 
and four papers under the title The Construction of the Real. 

The nature of thought and its relationship to reality ap- 
peared as problems very early in the history of Western phil- 
osophical inquiry. They received classic consideration in 
Plato’s ‘‘Thaetetus,”’ in which he advanced the idea that 
thinking is merely silently talking to oneself. The question 
continued to figure prominently in philosophical discourse 
throughout the centuries as part of epistemological consid- 
erations. 

Freud became involved with the problem early in his 
work. Although his classic paper ‘‘Formulations on Two 
Principles of Mental Functioning” (2) was not published un- 
til 1911, he had been occupied much earlier with the nature 
of man’s mental attitude toward reality. A high point in psy- 
choanalytic concern with the character of thought was 
reached by David Rapaport in his Organization and Patholo- 
gy of Thought (3). 

This collection of essays largely takes its theme from the 
first and keynote essay by Stuart Hampshire, an English phi- 
losopher, titled “The Explanation of Thought. The paper 
constitutes a rethinking of Spinoza’s double aspect theory in 
its relation to the nature of thought. Spinoza was concerned 
with the ability of reason to influence our actions and with 
the essence of human freedom. Parenthetically, the latter 
problem is discussed at length later in this volume in a criti- 
cal essay by Isaac Frank titled ‘‘Spinoza, Freud, and Hamp- 
shire on Psychic Freedom.”’ 

Hampshire’s argument begins with calling attention to the 
reflective nature of states of mind as a good basis for denying 
the unrestricted and strict application of deterministic con- 
ceptions to mental events. He advances the hypothesis that 
the explanation of thought will always require links under 
the laws of thought, which are unlike physical laws in that 
the former are normative in part. The correlation between a 
physical input——a chemical in the brain, for instance-——and 
the observable outcome ‘‘is of a different kind from the caus- 
al connections between behavior and the beliefs, desires. 
and other propositional attitudes that are involved in man’s 
thinking.” 

In the second essay, ‘Words in Thoughts.” Zeno Vend- 
ler, a professor of philosophy, argues that the Platonic view 
that thinking is talking to oneself silently is implausible and 
false. He demonstrates his point of view with subtle analysis 
and use of syllogisms. For example: ‘To sum up: talking, 
saying things, are voluntary actions. Having certain common 
types of thoughts cannot be voluntary, consequently, think- 
ing in general cannot be talking to oneself, silently or aloud. 

.. . Language is the means of expressing theughts, not of 
having them.” 

The next essay, “Dreams, Memory, and the Origin of 
Thoughts,” is a very provocative contribution by Stanley R. 
Palombo, an American psychoanalyst. It is based on infor- 
mation theory and offers an intriguing phylogenetic hypothe- 
sis that the “‘mechanism of dream construction may have 
been the first step in the evolution of reflective con- 
sciousness.” Palombo considers conscious. reflective. sec- 
ondary process thought to be ‘‘the apex of a vast pyramid of 
adaptive mental activity.” 

Albert Hofstadter, a prominent American philosopher, 
contributes an elaborate and interesting application of the 
concept of alienation in his paper, ‘‘Consciousness, 
Thought, and Enownment.’’ Enownment is, in Hofstadter’s 
terminology, the appropriation of ‘‘otherness.’’ However, 
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he says, “‘Thinking is not the only mode of appropriating 
otherness. Practice is more fundamental.” 

The first section of the book concludes with ‘‘Analytic 
Philosophy, Phenomenology, and the Concept of Con- 
sciousness,’ by Harold A. Durfee, an American philoso- 
pher. This highly philosophical paper deals with the schism 
between analytic (classical) philosophy and phenomenology 
and its reflected analogous conflict in psychological theory. 
Durfee concludes that ‘‘diverse interpretations of the nature 
of consciousness lie at the heart of this controversy.’’ This 
discussion is difficult to follow for those unacquainted with 
these philosophical currents and the specialized vocabulary. 

The second part of the book consists of four essays cov- 
ering a diversity of subjects related to the central theme. 
John S. Kafka’s paper, “Object Constancy, Ambiguity, 
Paradox, and Time,” focuses on ambiguity and temporality. 
Kafka uses Russell’s theory of types in an attempt to under- 
stand ambiguity and levels of psychoanalytic explanation. 
W.W. Meissner’s essay delves into the theory of the process 
of paranoia and analyzes the importance to psychiatry of the 
distinction between fantasy and reality. In Wolfgang Loch’s 
essay on the concept of truth in analytic theory, scientific 
and existential truths are distinguished and the consideration 
of the problem of meaning by Gottlob Frege is introduced. 

The profundity of much of the material covered in these 
essays is truly challenging and intriguing. The collection is 
hardly for late-night reading, but it is a truly rewarding in- 
tellectual experience. I cannot refrain from quoting part of 
the last paragraph of the introduction: 


While the mind is the ever-present focus of attention 
of both fields [philosophy and psychiatry], each also 
‘tends to approach the real. These essays constitute an 
interdisciplinary consideration of these mutual concerns 
and of the theoretical issues implicit therein. They also” 
exemplify that when psychiatry lives on the borderline 
of the humanistic disciplines . . . it lives uniquely and 
authentically on its own most significant frontiers. 


‘I recommend this book wholeheartedly to the serious stu- 
dent of these matters. ) 
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Working with Patients: Introductory Guidelines for Psycho- 
therapists, by Helen A. De Rosis, M.D. New York, N.Y., 
Agathon Press, 1977, 190 pp., $10.50. 


Doctor De Rosis has presented the novice with a straight- 
forward, direct, no-nonsense approach to psychotherapy. 
She assumes that the beginner will be dealing with hospital- 
ized patients at a stage of illness where interpretive, recon- 
structive psychotherapy is not likely to be the treatment of 
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choice. Her emphasis is on the healthy aspects of the total 
person rather than on pathology, and on the need to learn 
from the patient rather than to impose a theory of personal- 
ity development on him or her. The book is a worthwhile 
primer, although it is likely that those who might benefit the 
most from reading it will dismiss it as too superficial. 


ROBERT J. CAMPBELL, M.D. 
New York, N.Y. 


The Heart Patient Recovers: Social and Psychological Factors, 
by Sydney H. Crogg, Ph.D., and Sol Levine, Ph.D. New 
York, N.Y., Human Sciences Press, 1977, 417 pp., $14.95. 


This volume should be of general interest to Journal read- 
ers and certainly of specific interest to all primary care physi- 
clans, members of health care teams, health planners, and 
lay persons who are required to cope with the stresses of 
heart disease. Indeed, the potential readership encompasses 
a remarkedly large number of persons. Croog and Levine 
systematically and empirically studied several hundred pre- 
viously healthy men during, the one-year period following . 
their hospitalization for a first myocardial infarction. Their 
concern was to observe and record this major life event as a 
stressor whose sequelae are influenced by many social, psy- 
chological, and physical variables. To my knowledge, this is 
the first such endeavor; therefore, the volume brings a fresh 
and extensive new data base. 

Special chapters are given over to discussions of morbidi- 
ty, mortality, and rehospitalization; employment and work 
experience; financial influences; institutions; physician ad- 
vice and compliance; the patient’s family; personality and 
psychological factors; and a review of variables relevant to 
the status of the patients at the conclusion of one year of 
study. The dramatic advances made in the hospital treatment 
of the acute myocardial infarction, including continuous 


. monitoring in coronary care units by highly skilled health 


care teams, represent a well-known landmark in medical his- 
tory. Croog and Levine provide a timely and scholarly work 
that uncovers and reveals the essentials of a quality recovery 
period through a comprehensive rehabilitative process. Such 
an idea would seem humanistically obvious; however, the 
authors are adept at pointing out both the complexity of the 
comprehensive recovery process and the deficiencies in fu- 
ture health care planning for addressing this issue. 

This is a good book. It is unique because, as a very schol- 
arly work, it should directly influence the behaviors and 
serve as a reference for a broad spectrum of persons in our 
society, including professionals, politicians, and, most im- 
portantly, the heart patient and his or her family. Behavioral 
scientists who are able to produce high-quality work of so- 
cial relevance and pragmatism within the appropriate re- 
straints of scientific methodology are to be congratulated. 


WILLIAM E. THORNTON, M.D. 
Charleston, S.C. 


And a Time to Live: Toward Emotional Well-Being During the 
Crisis of Cancer, by Robert Chernin Cantor. New York, 
N.Y., Harper & Row, 1978, 276 pp., $9.95. 


Dr. Cantor has written what amounts to a significant book 
on personality development. Admittedly, its core is the crisis 
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of cancer. Cancer is a stress; the disease is anxiety pro- 
voking and demands coping techniques. Similarly, even if 
one does not have cancer, one is not spared other sources of 
anxiety as one goes through life, and thus defense mecha- 
nisms and behavior patterns develop experientially. How 
one deals with living will determine how one will deal with 
dying. 

It is within this framework that Dr. Cantor has provided us 
with a useful textbook. To his credit, it is without the usual 
psychological jargon. The format consists of four parts. Part 
one, The Cancer Experience, explores all the emotional pa- 
rameters of the patient’s experience: the impotent anger, the 
frightening fantasies, the guilt, the depression, the very cru- 
cial fear of loss of control over self and/or therapy. This sec- 
tion overlaps into part two, The Sphere of Personal Influ- 
ence. Part Three, The Sphere of Family Influence, presents 
interesting psychological paradigms of marital and familial 
patterns of relationships. Part Four, The Search for Mean- 
ing, offers religious experiences and personal experiences 
extrapolated philosophically to substantiate faith and con- 
structive justification for the adverse encounter. 

It was in part two that I found myself notably involved 
with the author, and on two counts. On the first point, with 
concurrence: the right to die. In the depressed (noncancer) 
patient, suicide is a symptom. In the case of the patient who 
has suffered long from a life-threatening illness, the final 
judgment to discontinue further therapy is the patient’s and 
not the professional’s or society’s. 

The other segment in part two evoked uncomfortable feel- 
ings. In the section titled ‘‘Actively Influencing the Disease 
Cancer” the author in essence proposes that mentally and 
emotionally, ‘fighting back” can inhibit actual tumor growth 
or physical incapacitation. He cites the usual anecdotal sup- 
port plus the capacity of biofeedback to affect bodily physio- 
logical functions and the visualization techniques developed 
by the Simontons. The latter approach encourages the pa- 
tient to relax and to visualize his cancer, the anti-cancer 
treatment, and his body’s immune responses. Generally, the 
visualization is in graphic imagery. 

There is some question as to the validity of anecdotal con- 
firmation (although someone has hinted that anecdotes are 
scientific facts that have not as yet been published). Further- 
more, transient artificial and actual remissions do occur. 
There is no dispute with the author here; my issue with him 
is concern for the lay reader. The nonprofessional (and the 
professional, too, at times) can interpret this material as evi- 
dence of personal culpabitity for deterioration of the illness, 
that he has failed to develop a positive attitude, or that he isa 
bad patient. The author is not oblivious to this possibility. 
However, his caveat can be easily overlooked because it 
consists of one sentence enveloped in the last paragraph of 
the section: ‘‘Continued tumor growth implies no moral or 
emotional failure” (p. 135). 

Despite the mild objection just stated, this book is a useful 
one. Jt has a readable style, almost fictional in its many clini- 
cal and poignantly dramatic examples. Its lack of sophisti- 
cation is an asset, and I recommend it for cancer patients and 
their families. Workers in the area of family and couple ther- 
apy might find part three, The Sphere of Family Influence, 
interesting and educationally worthwhile. 

Dr. Cantor’s book is in effect a psychiatric text that uses 
cancer as a Vehicle for stress from which to form psychologi- 
cal concepts. Therefore, it is commended to medical, nurs- 
ing, ministerial, and other associated health care students. 
They can avail themselves of the opportunity to understand 
‘human nature” and, as a possible bonus, to learn some- 
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thing about the emotional ramifications of the disease of can- 
cer. 


NATHAN SCHNAPER, M.D. 
Baltimore, Md. 


Problem Behavior and Psychosocial Development: A Longitu- 
dinal Study of Youth, by Richard Jessor and Shirley L. Jes- 
sor. New York, N.Y., Academic Press (Harcourt Brace Jo- 
vanovich), 1977, 267 pp., $16.00. 


This research monograph concerns the complex psycho- 
social variables that influence the adolescent in making the 
transitions from child to adolescent and from adolescent to 
young adult. Adolescence is a long period of time that is nei- 
ther psychologically nor socially homogeneous. Therefore, 
longitudinal, multifactorial studies like the one reported here 
are important. This type of research is hard to conduct and 
difficult to evaluate, as is this study. However, the important 
trends reported here make this an important research contri- 
bution. 

The research design involved 400 high school and 200 col- 
lege youth, male and female, evaluated yearly for four con- 
secutive years by means of a 50-page persona! questionnaire. 
Using parallel samples from the seventh grade through col- 
lege, the authors provide a picture of the transitions from 
grade school to high school, high school to college, and col- 
lege to the adult world. 

The authors’ social-psychological theory focuses on the 
role of three component structures of personality: a motiva- 
tional-instigation structure, a personal belief structure, and a 
personal control structure. The authors devised a series of 
measures for each. They then correlated the assessed con- 
struct scores with three transition behaviors of adolescents: 
beginning to drink, starting to use marijuana, and becoming a 
nonvirgin. 

The correlations between scores on the three personality 
constructs and the three ‘‘problem behaviors’ are modest 
but statistically significant. The overall trends of the sum- 
mary findings have more face validity than the isolated cor- 
relations. In brief, problem behaviors tended not to be isolat- 
ed events but were associated with each other as a syndrome 
of multiple problematic behaviors. In general, traditional and 
conventional backgrounds, associates, and attitudes best 
predicted absence of problematic behavior in adolescence. 
Adolescents who expressed great concern for personal au- 
tonomy, a lack of interest in the conventional goals of church 
and school, and a jaundiced view of the larger society were 
most apt to engage in problematic behavior. 

These findings may serve as an antidote for those who pro- 
pose that a laissez-faire approach to self-actualization ts the 
vortex of adolescent development. On the other hand, the 
authors’ personality constructs are very broad and imprecise 
but their problem behaviors are very specific, so only the 
most modest of generalizations can be made. More precise 
personality constructs might have been achieved through the 
use of more apt measures for each construct. For example, 
the religious measure uses a very simple liberal-conservative 
continuum to assess the importance of church membership. 
The liberal-conservative concept has a low correlation with 
behavior, as does chruch membership per se. Here the au- 
thors could have sharpened their approach through several 
sophisticated psychometric scales of religiousness that have 
high correlations with behavior. They ignored such sophisti- 
cated measures and instead used their own ‘idiosyncratic 
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scale. Similar limitations are found in other scaling meas- 
ures. 

Despite my caveats about design, concepts, and assump- 
tions in this study, it stands as an exceptionally well-exe- 
cuted and carefully analyzed piece of research. As a longitu- 
dinal study of adolescence it is highly valuable. The working 
clinician may well find the intricate detail tedious, but the 
serious scholar will have to- take this work into account. 


E. MANSELL PATTISON, M.D. 
Irvine, Calif. 


Observing Behavior, Vol. 1: Theory and Applications in Men- 
tal Retardation, edited by Gene P. Sackett, Ph.D. Baltimore, 
Md., University Park Press, 1978, 409 pp., $24.50. 


Observing Behavior, Vol. 2: Data Collection and Analysis 
Methods, edited by Gene P. Sackett, Ph.D. Baltimore, Md., 
University Park Press, 1978, 108 pp., $12.50. 


These two volumes comprise the proceedings of a confer- 
ence on observational/ethological methods in the study of 
mental retardation held at Lake Wilderness, Wash., in June 
1976. The week-long conference involved the intensive inter- 
action of the 41 contributors to these volumes, most of 
whom are psychologists and specialists in mental retarda- 
- tion. The work has been edited more successfully than most 
conference reports into clearly organized volumes. How- 
ever, it remains a publication of congress proceedings with 
varied material and different degrees of sophistication about 
“other work done in psychology, anthropology, sociology, 
child psychiatry, and sociobiology relating to observations 
-of the mentally retarded. 

The authors accept the general premise that observational 
methods can be quantified, and that observations can be ex- 
amined ethologically and ecologically for the purpose of im- 
proving the care of the mentally retarded. They begin with 
the premise that ecology can be acceptably defined as the 
‘complete study of behavior as it occurs in the natural habi- 
at.” Some presentations are adduced to prove that this per- 
spective is novel and helpful in approaching retardation. The 
authors report on parent-infant interaction, cognitive devel- 
opment, language’ development, group process, and commu- 
nity process. 

. A particularly intriguing section by Edgerton and Lang- 
ness describes retarded individuals in a community setting, 
and there are intriguing clusters of information about studies 
in language development. However, the overall problem 
with the firstevolume is that much of the work represents the 
beginning development of the view the authors term ‘‘eth- 
ologic.’’ They provide no.convincing synthesis that ethology 


goes beyond good conventional approaches to language, © 


cognitive development, or mother-child interaction. Trendy 
phrases, such as “‘social ethology, ethnology, and ethologi- 
cal psychology,” are evident, but the investigations of natu- 
ralistic observation versus experimental approaches appear 
to restate the long-standing, long-unreconciled problems 
faced by the behavioral sciences. 

Volume 2 is more sharply focused on problems in the scien- 
tific classification of behavioral observation, its analysis, and 
its measurement and relates quite specifically to people 
working on these problems. There are some intriguing data 
for psychiatrists in the sections on cognitive and language 
development, but these two volumes are primarily resource 
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documents for investigators in this perspective on human be- ° 


_ havior. 


NORMAN R. BERNSTEIN, M.D. 
Chicago, Ill. 


t 


Social Development in Childhood: Day-Care Programs and 
Research, edited by Roger A. Webb. Baltimore, Md., Johns 
Hopkins University Press, 1977, 192 pp., $12.50; $3 45 (pa- 
per). 


As the titie suggests, this book is primarily concerned with 
the social development of children in day-care centers. In his 
introduction the editor indicates that the six chapters in the 
book report different research projects on infants and ia- 
tency-age children. The papers were presented at a Hyman 
Blumberg symposium on research in early childhood educa- 
tion. Earlier volumes in the Blumberg symposia series dealt 
generally with the intellectual development of young chil- 
dren. The present research deals with problems in social de- 
velopment, particularly as it is‘observed in various group 
care situations. The nine contributors are psychologists who 
have been involved in research on early childhood develop- 
ment in various sections of the United States. 

In chapter one, ‘‘Mother-Child Interaction in Day-Care 
and Home-Reared Children,” Mary Blehar reports on her 
own and other research dealing with the effects of daily sub- 
stitute care. She reports on what she calls the ‘‘strange situa- 
tion: a method for assessing quality of attachment.” This 
“strange situation” was originally developed in the course of 
a longitudinal study on the development of infant-mother at- 
tachment in the first years of life. In the study, children were 
observed in their reactions to their mother and then in their 
responses when a stranger was introduced into the room and 
the mother left the room. Similar patterns of attachment be- 
havior and changes in these patterns were observed with 
children up to the age of four. This research work is very 
important because of the increasing number of women who 


are working outside the home and who are either placing 


their children in day-care centers or introducing strangers 
into the home to take care of their children. Comparisons 
have also been made between children who remain at home 
with their own mothers and those who have nonparent fig- 
ures in the home. 

In chapter two Mary Main makes an analysis of a peculiar 
form of reunion behavior seen in some day-care children, It 
has been ‘observed that some one-year-olds avoid their 
mothers after a brief separation in a strange environment. In 
the ‘‘strange situation,” the child avoids his or her mother 
after a brief separation. This avoidance has been shown to be 
related to angry behavior, to a set of odd behaviors, and to 
an unwillingness to interact with persons other than the 
mother. Main quotes Blehar in this volume to indicate that 
avoidance of the mother in the “‘strange situation” appears 
more strongly in day-care children than in home-reared chil- 
dren. 

In chapter three, Ramey and Mills discuss the social and 
intellectual consequences of day care in high-risk infants. 
The infants in this particular research program ranged in age 
from three and a half months to nine and a half months. This 
research indicated that children who were enrolled in a spe- 
cial project scored significantly higher on the Bayley Scales 
of Infant Development than matched control individuals 
reared at home. The authors also report that high-risk infants 
in day-care centers had a social relationship with their 
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” mother similar to that of general population infants. The au- 
thors emphasize that day-care programs vary and that addi- 
tional studies are needed to determine whether or not other 
day-care programs encourage the infant in his or her social 
relationship with the mother. 

In chapter four Webb, Oliveri, and Harnick write about 
the socialization of intelligence. They reviewed three studies 
and indicate that two different approaches to the problems of 
social influence on intellectual style have been attempted. 
The research was done in a sertes of nursery schools in Balti- 
more City. Children were assigned on a random basis to ex- 
perimental and control groups. Teachers in the control 
schools received no special instructions. The experimental 
teachers were provided with a series of nine lesson plans that 
were distributed and discussed biweekly at teachers’ meet- 
ings. The lesson plan had two levels of content. One level 
was specific to individual lessons, and the second was a 
study of the teacher-child interaction. The authors report 
that six months of intensive intervening produced highly sig- 
nificant differences according to the Bayley scales. 

Greif, in chapter five, reports on peer interactions in pre- 
school children and emphasizes that preschool children can 
learn from their own peers as well as from older children 
and adults. Children exchange information about the world 
and themselves. 

In chapter six Elardo reports on ‘‘Project Aware.” This 
program deals with latency-age children. In group meetings 
the leader tells the children a story and then the children 
participate in discussions about it. In addition, special guid- 
ance is given to teachers. 

Some portions of this book are repetitive, particularly 
those dealing with the ‘‘strange situation.” The emphasis in 
all of these chapters is on social rather than intellectual prog- 
ress in children who were seen either in nurseries or day- 
care centers. The work is of particular interest to psycholo- 
gists and child psychiatrists who are concerned about the 
early development of the child and who are now especially 
concerned because of the increasing number of mothers who 
go to work. I recommend this small volume to all those in- 
volved in the care and education of infants and smal] chil- 
dren. 


FRANK J. CURRAN, M.D. 
New York, N.Y. 


The Dynamics of University Protest, by Donald Light, Jr., 
and John Spiegel, with C. J. Lammers, R. S. Laufer, M. 
Levin, and J. L. Norr. Chicago, Ili., Nelson-Hall, 1977, 198 
pp., $12.00. 


This book examines such topics as the origin and future of 
university protest and the literature on student unrest. It also 
examines the context in which protest occurs: the tactics of 
students, the responses of faculties, the psychology of the 
disorders themselves, and the tactics and strategies adopted 
by administrators to counter student opposition. 

The Dynamics of University Protest makes a significant 
contribution tq the |iterature by bringing together analyses of 
what were commonalities of response by different groups on 
campuses across the United States. Most previous books on 
the subject have described in great detail what occurred at 
such campuses as Berkeley, Harvard, Columbia, Kent 
State, and Jackson State. 

Several chapters merit special consideration. Chapter 
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two, ‘‘Point and Counterpoint in the Literature on Student 
Unrest’? by Molly Levin and John Spiegel. provides a 
thoughtful synthesis of three stages the research literature 
went through in attempting to increase understanding of stu- 
dent unrest phenomena. The first stage was the analysis of 
the personalities and backgrounds of dissenters (pathology- 
in-students versus pathology-in-society); the second was a 
search for causes and issues (what students were really pro- 
testing about); the third was developing methods of coping 
with legitimate dissent (issues of process and response), 

Chapter seven, ““Tactics and Strategies Adopted by Uni- 
versity Authorities to Counter Student Opposition,” ts writ- 
ten by a sociologist, C.J. Lammers. He identifies four basic 
tactics: ‘‘fight off,” in which there is a maintenance of the 
difference in power and student leaders are perceived as sub- 
versive ring-leaders; ‘‘bug off, in which authorities give up 
a portion of their power and student leaders are spokesmen: 
‘ioin in, in which some power is shared und the student 
leadership are innovators; and “‘stand off,” in which power 
differences remain and student leaders are perceived as ring- 
leaders and idealists. 

What this book does it does well. The analyses of tactics 
and strategies could well reflect the curriculum of a college 
of war. However, the topic, dynamics of protest, might have 
treated two topics in greater detail. First, what ought to be 
the interrelationship between the different segments on is- 
sues of conflict resolution? In other words. given the central 
university purposes of research, teaching. and public serv- 
ice, what should the structure of governance be to minimize 
disruptive distraction from pressing issues while at the same 
time providing for the constructive resolution of strongly felt 
differences of opinion? Second, the book could have consid- 
ered the effects of changes of governance structure within 
universities since-the 1960s that have proved to be viable. 
particularly when juxtaposed to changes that have not been 
successful. Both society and the university have changed in 
important ways in the past decade. These changes funda- 
mentally affect the dynamics of protest, as the debate over 
investments in South Africa indicates, but they do not re- 
ceive sufficient coverage. 


JOHN M. WHITrELEY, ED. D. 
Irvine, Calif. 


Ethology: The Biological Study of Animal Behavior, by Rémy 
Chauvin; translated by Joyce Diamanti. New York, N.Y., 
International Universities Press, 1977, 241 pp., $12.50. 


This book condenses a considerable amount of material 
into 241 pages. Separate books could be writtea and. in some 
cases, have been written on many of the individual topics 
covered, A sampling of areas included in this book follows: 
1) building behavior of caddis fly larvae, bees. ants, wasps. 
and birds; 2) animal learning studies; 3) factors affecting mi- 
gration of animals; 4) sexual attraction and mating behavior 
in animals and man; 5) the development of affectional sys- 
tems; 6) imprinting; 7) social organization of chimpanzees, 
macaques, gibbons, and howler monkeys; 8) animal commu- 
nication; and 9) definition of major ethological concepts. 

As is necessarily the case with books covering so many 
topics, Ethology could be critiqued as being too superficial. 
However, the author does an excellent job of telescoping 
key concepts and issues into a relatively short and readable 
book. Psychiatrists will find a great deal of helpful informa- 
tion concerning ethology. One of the particularly good fea- 
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tures of the book is'its discussion of both field study data and 


laboratory data in relation to each other. This is rarely done 
because ethologists and comparative psychologists often un- 
necessarily denigrate each other’s work. 

In contrast to many ethology books, this one does not 
dwell on the detailed analysis of elementary movements and 
displacements. This type of analysis of behavior into its sub- 
microscopic component parts has been necessary—perhaps 
even helpful. However, there is an inherent reductionistic 
error when such dissection techniques are applied to human 
behavior. The human organism is obviously more than the 
sum of its component parts. The author’s analogy is to a com- 
puter in which the innate program is the expression of the 
nervous system and anatomy but ts alterable by instructions 
to change programs. There is an interaction between the pro- 
gram and the environment, and this is what should be mea- 


sured and studied. This model is applied to the solitary ani- ` 


mal, the family, and social relations. 


In view of the increasing importance of ethology in psychi- - 


atry, psychiatrists will find chapter nine a particularly helpful 
reference because it contains a glossary of key ethological 
concepts. Although some may find it overly terse and overly 
simplified, I found it helpful. 

This is a book to be scanned, not an in-depth explanation 
of one ethological topic area. Given this framework, it is a 
useful book that contains literature references for more ex- 
tensive reading. 


WILLIAM T. MCKINNEY, M.D. 
Madison, Wis. 


Modern Psychoanalytic Concepts in a General Psychology. 
Part One: General Concepts and Principles; Part Two: Moti- 
vation, Psychological Issues Monograph 42/43. by Allan D. 
Rosenblatt and James T. Thickstun. New York, N.Y., Inter- 
national Universities Press, 1978, 338 pp., $15.00 (paper). 


The authors of this text of current psycholanalytic theory 
as itrelates to a general psychology of human behavior are to 
be congratulated. They have produced a very satisfying sur- 
vey of existing psychoanalytic theory. The volume is suc- 
cinct, well written, effectively organized, and thoroughly 
‘ documented. The bibliography is excellent, and the index is 
very easy to use. 

Drs. Rosenblatt and Thickstun do not believe that psycho- 
analysis is or has the potential for becoming a general psy- 
chology in itself. Psychoanalysis as such cannot encompass 
ali human behavior or provide a complete explanation of 
such fields as learning, memory, or perception. However, 
psychoanalysis makes its unique contribution to a general 
theory of human behavior, and this monograph outlines what 
the authors consider to be the most relevant contributions of 
psychoanalysis. 

Part One is devoted to general concepts and principles. 
General problems of methodology, systematization, scien- 
tific explanation, theories, models, validation, and predic- 
tion are discussed clearly and yet not in such detail as to 
distract from the major emphasis of this work. Brief dis- 
cussions of modern psychoanalytic core propositions, infor- 
mation processing systems in psychoanalytic theory, and 
such key concepts as psychic determinism, unconscious 
mental processes, conflict, anxiety, and the metapsychologi- 
cal points of view complete this first section. 

In the second part the focus is on motivation. Such issues 
as instinct and drive, incentive, and cognitive theories are 
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discussed with an eye toward the presentation of the au- ° 
thors’ model of the motivational system. In their last chapter 
they use clinical data to illustrate their formulations. 

I found this work very useful, stimulating, and need-fulfill- 
ing. We now have an up-to-date work that can be used by 
students, researchers, teachers, and clinicians. The two 
parts of this volume are the first of a projected eight-part 
work. I look forward to'the publication of the remaining six 
sections. If they are as well done as the first two, the authors 
have done us a great service. 


GEORGE H. PoLLock, M.D., PH.D. 
Chicago, Ill. 


~ 


Behavioral Approaches to Weight Control, by Edward E. 
Abramson. New York, N.Y., Springer Publishing Co., 1978, 
175 PP- $12.95. j ~ 


This short book consists of nine chapters and nine appen- 
dixes; three of the chapters are written by the editor. In the 
preface Abramson states, ““This book will provide the neces- 
sary information and materials so that the professional with- 
out extensive training in behavior modification will be able to 
choose and implement a behavioral treatment program’’ (p. 
x). 
Although I would agree that the editor has generally suc- 
ceeded in attaining his stated objective, the quality of the 
different contributions varies. Perhaps the most serious 
problem is that, with the exception of Abramson’s three 
chapters, the material has previously been published in other 
sources in 1971-1975. For example, Cautela’s description of 
treatment by means of covert conditioning (initially pub- 
lished in 1972), according to Abramson’s own analysis of the 
research data in chapter two, certainly does not appear to be 
the behavioral treatment of choice. Similarly, some of the 
other strategies described in the book (e.g., Fowler’s 
‘‘mouthful diet”) have not enjoyed substantial empirical 
support. 

In chapter one Abramson presents a very readable and 
sufficiently comprehensive overview of the etiology of 
weight gain and some of the.traditional remediation methods 
that have been employed. However, the statement on page 6 
about the impossibility of using humans for experimental 
studies of genetics is too obvious to be included, even for the 
lay reader. In chapter two, Abramson gives the reader a brief 
but inclusive view of the behavioral approach to treatment. 
Christensen, Jeffrey, and Pappas discuss an operant ap- 
proach to treatment in chapter three, and Wollersheim out- 
lines a number of the treatment strategies she has used with 
overweight female college students in chapter four. Al- 
though the techniques depicted make good theoretical sense, 
I question the ultimate wisdom of substituting smoking for 
eating food during the difficult periods in treatment when 
cravings are likely to occur. The substitution of one poten- 
tially addictive behavior (probably- more dangerous to over- 
all health than being overweight) for another has no justifica- 
tion. In chapter five Fowler describes his ‘‘mouthful diet” 
(i.e., decreasing the average number of bites of food per day 
during treatment), and in chapter six Capitela,discusses cov- 
ert conditioning therapy. In chapter seven Lutzker and Lutz- 
ker clearly articulate an interesting contingency contracting 
approach to losing weight. The contract is to be negotiated 
between two people (e.g., husband and wife). 

_ The importance of exercise in the initial weight loss effort 
and in maintaining weight loss is indicated in an extremely 
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” short offering in chapter eight by Ginsburg and Baker. Final- 
ly, in chapter nine, Abramson discusses several critical clini- 
cal considerations (e.g., the interpersonal) in the behavioral 
treatment of overweight individuals that often would be to- 
tally neglected by the neophyte therapist. The appendixes, 
including questionnaires, a behavioral contract, a physi- 
cian’s permission form, and illustrative case studies, are 
quite good. More of these would have enhanced the overall 
value of the book. 

In summary, for the therapist interested in obtaining a 
rather quick idea as to what behavior therapists tend to do 
with their overweight patients, the book achieves its goal 
quite admirably. Moreover, the price is reasonable consid- 
ering how inflation has affected the publishing business. 
However, in addition to the fact that some of the material is 
dated, I think the question of how successful patients are in 
maintaining their initial weight losses could have received 
more careful scrutiny. Then again, the book does reflect the 
current status of the art as it is being practiced. Despite defi- 
ciencies in our behavioral techniques, they represent the 
most successful of the psychotherapeutic approaches to the 
problem of overweight at this time. 


MICHEL HERSEN, PH.D. 
Pittsburgh, Pa. 


Fragile Families, Troubled Children: The Aftermath of Infant 
Trauma, by Elizabeth Elmer; Sue Evans and John B. Rein- 
hart, co-investigators, Pittsburgh, Pa., University of Pitts- 
burgh Press, 1977, 156 pp., $7.95. 


This book seeks to identify and compare 17 “abused” and 
17 “accident” children at three different times: 1) when the 
infant was first brought to the attention of the study group, 2) 
one year later, and 3) eight years later. Various psychologi- 
cal and psychiatric examinations and thorough social work 
material were accumulated. Not the easiest task was the 
identification of abused children versus accident children. 
The latter were those seen with injuries or fractures that 
were presumably accidental, while the former were those 
whose parent or parents sporadically abused the child phys- 
ically. 

The initial chapter describes the study itself. Next is a 
chapter on the follow-up study and then one comprised of 
three case studies, each given in some detail. The final chap- 
ter presents the author’s conclusions. In this chapter Elmer 
focuses on poverty: “‘By placing the results of our follow-up 
study in the context of the massive literature concerning 
poverty, we come to the conclusion that the results of child 
abuse are less potent for the child’s development than class 
membership.” 

Actually, the author substantiates many well-known ideas 
about child abuse but is unable to confirm others. The two 
groups appear to be similar in many ways. Further studies 
and follow-up are planned, and this seems essential because 
the study reports on only a small sample of youngsters and 
their families. It shows some of the problems in choosing 
abused children and tries to deal with children so labeled 
who remain with their parents and those placed elsewhere. 

This book was interesting to read, but I am left with the 
impression that much more needs to be done before we un- 
derstand this complex problem. The study was begun before 
laws were enacted concerning child abuse and carried on af- 
ter various laws were passed. As the author points out, for 
centuries children were dealt with as parents saw fit; it is 
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only in fairly recent times that adults have begun to consider 
the rights of the child. 


STUART M. FINCH, M.D. 
Tucson, Ariz. 


Psychosocial Treatment of Chronic Mental Patients: Milieu 
Versus Social-learning Programs, by Gordon L. Paul and 
Robert J. Lentz. Cambridge, Mass., Harvard University 
Press, 1977, 514 pp., $22.50. 


This book is a report and an analysts in depth of a clinical 
research study designed to assess the relative effectiveness 
of traditional hospital management, milieu therapy, and a so- 
cial learning program. The patient groups were carefully 
matched for age, sex, chronicity, length of hospitalization. 
and primary psychiatric diagnosis (all were diagnosed as 
schizophrenic). The severity of their functional impairment 
was such that all had been rejected for community placement 
in a previous screening. 

Twenty-eight patients were assigned to each of three 
groups. The traditional treatment group was assessed peri- 
odically by the investigators, who tried to avoid having any 
influence on their management. This group essentially 
served as the controls in the study. The other two patient 
groups were placed in physically adjacent units at another 
location. A specially trained team of ‘“‘change agents’ 
worked with both groups in an alternating shift arrangement 
designed to make the treatment program itself the only sig- 
nificant variable. 

The study (and the treatment programs) extended over a 
period of almost four and a half years. New patients (resi- 
dents) were added as community placement, death, or other 
factors led to reduction of sample size. In al], 40 individuals 
were treated in the social learning program and 31 each in the 
milieu and hospital programs. 

The authors do not consider the subjects of this study to 
be ill but, rather, to have learned inappropriate behaviors or 
to have failed to learn or to have forgotten behavior needed 
to function in a normal world. The two psychosocial! rehabil- 
tation programs are meticulously defined and described. Ma- 
jor objectives common to both are resocialization, instru- 
mental role performance, reduction or elimination of ex- 
treme bizarre behaviors, and support in the community after 
release. The social learning program used a token economy 
and attempted to reduce undesirable behavior by ignoring it. 
The milieu program used both positive and negative feed- 
back, with prompt and unambiguous response to both desir- 
able and undesirable behaviors. Manuals for both programs 
are included in their entirety in this volume. ° 

Criteria for release to the community until the last six 
months of the study required the capacity for independent 
functioning and self-support. In the final period community 
placement allowing board and care living arrangements was 
permitted. Under these modified conditions ‘‘significant re- 
lease” required a continuous stay in the community of at 
least 90 days. 

So many factors were assessed in this study that a sum- 
mary of results in this review must be selective and in- 
complete. Release to independent functioning and self-sup- 
port was achieved by 3 patients (residents) in the original 
social learning group, by 2 in the milieu group, and by one in 
the hospital group. Release to private extended care board 
and room facilities was achieved by all but 1 of the original 
social learning group, by two-thirds of the milieu group, and 
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by just under half of the hospital group. A cost effectiveness 
study showed a near-equal cost per patient per day in all 
three programs (a little more than $10) and a total cost over 
the four and a half years of about $15,000 for the social learn- 
ing and milieu programs versus about $17,000 for the hospi- 
tal program. Cost of psychotropic drugs over the four and a 
half years was about $1,072 for the hospital group versus 
$261 for the milieu and $147 for the social learning group. 
The authors conclude that psychotropic drugs were of little 
value in the psychosocial programs and may have had a neg- 
ative effect in some instances. 

This volume is much more than an account of treatment 

outcome comparing medical versus nonmedical approaches 
to schizophrenia. Other themes include an account of the 
problems growing oyt of funding delays and a description of 
difficulties caused by externally imposed (and seemingly ar- 
bitrary) changes in policy and practice. The imposition of a 
rule limiting seclusion for assaultive behavior to two hours 
` (midway in the project) apparently led to an almost total loss 
of gains in the psychosocial treatment groups. Only by de- 
veloping alternative ‘‘negative reinforcers’ could these loss- 
es be recouped. The alternatives to prolonged seclusion or 
social isolation included heating and humidfying the seclu- 
sion room and introduction of a randomly activated klaxon 
horn. I found this maneuver disquieting, to say the least, par- 
ticularly since the authors found some patients were com- 
mitting minor ‘‘assaultive’’ acts for the “‘privilege’’ of having 
two hours of solitude. 

I did not think that the results of the study prove that 
schizophrenia is a learned maladaptative lifestyle—nor do 
the authors specifically make such a claim. This is an impor- 
tant book, rich with carefully documented observations. It 
deserves a careful reading by all mental health professionals. 
The experimental design is a model of excellence. The book 
itself is exceptionally well crafted, with no evident technical 
flaws and a splendid index. 


WILLIAM A. CANTRELL, M.D. 
Houston, Tex. 


Medical Information Systems: A Resource for Hospitals, by 
Melville H. Hodge. Germantown, Md., Aspen Systems 
Corp., 1977, 192 pp., $16.75. 


This book is written at a most opportune time. The health 
professions are under increasing pressure from consumers 
and government alike to be accountable for their actions. 


There is growing impatience with the ever-increasing costs | 
of medical care and demands that something be done to con- 


tain these c@sts. 

In a very readable, well-outlined format, Mr. Hodge 
shows how a computerized medical information system can 
save hospitals money and increase efficiency. Some ex- 
amples include economic benefits, conservatively estimated 
as saving from $3 to $5 per patient day by reducing errors, 
improving timeliness, and enhancing the availability of medi- 
cal records. A medical information system can also provide 
more accurate data on personnel workloads, patient activity, 
and -use of facilities. Mr. Hodge says that patient care im- 
proves because of the prevention of diagnostic and treatment 
errors. Finally, a medical information system, by collecting 
pertinent information, can be used in programs of research 
and educatiom. 

The book is divided into sections, beginning with a list 
of the theoretical and actual benefits in the areas of econo- 
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my, patient care, research, and education. The next seciton” 
deals with critical decisions that have to be made in setting 
up a medical information system——-decisions that include 
what type of system is most suitable for a particular hospital 
and the measures that are necessary for the successful imple- 
mentation of a system. Mistakes and errors in this area can 
be disastrous for the system and result in great financial loss- 
es for the hospital. The next section deals with the impact of 
a functioning system on the various hospital staff members 
and departments. Mr. Hodge concludes his book with a 
chapter on how a hospital can take steps to realize the bene- 
fits of a medical information system. 

This book concerns medical information systems for gen- 
eral hospitals. Very little pertains directly to the functioning 
of psychiatrists in the system. However, in the hospitals 
with operational systems studied, psychiatrists were one of 
the groups of specialists that were in favor of the system. 
This was true in spite of the fact that they were the group 
who used the system least. 

An issue not addressed by the author is that of con- 
fidentiality—-what safeguards can be taken‘ to protect pa- 
tients from unauthorized. persons obtaining information. If 
several hospitals became involved in a common medical in- 
formation system the quesiton would become even more 
critical. Recent revelations in the press regarding the ease 
with which information can be obtained from systems specif- 
ically designed to be ‘‘burglar proof’ are not reassuring. One 
hopes that the computer industry will give serious thought to 
how this problem can be resolved. 

In conclusion, this book would be valuable to any organi- 
zation contemplating installation of a medical information 
system. By his listing of the do’s and don’t’s in such a proc- 
ess, Mr. Hodge shows how to avoid many of the potentially 
dangerous pitfalls. 


GEORGE W. BARTHOLOW, M.D. 
Omaha, Neb. 


Therapeutic Partnership: Ethical Concerns in Psychotherapy, 
by Carl Goldberg. New York, N.Y., Springer Publishing 
Co., 1977, 264 pp., $17.95. 


Dr. Goldberg’s book represents a necessary inquiry that 
should be made by all persons ‘involved in psychotherapeutic 
endeavors—a review of the basic assumptions on which psy- 
chotherapy is predicated and a pursuit of the implications of 
these assumptions in one’s psychotherapy practice, educa- 
tion, training, and treatment. For the author, this assessment 


pivots on two presumably interconnecting themes: 1) the 


more circumscribed and concrete ‘‘client-therapist collabo- 
rative endeavors in establishing a therapeutic alliance” and 
2) the larger and loftier ‘‘quest for meaning in human exis- 
tence.” The author believes that in the best of all psycho- 
therapeutic worlds these two would be intimately related. 
The model of the book is existentially oriented and inter- 
personal and upholds the necessity of the presence of anoth- 
er person in realizing the autonomy of the self (1.e., the ther- 
apeutic centrality of relationship). It is a particular kind of 
relationship that Dr. Goldberg propounds, i., not the for- 
mation of the traditional therapeutic alliance but a ‘‘thera- 
peutic partnership,” not the more familiar working alliance 
but a ‘‘working contract.” In essence, he posits an egalitari- 
an and mutual partnership based on maximal informed con- 
sent of both parties (which may or may not be affirmed by a 
written contract), in which it is the client, not the therapist, 
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‘who in the final analysis defines health and illness. The 
book’s subheading, Ethical Concerns in Psychotherapy re- 
fers not to the violation of existing moral or legal codes, 
which may be relatively easy to identify and deal with, but 
the more covert, subtle, and insidious departures from a hy- 
pothetical existential contract between client and therapist. 

The philosophical stance of the book is highly relevant 
an apt expression of the growing consciousness of human 
rights and responsibilities, evident in the current interest in 
patients’ rights and power relations. Despite this theoretical 
vantage point, the author actively addresses the reputed fail- 
ure of existentially oriented psychotherapists to depict the 
therapeutic encounter in other other than poetic or meta- 
physically vague terms. This is well countered by the au- 
thor’s careful attention to specific and practical aspects of 
the therapist-client relationship in its immediate appli- 
cations. The vicissitudes of encounter issues in practice, to 
which a major portion of the book is devoted, are well devel- 
oped in separate chapters of considerable breadth, each re- 
flecting a different modality or therapeutic situation, e.g., 
marital therapy, cotherapy, group therapy, encounter 
groups, the therapeutic community, community mental 
health programs, and consultation. In addition, a rather un- 
precedented appendix provides (for therapist as well as 
client) ‘A Client Guide to Selecting a Therapist and Formu- 
lating a Therapeutic Contract.” 

Dr. Goldberg aspires to close the reputed gap between 
therapist and patient through mutual enlightenment, but it is 
clear throughout the book which side he takes. By obliter- 
ating the distance between the two therapeutic parties Dr. 
Goldberg means to restore power to the client from the pre- 
sumably dominating, abusive hands of the traditional psy- 
chotherapist, whose subversive purposes he hopes to ‘‘de- 
mystify” and ‘‘demedicalize.’’ Stirred by this strong client 
advocacy position, Dr. Goldberg relentlessly opts for “‘pow- 
er adequacy’’—rational (1.e., equitable) use of power in the 
therapeutic enterprise. 

Although this is an undisputedly commendable goal as 
such, it is sometimes confused in its articulation with a rejec- 
tion of all psychiatry, medicine, or psychotherapy as pre- 
viously practiced. The fact that Dr. Goldberg chose Thomas 
Szasz to write his preface implies that he is the person to 
whom Dr. Goldberg’s major allegiance lies. This may be an 
unduly limiting alliance because we are thus given to believe 
that the antipsychiatry postulates that mental illness and 
mental treatment are myths are prerequsites to our thinking, 
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in that they provide the philosophical backbone of Dr. Gold- 
berg’s treatise. This is unfortunate because the author al- 
ready feels that he has lost a potential audience of ‘‘experi- 
enced practitioners’ who may not be amenable to question- 
ing the premises of their work. Actually, the book will 
probably be of more extensive value than Dr. Goldberg as- 
sumes if read by those with or without strict subscription to 
the Szaszian framework. 

There are two other ways in which this stance may be mis- 
leading. First, it has not been definitively determined as yet 
what therapeutic roles are played in the therapeutic process 
by the curer’s charisma, ambiguity or mystique, or the use of 
magic and faith. These elements have always been vital parts 
of the therapeutic endeavor. Second, Dr. Goldberg’s state- 
ment that “‘the therapist must teach the client how to ration- 
ally use his power or how to regain his low power“ (p. 97) 
may be a contradiction in terms that serves only to com- 
pound the problem, i.e., power is being put back into the 
hands of the very therapists who presumably possessed it in 
the first place. 

Despite statements of this kind, which may be reflective 
only of the ardor with which Dr. Goldberg pursues his point. 
Therapeutic Partnership is a highly readable piece of work. 
It adroitly avoids the inherent danger in writing about ethical 
matters—that of appearing moralistic or above reproach. In 
general, the author keeps a good balance between well-refer- 
enced research studies and an ample supply of case ex- 
amples and anecdotal material; these are useful and of inter- 
est to therapist and client alike. Sometimes, however, Dr. 
Goldberg seems to have trouble straddling the needs of both 
parties, vacillating between the theoretical and pragmatic, 
the scholarly and the mundane. Moreover, in his idea! at- 
tempt to address the client and therapist as equals, he often 
overcompensates the client by portraying the therapist in too 
negative a light (by recounting instances of the very order he 
says he intends to avoid, e.g., moral improprieties involving 
sex relations, overcharging of fees, and nudity). However, 
all of this may be an inevitable concomitant of a truly am- 
bitious and arduous task, to accomplish in writing what he 
hopes to accomplish in the therapeutic relationship, a part- 
nership of client and therapist in which unspoken and alien- 
ating differences are ultimately united by their common con- 
cerns. 


Toxsoz B. Karasu. M.D. 
Bronx, N.Y. 
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...consider this 
potent blocker 
norepinephrine 
re-uptake 


The biogenic amine hypothesis states 
that depression may be associated with 
a deficiency of specific neurotransmitters— 
norepinephrine or serotonin—at brain 
receptor sites! Tricyclics appear to block 
the re-uptake of specific neurotransmitters. 
Some tricyclics specifically block the 
re-uptake of serotonin; others block the 

fe re-uptake of norepinephrine? Therefore, 

a a | raa A k if your patient is unresponsive to treatment 

| . with one tricyclic, consider switching to a 
tricyclic which blocks the re-uptake 
of a different neurotransmitter. $ 
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Less anticholinergic activity P 
(See Warnings section.) 
Studies in animals5and in normal human 
subjects®’ have shown that desipramine 
has significantly less anticholinergic 
activity than amitriptyline or doxepin. 
The single bond side chain is associated 
with lower anticholinergic activity than 
these other leading antidepressants. This 
may mean: 

a [ess dry mouth 

a less blurred vision 

a less urinary retention 





Helps patients 
Potent blocker remain calm but active 
of norepinephrine re-uptake Norpramin does not usually inhibit normal! 
According to current theory !3 some activity although patients should be 
‘ricyclic antidepressants may fail in certain cautioned as to driving or operating 
ypes of depression because they are not machinery if drowsiness Occurs. 
sufficiently potent blockers of norepi- 
ephrine re-uptake. Laboratory studies In addition... 
ave shown that desipramine is the most Begins to improve sleep patterns 
d0tent inhibitor of norepinephrine within one week in some patients ® 
‘e-uptake’ Norpramin may work in some = Norpramin helps relieve the sleep 
patients when other tricyclic antidepres- disturbances that often accompany 
sants do not. depression. 


a As the depression is relieved, the diffi- 
culty in falling asleep, restlessness, 
and early morning awakening 
diminish. 







Postsynaptic Neuron 
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AVAILABLE ONLY ON PRESCRIPTION 
Brief sere 

MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 
activity in blocking the re-uptake of norepinephrine. 
Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 

INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for reliet of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually, 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
Cardiovascular disease, because of the possibility of 
conductfn defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride during pregnancy and 
lactation has not been established; therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectivegess in the pediatric age group have not been 
estable 5. The patient should be cautioned that this 
drug say impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. 6. In 


Now 300 mg. dosage range broadens clinical flexibility 


No Improvement Aga 
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Full Remissic 





A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed fo 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal quide to dosage monitoring. 


patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 
danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is limited. 
Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts shoulc 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued it 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 





Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 
tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 


DOSAGE AND ADMINISTRATION: Not recommended for use 


in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
Clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and Clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG’s) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial pete tp ee be administered in divided doses 
or a Single daily dose. 

Maintenance therapy may be given on Sots daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 
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“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches... .1t should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D 

President 
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Smooth, consistent anxiolytic action is the reason. 


Proven efficacy 

a Effective symptomatic relief of anxiety, whether psychic or 
somatic in origin 

m Therapeutic response achieved with first dose 

a Verstran—a suitable antianxiety alternative to diazepam 


Established safety 

a Virtually no drowsiness” in most Verstran patients (less than 
10%) | 

m Other side effects, if present, are minimal ' 

m Verstran is appropriate concomitant therapy in most somatic 
disorders + 

æ No accumulation after steady state is reached 


Dosage versatility 

m The simplicity of a single-strength 10-mg scored tablet, for 
easy titration and improved patient compliance 

n The flexibility of once daily * dosage 

m The option of a b.i.d. dosage regimen, gradually adjustable 
within a range of 20 to 60 mg/day 


*As with all CNS-acting agents, patients should be cautioned against driving, 
drinking, or engaging in hazardous activities. 


Data on file, Warner/Chilcott Medical Department. 
+See package insert. 
SAt bedtime. 
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VERSTRAN® (prazepam) (i 


Caution: Federal law prohibits dispensing without 
prescription. 

Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro- 
1-(cyclopropylmethyl) - 1, 3 - dihydro - 5 - phenyl - 2H - 
1,4-benzodiazepin-2-one. The molecular weight is 
324.8 and the structural formula is as follows: 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral adminis- 
tration of single doses as high as 60 mg and divided 
doses up to 100 mg t.i.d. (300 mg total daily dose) 
were without toxic effects. 

Single oral doses of Verstran in normal subjects 

produced peak blood levels at 6 hours 
postadministration, with significant amounts still 
present after 48 hours. Verstran was slowly absorbed 
over a prolonged period, rather constant blood levels 
were maintained, and excretion was prolonged. The 
mean half-life of prazepam measured in subjects 
given 10 mg @i.d. for one week was 63 (+15 s.d.) 
hours before and 70 (+10 s.d.) hours after multiple 
dosing — a nonsignificant difference. Human 
metabolism studies showed that prior to elimination 
from the body, prazepam is metabolized in large part 
to 3-hydroxyprazepam and oxazepam. 
Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 

The effectiveness of Verstran (prazepam) in long- 
term use, that is, more than 4 months, has not been 
assessed by systematic clinical studies. The physician 
should reassess periodically the usefulness of the 
drug for the individual patient. 

Contraindications: Verstran (prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug 
and in those with acute narrow angle glaucoma. 
Warnings: Verstran (prazepam) is not recommended 
in psychotic states and in those psychiatric disorders in 
which eax | is not a prominent feature. 

Patients taking Verstran should be cautioned 
against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous ma- 
chinery, including motor vehicles. 


Because Verstran has a central nervous system de- 
pressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
including phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants. The effects 
of alcohol may also be increased. 

Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. 
These symptoms include convulsions, tremor, abdom- 
inal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts 
and alcoholics, should be under careful surveillance 
when receiving benzodiazepines because of the pre- 
disposition of such patients to habituation and de- 
pendence. 

Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations associated 
with the use of minor tranquilizers (chlordiazepoxide, 
diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. Verstran 
(prazepam) a benzodiazepine derivative, has not been 
studied adequately to determine whether it, too, may be 
associated with an increased risk of fetal abnormality. 
Because use of these drugs is rarely a matter of urgency, 
their use during this period should almost always be 
avoided. The possibility that a woman of childbearing 
potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised 
that if they become pregnant during therapy or intend to 
become pregnant they should communicate with their 
physician about the desirability of discontinuing the drug. 
In view of their molecular size, Verstran and its metabo- 
lites are probably excreted in human milk. Therefore, this 
drug should not be given to nursing mothers. 

In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. 
The least amount of drug that is feasible should be 
available to the patient at any one time. 

Patients taking Verstran for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should 
also be observed. Hepatomegaly and cholestasis 
were observed in chronic toxicity studies in rats and 
dogs. 
ie elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 
Pediatric Use: Safety and effectiveness in patients 
below the age of 18 have not been established. 
Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled 
trials employing a typical 30 mg divided total daily 
dose and the percent incidence in the Verstran (praze- 
pam) group were: fatigue (11.6%), dizziness (8.7%), 
weakness (7.7%), drowsiness (6.8%), lightheaded- 
ness (6.8%), and ataxia (5.0%). Less frequently re- 
ported were: headache, confusion, tremor, vivid 
dreams, slurred speech, palpitation, stimulation, dry 
mouth, diaphoresis, and various gastrointestinal 


complaints. Other side effects included: pruritus, tran- 
sient skin rashes, swelling of feet, joint pains, various 
genitourinary complaints, blurred vision, and syn- 
cope. Single nightly dose, controlled trials of variable 
dosages showed a dose-related incidence of these 
same side effects. Transient and reversible aberro- 
tions of liver function tests have been reported, os 
have slight decreases in blood pressure and increases 
in body weight. 

These findings are characteristic of benzodiazepine 
drugs. 

Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multi- 
ple agents may have been taken. 

If vomiting has not occurred spontaneously, it 

should be induced. Immediate gastric lavage is also 
recommended. General supportive care, including 
frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated. Hypotension, 
though unlikely, may be controlled with Levophed® 
(levarterenol bitartrate) or Aramine® (metaraminol 
bitartrate). Caffeine and Sodium Benzoate Injection, 
USP, may be used to counteract central nervous system 
depressant effects. 
Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance 
with the response of the patient. In elderly or debili- 
tated patients it is advisable to initiate treatment at a 
divided daily dose of 10 mg to 15 mg. (See Precau- 
tions.) 

Prazepam may also be administered as a single 

dose daily at bedtime. The recommended starting 
nightly dose is 20 mg. The response of the patient to 
several days’ treatment will permit the physician to 
adjust the dose upward or, occasionally, downward to 
maximize antianxiety effect with a minimum of day- 
time drowsiness. The optimum dosage will usually 
range from 20 to 40 mg. 
Drug Interactions: If Verstran (prazepam) is to be 
combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to 
the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine 
oxidase inhibitors or other antidepressants. 

If Verstran is used to treat anxiety associated with. 
somatic disease states, careful attention must be paid 
to possible drug interaction with concomitan?™eédiga- 
tion. 

How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51) and 
1000 (N 0047-0276-60). 
STORE BETWEEN 59°-86° F (15°-30° C). 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). ° 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 





Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 
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Divide scored Endep tablets 





Add flexibility to dosage titration 


Long term treatment of depression with amitriptyline 
requires precise calculation of dosage to meet the individual 
needs of each patient. Because all six strengths of Endep 

are scored, you can easily increase or decrease dosage in half- 
tablet steps, without the bother and expense of a new 
prescription. 


| a 
Subtract waste and cost 


Scored Endep tablets permit you to adjust the regimen 
without wasting unused tablets or burdening the patient 
with the cost of a new prescription. 


x 


Multiply therapeutic options 


The pharmacokinetic properties of Endep are such that its 
clinical effect is the same whether prescribed t.i.d. or as a 
single daily dose. Thus, once you have established the proper 
dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects, and helping to 
assure patient compliance with this simple regimen. 

By prescribing the higher strength tablets h.s. — 
secure in the knowledge that the dosage can be adjusted 
without resorting to a new prescription—your patient will 
economize further on a per milligram basis. 


Endep 


amitriptyline HCI Roche 


epressant scored 


The only antid 
for easy division 


Endep 
amitriptyline HCl/Roche 


Before prescribing, please consult complete 
roduct information, a summary of which 
ollows: 

Contraindications: Known hypersensitivity. 

Do not use with monoamine oxidase (MAO) 

inhibitors or within at least 14 days following 

discontinuation of MAO inhibitors since 
hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use; 
then initiate cautiously, gradually increasing 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. 

Warnings: May block action of guanethidine 

or similar antihypertensives. Use with caution 

in patients with history of seizures, urimary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. | Arrhyth- 
mias, sinus tachycardia and prolongation 

of conduction time reported with use of tri- 

cyclic antidepressants, including amitriptyline 

HCl, fpei P in high doses. Myocardial in- 

farction and stroke reported with use of this 

class of drugs.) May impair alertness; warn 

against hazardous occupations or driving a 

motor vehicle during therapy. Weigh possible 

benefits against hazards during pregnancy, 
the nursing period and in women of child- 
bearing potential. Not recommended in chil- 

dren under 12. 

Precautions: May exaggerate symptoms in 

schizophrenic and paranoid patients, or shift 

manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi- 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 

CNS depressants. Because of the possibility of 

suicide in depressed patients, do not permit 

easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 

Adverse Reactions: Note: This list includes a 

few adverse reactions not reported with this 

specific drug but requiring consideration 
because of similarities of tricyclic antidepres- 
sants. Cardiovascular: Hypotension, hyper- 
tension, tachycardia, palpitation, myocardial! 
infarction, arrhythmias, heart block, stroke. 

CNS and Neuromuscular: Confusional states; 

disturbed concentration; disorientation; de- 

lusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, 
tingling and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; 
tremors; seizures; alteration in EEG patterns; 
extrapyramidal symptoms; tinnitus. Anti 
cholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, 
paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic: Skin rash, urticaria, 
photosensitization, edema of face and tongue. 

Hematologic: Bone marrow depression includ- 

ing agranulocytosis, eosinophilia, pyrpura, 

thrombocytopenia. Gastrointestinal’ Nausea, 
epigastric distress, vomiting, anorexia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, 
inercased pefapieanees urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 

Withdrawal Symptoms: Abrupt cessation of 

treatment after prolonged administration may 

produce nausea, headache and malaise. These 
are not indicative of addiction. 

Supplied: Scored Tablets: 10, 25, 50, 75, 100, 
150 mg. 


Roche Laboratories 
Division of Hoffmann-La Roche Ine 
Nutley, New Jersey 07110 
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Molindone HCI 
Lidone treats the 





Classic target symptoms 








with less likelihood of 
certain troublesome effects 
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Prescribing Information for 


DESCRIPTION — LIDONE (molindone hydrochlo- 

ride) is a dihydroindolone compound which is not 
structurally related to the phenothiazines, the 
butyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methyl-5-(mor- 
pholinomethyl) indol-4(5H)-one hydrochloride. It 
is a white crystalline powder, freely soluble in 
water and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
has a pharmacological profile in laboratory 
animals which predominantly resembles that of 
major tranquilizers causing reduction of spon- 
taneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, LIDONE an- 
tagonizes the depression caused by the tranquiliz- 
ing agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
coordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
_ drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3% unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) i in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been estab- 
lished. 


PRECAUTIONS — Some patients receiving 
LIDQNE (molindone hydrochloride) may note 
drofsines initially and they should be advised 
t activities requiring mental alertness until 
their response to the drug has been established. 

Increased activity has been Soted in patients 
receiving LIDONE. Caution should be exercised 
_ where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
instances. 

LIDONE has an antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscure signs of of intestinal obstruction or brain 
tumor. z 


(molindone hydrochloride) 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 
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puckering of mouth, chewing movements). There 
may be involuntary movements of extremities. 
There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually do 
not alleviate the symptoms of this syndrome. It is 
suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be nec- 
essary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different hoe 
psychotic agent, the syndrome may be masked. K 
has been reported that fine vermicular mov 
of the tongue may be an early sign of the synd 
and if the medication is stopped at that time the — 
syndrome may not develop. P 


DOSAGE AND ADMINISTRATION — Initial and 
maintenance doses of LIDONE tmolindone hydro- 
chloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage i is 50 to 75 mg/day. 
— Increase to 100 mg/day in three or four days. 
— Based on severity of symptomatology, dosage _ 
may be titrated up or down depending on in- 
dividual patient response. - 
— An increase to 225 mg/day may be required in — 
patients with severe symptomatology. 1 
— Some chronic, treatment-resistant patients 
may require up to 400 mg/day; (however, the 
long-term safety of 400 mg/day has not e 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a day. 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 

3. Severe — 225 mg/day may be required. 
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Dosage may be administered once a day. 


DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin- 
done hydrochloride) has not been reported. dle 
tionally, animal studies have not shown ine e 
toxicity when LIDONE is given concurrently w 
representative members of three classes of me i 
(i.e., barbiturates, chloral hydrate and antiparkin- 
son 'drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto- 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindicated. — 
Additionally, while the emetic effect of | 
apomorphine is blocked by LIDONE in animals, this — 
blocking effect has not been determined in 
humans. ) 

A significant increase in the rate of je of — 
unmetabolized LIDONE from the body by forced — 
diuresis, peritoneal or renal dialysis would not be | 
expected. (Only 2% of a single ingested dose of | 
LIDONE is excreted unmetabgized in the urine.) — 
However, poor response of the patient may justify — 
use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- — 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- — 
thetic anticholinergic antiparkinson agents fl.e., 
Artane*, Cogentin*, Akineton”). 4 


HOW SUPPLIED — LIDONE ‘molindone hy- 
drochloride) capsules are supplied in bottles of 106) 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 


TM — Trademark 

*Benadryl — bie spins Re erya Dàvis and Co. 
*Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 


ABBOTT pets 
North Chicago, IL 4 
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Lidone lets you control key 
schizophrenic symptoms, 


© Significant gains have been reported following use of Lidone 
for patients experiencing hallucinations, conceptual 
disorganization, hostility, unusual thought content, and other 
schizophrenic manifestations. 


e Progress has also been noted in the social outlook of patients. 
Emotional withdrawal has lessened with the Lidone therapy. 
Many patients have improved their social behavior and 
interpersonal relationships. 


yet keep a low 
side effects profile 


è There have been no reports of persistent tardive dyskinesia, 
excessive weight gain, impotence, lens opacities, or skin 
pigmentation. And the incidence of significant hypotension 
is rare (below 1% inclinical studies). Other side effects are 
similar to comparable agents, and seldom require 
discontinuation of therapy. 


: ABBOTT 


Please see overleaf for TM—TRADEMARK 
lest Sampara 8063258 
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Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- l 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 

port. This document, published by the American Psychiatric Association, is the result of a 

project of the Association’s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 

as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 

violation of the self short of homicide, as an act of violence and humiliation in which not only is | 

the victim's very existence threatened, and her inner and most private space invaded, but her : 

autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 1 

reports the crime, she is confronted with a complex series of yet additional stresses growing 

out of her contact with the hospital, police, courts, media and community opinion. Additionally, | 

her crisis differs from other crises in that her usual social support system is likely to be dis- 

rupted. Her immediate needs are for empathy and safety, and a sense of control over what is | 

happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 

of sensitivity to these needs, the experience of reporting becomes another assault. l 
| 
| 
| 


This book presents a professional, sobering, and balanced picture of the problems of the rape 

victim and details what the clinician must know—about local hospital policy, criminal justice 

procedure, rape statutes, and community attitudes and services—in order to be able to treat 

victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 

Carolina School of Medicine. | 
Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 

SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 

Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 

York, New York 10022. 


| 
| 
| 
Please send me______ copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- | 
back). | 
(Please Print) OBill Me OCheck Enclosed | 
Name | 
Address 
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Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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make 


PERTOFRANE (lesjoramine HC NEJ 


your first choice for the 3 of 10 
patients who don't respond. 


because of: 





> CLINICAL EFFECTIVENESS even when 
“most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response 
to numerous other drugs.” 


> LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin* 
and less anticholinergic activity.” 


> ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 


PERTOF, RANE een they don't respond. 


(desjoramine HCI NF) 
/ 


LABORATORIES 
USV Laboratories Inc 
Manati. P.R. 00701 


Please see next vs for brief summary of prescribing information and references. 


PERTOFRANE * 


(dlesjoramine HCI NF) 


Indication: For relief of mental depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lofer seizure threshold). This drug 
may block the action of the antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
Surgery, desipramine should be discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinical situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
Susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
Clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 

References: 

1. Barringer, TJ. : Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326. 1965. 2. 
Bondurant, W.W. III and Ford, H.: Depression and manic depression in Cur- 
rent Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976, p. 841. 3. 
Ayd, FJ., Jr: Central anticholinergic activity and tricyclic antidepressant 
efficacy, Int. Drug Ther. Newsletter 10:21, 1975. 
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DIRECTOR OF HEALTH 
SALARY TO $42,000 


Fresno County is searching for a capable executive to 
manage the diverse and complex activities of the Health 
Department. Basically, there are three top level managers 
reporting to the Director: The Health Officer, The Associate 
Director for Administration matters, and the Mental Health 
Chief. The Health Department employs approximately 764 
people with an operating budget of $20,017,703.00 Com- 
bining public health and mental health operations, the 
Department prides itself in the use of innovative approaches 
to provide integrated health services through a program of 
decentralized care. 


Warm, dry summers and mild winters generally 
characterize the area’s climate. A number of fine schools, a 


State university, and several community colleges contribute 
to the intellectual aspects of the community. Yosemite, 
Kings Canyon, and Sierra National Parks are no more than 
two hours away. Carmel and other picturesque coastal areas 
are within three hours easy drive. Excellent housing is 
available in several different areas at price levels lower than 
other metropolitan areas of California and many parts of 
the United States. 


Professional Administrators should consider the oppor- 
tunity providing they have at least five years of high level 
management experience in the Health Administration field. 


We would be pleased to answer your questions. Contact 
Lonnie Hayhurst, Chief, Recruitment & Employment, 2220 
Tulare Street, 3rd Floor Townehouse, Fresno, California 
93721; Phone: (209) 488-3364. 





CALIFORNIA 
STATE HOSPITAL 
SYSTEM 


PROFESSIONAL CHALLENGE 


Most severe mental disabilities 
Forty-seven treatment programs in five hospitals 


PROFESSIONAL GROWTH 


NEW RESIDENCY AFFILIATIONS 
DUAL CLINICAL-TEACHING APPOINTMENTS 
APPROVED CME CREDITS 


PROFESSIONAL REWARD 


SALARY $41,664 WITHOUT SPECIALIZATION, 
$44,964 BOARD-CERTIFIED 

$10,162 IN EMPLOYEE BENEFITS 

PART-TIME POSITIONS AVAéLABLE, WHERE NO 

CONFLICT OF INTEREST 


Write or call now: 


Stan Nielsen, Recruitment Manager 
744 P Street 

Sacramento, CA 95814 

(916) 322-1221 
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PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 


which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. | 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 
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PKSAP-II| REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


LAST NAME re | FIRSTNAME SS | 
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| [C] Psychiatric Resident-In-Training, APA MEMBER $20.00 |. 
[C] Psychiatric Resident-In-Training, NON-MEMBER $2000 $35 

Ye C] MEMBER, American Psychiatric Association (other than above) $35.00 Ae Wi 

2 [C] Physician (other than above) $50.00 -A Y: 
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Please make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 
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- They thought Ed Sloan 
was just tired... 


maybe he had narcolepsy 


A narcoleptic can fall “All too often, the patient with 
asleep almost anywhere, any- disabling hypersomnolence is à 
time. The results canbeat ignored by physicians for 
least embarrassing...at most years and even decades, with 
devastating. the consequent tragic toll on 
his ability to learn and to work.” 


Narcolepsy is often v l 
unrecognized Ritalin can help in 
As a primary sleep ab- narcolepsy | 
normality narcolepsy is For narcoleptic sleepiness 


characterized by sleepiness, and sleep episodes, the cite 
inappropriate sleep episodes, oe | a 'raqeniy 
and cataplexy (episodes of USE Ritalin (methylphenidate). 
muscular weakness precipl-  keterences. 
tated by strong emotion). 1. Dement WC, Carskadon MA, Guilleminault C, 
: Zarcone VP: Narcolepsy: Diagnosis and Treatment 

These are often accompanied Primary Care 3:609-623, December 1976 
by hypnagogic hallucinations, 6/7123) Neuroogy voi 15 The Eoilepsies, Magnus O 
automatic behavior and/or Lorentz De Haas AM (Eds.), Amsterdam, North- 

° Holland Publishing Company, 1974, pp 836-852 
disturbed nocturnal sleep. 
Sleep apnea may be a severe 
life-threatening complication 
of narcolepsy. 

Besides its medical impli- 

cations, narcolepsy may have 


drastic social consequences. 





Ritalin < 
(methylphenidate) 
For the 200,000 narcoleptics 
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who can't stay awake 


Please turn page for brief prescribing information 


Ritalin € 
(methylphenidate) 


For the 200,000 narcoleptics 
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who can 





Ritalin® hydrochloride C 
(methylphenidate hydrochloride USP) 
TABLETS 


INDICATION 

Narcolepsy. 

CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 


use Of Ritalin in children with minimal brain dysfunc- 


tion are not yet available. Although a causal rela- 
tionship has not been established, suppression of 
growth (/e, weight gain and/or height) has been re- 
ported with long-term use of stimulants in children. 
Therefore, children requiring long-term therapy 
should be carefully monitored 

Ritalin should not be used for severe depression of 
either exogenous or endogenous origin or for the 
prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, 
Ritalin should be discontinued. 

Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been en- 
countered in rare cases. Difficulties with accom- 


modation and blurring of vision have been reported. 


Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the metab- 
olism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), 
phenylbutazone, and tricyclic antidepressants 
(imipramine, desipramine). Downward dosage 
adjustments of these drugs may be required 
when given concomitantly with Ritalin. 


t stay awake 


Usage in Pregnancy 

Adequate anima! reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotionally 
unstable patients, such as those with a history 
of drug dependence or alcoholism, because 
such patients may increase dosage on their 
Own initiative. 

Chronically abusive use can lead to marked tol- 
erance and psychic dependence with varying 
degrees of abnormal behavior. Frank psychotic 
episodes can occur, especially with parenteral 
abuse. Careful supervision is required during 
drug withdrawal, since severe depression as 
well as the effects of chronic overactivity can be 
unmasked. Long-term follow-up may be re- 
quired because of the patient's basic personal- 
ity disturbances. 





PRECAUTIONS 
Patients with an element of agitation may react ad- 
versely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema multi- 
forme with histopathologica' findings of necrotizing 
vasculitis, and thrombocytopenic purpura); anorexia; 
Nausea; dizziness; palpitations; headache; dyskine- 
Sia; drowsiness; blood pressure and pulse changes, 
both up and down; tachycardia; angina; cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 
longed therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not been 
established, the following have been reported in pa- 
tients taking this drug: leukopenia and/or anemia; a 
few instances of scalp hair loss. 
DOSAGE AND ADMINISTRATION 
Adults 
Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before meals. 
Dosage will depend upon indication and individual 
response. 
Average dosage is 20 to 30 mg daily. Some pa- 
tients may require 40 to 60 mg daily. In others, 10 to 
15 mg daily will be adequate. The few patients who 
are unable to sleep if medication is taken late in the 
day should take the last dose before 6 p.m. 
HOW SUPPLIED 
Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 
Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500 and 
1000. 

C76-16 (Rev. 7/76) 665381 


Consult complete product literature before 


prescribing, 174-81424 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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DIRECTOR, PSYCHIATRIC 
-DAY HOSPITAL PROGRAM — 


200-Bed non-profit community Hospital 
situated in a New England shore city, one 
hour from New York City, seeks a 
Psychiatrist or Psychologist to participate 
in the development and provide clinical 
supervision of this new program. The posi- 
tion will be twenty hours per week, 
Hospital currently operates an inpatient 
mental health unit. Excellent salary and 
benefit program. Send resume to include 
salary history and requirements to: 
P.O. Box AJP-847 
American Journal of Psychiatry 
Advertising Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


IMMEDIATE OPENING: 
ASSISTANT DIRECTOR FOR 
DEVELOPMENTAL DISABILITIES 


Responsible for organizing and directing the 
planning, implementation, and coordination of 
an area-wide, community-based comprehen- 
sive mental retardation/developmental dis- 
abilities program in a community Mental 
Health Center serving 7 rural counties in 
Northwestern Minnesota. Activities include 
the provision of client centered, program 
centered and administrative consultation to 
MR/DD service providers; the development of 
a biennial area MR/DD program plan; and 
provision of direct outpatient services to 
developmentally disabled individuals and their 
families. Qualifications include a masters 
degree in social work or other related dis- 
cipline with significant proven experience and 
knowledge of MR/DD delivery systems. Send 
resume and three references to Roy Waters, 
MA, ACSW, Area Program Director, 
Northwestern Mental Health Center, Box 603, 
Crookston, MN 56716, or call (218) 281-3940. 


AN EQUAL OPPORTUN®Y EMPLOYER 


DIRECTOR OF 
MENTAL HEALTH FOR 
THE STATE OF MICHIGAN 


Immediate opening for Director of the State 
Mental Health Department of Michigan with 
14,000 employees, a budget of more than $400 
million, and direct responsibility for 25 facilities for 
the mentally ill and developmentally disabled. 
Progressive state with concerned citizenry, a sup- 
portive legislature and excellent mental health law. 
Statutory requirement: at least 5 years of executive 
experience in Mental Health. Search Committee 
will recommend candidates to the Governor, who 
appoints the Director subject to confirmation by 
the State Senate. The Director serves at the 
pleasure of the Governor. Salary is $47,700 with 
full fringe benefits. Send resume by October | 5th 
to: 

Mary Rave, Chairperson 

Search Committee 

3600 Geddes Road 

Ann Arbor, Michigan 48105 


Michigan is an Affirmative Action/Equal Opportunity Employer 





MEDICAL SUPERINTENDENT 


The Missouri Department of Mental Health is seeking super- 
intendents for a large and a medium size state hospital at St. 
Louis State Hospital, St. Louis, Missouri, and Farmington 
State Hospital, Farmington, Missouri, respectively. These are 
administrative and medical positions involving treatment of 
patients and hospital operations for professional and hospital 
support staffs. Qualifications include certification or proof of 
eligibility for certification in psychiatry by the American Board 
of Psychiatry and Neurology or completion of five-year psychia- 
tric career residency program of the Missouri Department of 
Mental Health, supplemented by three years of clinical experi- 
ence in psychiatry in an approved hospital or clinic for the men- 
tally ill or in an institution for the mentally retarded, of which 
one year must have been in a supervisory or administrative 
capacity. Substitution for these qualifications will be given to a 
valid certificate issued by the American Psychiatric Ass@iation 
Committee on Certification of Mental Hospital Administrators 
or possession of a specialty board certificate issued by the 
American Medical Association or American Osteopathic Asso- 
ciation, supplemented by five years of administrative experi- 
ence as a Clinical Director, Medical Director, Assistant Medical 
Director or Chief of Staff at an approved hospital or center serv- 
ing mentally ill, developmentally disabled or substance abuse 
patients. Qualifying certificates issued by other countries may be 
acceptable on an individual basis. Applicants must be able to 
secure a license to practice medicine in the State of Missouri. 
Annual salary range is $48,127 to $55,422, plus housing. 


SEND CURRICULUM VITAE/RESUME TO: C. Duane 
Hensley, Ph.D., Director, Department of Mental Health, 2002 
Missouri Boulevard, Jefferson City, Missouri 65101. or Henry 
V. Guhleman, Jr., M.D., Director, Division of Comprehensive 
Psychiatric Services, Department of Mental Health, 2002 
A amie Boulevard, Jefferson City, Missouri 6510! (314/751- 
3944). i 
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Merck Sharp & Dohme announces 
anew dosage strength 


Now 








Triavil4.50 


containing 4 mg perphenazine and 50 mg amitriptyline HCI 


For even more dosage versatility 
in the treatment of marked agitation 
with depression 





NEW dosage strength— 
to simplify therapy 


five dosage strengths now available 


NEW option: b.i.d. regimen— 
to improve compliance 

for initiating therapy 

Rx TRIAVIL 4-50 b.i.d. 


NEW unit-of-use package 
bottles of 60 for 30 days of therapy, 
where appropriate 





When TRIAVIL is part of the program, you may antici- 
pate these therapeutic benefits for many patients: 


Rapid antianxiety effect 

The tranquilizer component can alleviate symptoms 
of anxiety and agitation within a few days. Hypnotic 
effects from the tranquilizer component appear to be 
minimal, particularly in patients permitted to remain 
active. 


Highly effective antidepressant action 
The antidepressant component can help relieve 
symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morn- 
ing awakening; adequate relief of symptoms may 
take a few weeks or even longer. 


...to aid the psychotherapeutic process 
Patients often become more accessible and cooper- 
ative; symptomatic relief may enable the patient to 
function more effectively in his daily activities. 





Triavi 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from 
drugs, in the presence of evidence of bone marrow 
depression, and in patients hypersensitive to phe- 
nothiazines or amitriptyline. It should not be used dur- 
ing the acute recovery phase following myocardial 
infarction or in patients who haye received an MAO! 
within two weeks. Patients with cardiovascular dis- 
orders should be watched closely. Not recom- 
mended in children or during pregnancy. TRIAVIL 
may impair mental and/or physical abilities required 
for performance of hazardous tasks such as operat- 
ing machinery or driving. The drug may enhance the 
response to alcohol. Antiemetic effect may obscure 
toxicity due to other drugs or mask other disorders. 
Since suicide is a possibility in any depressive illness, 
patients should not have access to large quantities of 
the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose 


MSD 


SHARA Please see following page for a 
OHME brief summary of prescribing information. 





For a wide range of 
patients with marked 
agitation and depression 
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containing perphenazine and 
amitriptyline HCI 


now offers more 
dosage strengths than 
any other formulation 
containing a tranquilizer 
and an antidepressant 


= <= 


dual-action ge 
Tri 


containing perphenazine and amitriptyline HC! 





Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL" 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL" 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; know® hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
Cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myccardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic anticepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCl may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 
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Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. P 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric* crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of eftective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be d scontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hypergiycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatoric-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, anda change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with berphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL. the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be consicered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular’ Confusional states: 
disturbed concentration; disorientation; delusions; hallucinations; excitement: 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia: tremors: sei- 
Zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus: syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth: 
blurred vision; disturbance of accommodation; increased intraocular pressure: 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia: 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased cr decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
Salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dôsage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects With 
physostigmine salicylate should be considered. ẹ 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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ASSISTANT SUPERINTENDENT FOR 
PROFESSIONAL SERVICES 


New Hampshire Hospital, Concord, N.H., an 800 
bed JCAH-Accredited psychiatric hospital, is seek- 
ing an Assistant Superintendent for Professional 
Services to be responsible for the direction and 
coordination of clinical programs for the treat- 
ment, care and management of mentally ill 
patients. New Hampshire Hospital, the only public 
psychiatric hospital in N.H., is located in Concord, 
a city of approximately 30,000 people, 75 minutes 
north of Boston, MA. Salary ranges from $30,740- 
$38,690, plus an additional $3,000 per year if board 
certified. Possibility of faculty appointment to ma- 
jor university. Housing and other fringe benefits 
are available. Candidate must be a physician- 
psychiatrist licensed or eligible for licensure as an 
M.D. in New Hampshire and certified or eligible 
for certification by the American Board of 
Neurology and Psychiatry. 


Interested applicants should contact C. Clifton 
DuBois, Ph.D., Superintendent at New Hampshire 
Hospital, 105 Pleasant Street, Concord, New 
Hampshire 03301. Telephone (603) 271-2205. 


LIAISON AND INPATIENT 
PSYCHIATRISTS 
WANTED 


Bd. cert. or elig. required. Chillicothe 
VA Hospital is a 1000-bed hosp. with 
large aftercare program. JCAH ap- 
proved. OSMA approved cont. med. 
ed. prog. for AMA Phy. Rgcognition 
Award. Hosp. located in southern 
Ohio natural recreation and scenic 
area, 45-min. from Columbus. Finan- 
cial assistance in moving. Equal 
Employment Opportunity Employer. 
Write Chief of Staff, VA Hospital, 
Chillicothe, OH 45601 or call (614) 
773-1141, ext. 202. 





University of Pennsylvania 
Department of Psychiatry 


offers 


FELLOWSHIPS 


for 


RESEARCH RESIDENTS 


and 
Post-Residency 


PSYCHOPHARMACOLOGY TRAINING” 


Fellowship positions are available for training in clinical and laboratory skills for psychiatric and psychopharmacological 
research with emphasis on individual participation in specific studies. Positions are available to individuals who have com- 
pleted two or more years of residency training in psychiatry. The program offers participation in a broad range of ongoing 
studies as well as providing formal and informal study programs to provide in-depth exposure to relevant biochemical and 
pharmacological knowledge. Supervision is provided by senior staff members and fellows are aided and encouraged in plan- 
ning research projects and the preparation of research grant applications and papers. i 


For further information, please write to: 


J. Mendels, M.D. 
Professor of Psychiatry 
c/o Depression Research Unit 
Veterans Administration Hospital 
Philadelphia, Pennsylvania 19104 


Psychopharmacology Training Fellowships available only to U.S. citizens or permanent residents. 
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To get schizophrenic patients 
out of the hospital and to keep 
them out is one of psychiatrys 
principal goals today. 

And we're doing 
something about it... 
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...with the benefits 

of a high potency agent. 

Rapidly effective in acute 

schizophrenia, with less total 

milligrams than with orally admin- 

istered agents over the same period 

of time. Fewer autonomic side effects and 

less sedating than low potency agents. 

(There is, however, a higher incidence of 
largely manageable extrapyramidal reactions.) 


..With a unique, reliable delivery system. A long- 

acting injectable neuroleptic that substantially reduces 

readmissions for outpatients, is often effective where 

oral medications fail in poor absorbers, can open up long- 

standing chronic schizophrenics to rehabilitative therapy 

...with economy of time and money. As maintenance 

therapy, Prolixin Decanoate provides important savings - 

both in medication administration time and in medication 
costs. 


Prolixin Decanoate 


(Fluphenazine Decanoate Injection) 
helping you reach your goais 
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Prolixin Decanoate’ 


Fluphenazine Decanoate Injection 
helping you reach your goals 





Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2%(w’v) benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical brain 
damage. In patients who have a blood dyscrasia or liver damage, or who are 
receiving large doses of hypnotics, or who are comatose or severely depressed. In 
patients who have shown hypersensitivity to fluphenazine;: cross-sensitivity to 
phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or operating 
heavy machinery may be impaired by use of this drug. Physicians should be alert to 
the possibility that severe adverse reactions may occur which require immediate 
medical attention. Potentiation of effects of alcohol may occur. Safety and efficacy in 
children have not been established because of inadequate experience in use in 
Children. 


Usage in Pregnancy: Safety for use during pregnancy has not been established: 
weigh possible hazards against potential benefits if administering this drug to 
pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine compound 
caused cholestatic jaundice, dermatoses or other allergic reactions because of the 
possibility of cross-sensitivity. When psychotic patients on large doses of a 
phenothiazine drug are to undergo surgery, hypotensive phenomena should be 
watched for; less anesthetics or central nervous system depressants may be re- 
quired. Because of added anticholinergic effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or 
phosphorus insecticides; in patients with a history of convulsive disorders since 
grand mal convulsions have occurred; and in patients with special medical disorders 
such as mitral insufficiency or other cardiovascular diseases. and pneo- 
chromocytoma. Bear in mind that with prolonged therapy there is the possibility of 
liver damage, pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physi- 
cian experienced in the clinical use of psychotropic drugs. Periodic checking of 
hepatic and renal functions and blood picture should be done. Renal function of 
patients on long-term therapy should be monitored; if BUN becomes abnormal. 
treatment should be discontinued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are 
most frequently reported. These include pseudoparkinsonism, dystonia. dyskinesia, 
akathisia, oculogyric crises, opisthotonos, and hyperreflexia: most often these are 
reversible, but they may be persistent. One can expect a higher incidence of such 
reactions with fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will depend more on 
individual patient sensitivity, but dosage level and patient age are also determinants 
As these reactigns may be alarming, the patient should be forewarned and reas- 
sured. These reactions can usually be controlled by administration of antiparkinso- 
nian drugs such as benztropine mesylate or intravenous Caffeine and Sodium 
Benzoate Injection U.S.P, and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and 
sometimes irreversible tardive dyskinesia may appear in some patients on long- 
term therapy or may occur after discontinuation of drug. The risk seems greater in 
elderly patients, especially females, on high dosages. The syndrome is char- 
acterized by rhythmical involuntary movements of tongue, face, mouth, or jaw (e.g. 
protrusion of tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not allevi- 
ated by antiparkinsonism agents. If the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syndrome may be masked if treatment is 
reinstituted, or drug dosage increased, or a different antipsychotic agent used. 
Reports are that fine vermicular movements of the tongue may be an early sign of 
the syndrome which may not develop if medication is stopped at that time 


Phenothiazine derivatives have been known to cause restlessness, excitement. 
or bizarre dreams; reactivation or aggravation of psychotic processes may be 
encountered. If drowsiness or lethargy occur, the dosage may have to be reduced 
Dosages, far in excess of the recommended amounts, may induce a catatonic-like 
state. 


Autonomic Nervous System—Hypertension and fluctuations in blood pressure 
have been reported. Although hypotension is rarely a problem, patients with pheo- 
chromocytoma, cerebral vascular or renal insufficiency or severe cardiac reserve 
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deficiency such as mitral insufficiency appear to be particularly prone to this reaction 
and should be observed carefully. Supporive measures including intravenous 
vasopressor drugs should be instituted immediately should severe hypotension 
occur; Levarterenol Bitartrate Injection U.S.P. is the mast suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its 
action. Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Reducing or temporarily discontinuing the 
dosage will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal congestion have 
occurred in some patients on phenothiazine derivatives. 


Metabolic and Endocrine—Weight change, peripheral edema, abnormal lacta- 
tion, gynecomastia, menstrual irregularities, false results on pregnancy tests, impo- 
tency in men and increased libido in women have occurred in some patients on 
phenothiazine therapy. 


Allergic Reactions—|tching, erythema, urticaria, seborrhea, photosensitivity, 
eczema and exfoliative dermatitis have been reported with phenothiazines. The 
possibility of anaphylactoid reactions should be borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, throm- 
bocytopenic or nonthrombocytopenic purpura, eosinophilia, and pancytopenia have 
been observed with phenothiazines. If soreness of the mouth, gums or throat or any 
symptoms of upper respiratory infection occur and confirmatory leukocyte count 
indicates cellular depression. therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly during 
the first months of therapy, may occur; treatment should be discontinued. A cephalin 
flocculation increase, sometimes accompanied by alterations in other liver function 
tests, has been reported in patients who have had no Clinical evidence of liver 
damage. 


Others—Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing factors 
High doses should be avoiced in known seizure patients. Shortly before death, 
several patients showed flare-ups of psychotic behavior patterns. Autopsy findings 
have usually revealed acute fulminating pneumonia or pneumonitis, aspiration of 
gastric contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such as opiates. 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to 
cause fatal cardiac arrest, altered electrocardiographic and electroencephalo- 
graphic tracings, altered cerebrospinal fluid proteins. cerebral edema, asthma. 
laryngeal edema, and angioreurotic edema; with long-term use, skin pigmentation 
and lenticular and corneal opacities have occurred with phenothiazines. Local tissue 
reactions occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert 


HOW SUPPLIED: 1 mi. Unimatic® single dose preassembled syringes and 
Cartridge-needle units, and 5 mi. vials. 





Films on psychiatric management 
available from Squibb 


A Step Beyond 
A Chance for Change s 
A Way Out - 
Community Treatment Qf the Psychotic Patient 
Psychiatric Services aerial Hospitals 

The Quality of Care 








G UIBB” The Priceless Ingredient of every product 
Q is the hgnor and integrity of its maker.’ ™ 


©1978 E. R. Squibb & Sons, Inc. H428-501 





STAFF 
PSYCHIATRIST 


This position is in an established 
265 bed, JCAH accredited psychi- 
atric facility, located in a university 
community of 30,000. Full time posi- 
tion includes providing training and 
supervision to psychologists, social 
workers, and nurses. Other duties in- 
clude conducting patient evaluations, 
developing treatment plans, and 
evaluating and prescribing psycho- 
active medication. Salary open. Send 
resume with salary requirements to 
Personnel Director, P.O. Box 4008, 
Austin, Texas 78765. 











DIRECTOR OF 
CLINICAL SERVICES 


A challenging opportunity exists for a senior psychi 
within the Department of Health, Province of New B 
wick. As a member of the head office team for M 
Health Services, the successful applicant will supervis 
clinical program. The specific responsibility is to ensu 
effective clinical service through clinical evaluation 
cedures, consultation on complex cases, recruitment of 
psychiatrists, professional development of staff, prom 
of coordination between the various components of the 
tal health services system, contributing to program dey 
ment and evaluation activities, and fostering cooper 
with professional organizations. 


Applicants are invited from specialists with a certific 
psychiatry of the Royal College of Physigians and Sur 
of Canada who have had extensive and progressively re 
sible experience in community mental health ser 
Competence in both Official Languages is desirable 
competence in English is essential. 


An attractive salary and generous fringe benefit 
offered. Interested candidates should send a curri 
vitae or requests for information to: 


J. A. Wolstenholme 
Executive Director 

Mental Health Service 
Department of Health 

P. O. Box 6000 
Fredericton, New Brunswick 
E3B SHI 





THE HEALTH SCIENCES CENTRE 





and the 
UNIVERSITY OF MANITOBA 
invite applications for the position of 


DIRECTOR OF CHILD AND 


ADOLESCENT PSYCHIATRY 


H.S.C. positions are open equally to men and women. 


Please direct enquiries to: Robert M. Martin, Ph.D. 


Associate Head 

Dept. of Psychiatry 
University of Manitoba 
770 Bannatyne Avenue 
Winnipeg, Manitoba 
R3E OW3 

Canada 


The Health Sciences Centre is one of the continent’s largest health care facilities with 1300 beds. The Centre is Manitda’s 
cipal referral institution for complex health problems and the province’s major hospital for teaching and research. It is cen 
located in Winnipeg, Manitoba's largest city, with a population of 600,000 people, which is internationally known fi 
cultural, sports and recreational activities. 


The director shall be responsible for the development and co-ordination of Child and Adolescent Psychiatry programmes | 
dergraduate and graduate education and research, as well as the administration of service delivery systems. 


e ‘This is a major academic position in a well established University Department of Psychiatry with an eclectic base, and str 
in the area of psychotherapy. 


Other academic pogitions are also available in our Child Psychiatry Section. 





3ECAUSE INSOMNIZ 


AY TEND TO DENY EXISTING 
PSYCHOPATHOLOGY" 


VAARA 


DM 


(flurazepam HCI) 


50-MG AND 15-MG CAPSULES 


for symptomatic relief of insomnia 


during psychotherapy 


As you know, many insomniacs focus on somatic com- 
plaints rather than face the emotional problems that are 
the basis of their illness. When denial presents a block to 
effective therapy, pharmacologic intervention may be 
indicated. In such cases Dalmane, with sleep laboratory 
proof of efficacy, may prove especially useful as 
adjunctive treatment. 


proved effective for insomniac 
psychiatric patients 

In a placebo-controlled study, Dalmane 30 mg h.s., admin- 
istered for 7 nights to 49 hospitalized psychiatric patients, 
reduced the time required to fall asleep and increased the 
sleep duration time. These data, recorded by special 
monitors, agreed with subjective estimates made by 
patients on daily post-sleep questionnaires. 


Please see following page for a summary of product information. 


PSYCHIATRIC PATIENTS FELL ASLEEP FASTER’ 
(Improvement over baseline, mean values) 





21 min. 


10 min. 
no 
improvement 
Subjective Monitored ; - Subjective | 
esults Results 


| 
Dalmane (flurazepam HCI) Placebo 
30 mg 


= 


Monitored 
R 





PSYCHIATRIC PATIENTS SLEPT LONGER’ 
(Improvement over baseline, mean values) 


42 min. 
EO min. — 


Monitored Subjective Monitored Subjective _ 
Results a> 





Dalmane (flurazepam HCl) Placebo 
30 mg 


proved effective for 28 consecut 
nights in the sleep laboratory“ 


Dalmane (flurazepam HCI) is the only hypnotic proved 
effective for a 28-night period.** In sleep laboratory stud 
of chronic insomniacs, Dalmane has demonstrated a sig 
nificant reduction in the time required to fall asleep and 
in total wake time, during short-, intermediate- and longe 
term administration“ Where a hypnotic agent is needed 
for more than a few nights, Dalmane appears to be rela- 
tively safe as well as effective” Although prolonged adm 
istration of Dalmane is seldom necessary, with repeated 
use periodic blood counts and liver and kidney function 
tests are recommended. 





EFFECTIVE ADJUNCTIVE THERAPY 
IN PSYCHIATRIC PRACTICE 


DALMANE" 


urazepam HCI 





One 30-mg capsule h.s.—usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.—initial dosage 

for elderly or debilitated patients. 


4 sleep within 17 minutes, on average, 
proved in sleep laboratory studies’ 


3 sleep for an average of 7 to 8 hours 
provedin sleep laboratory studies” 


© No need to repeat dose 
or increase dosage’: 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal! awakenings 
and/or early morning awakening; in patients 
with recurring insomnia or poor sleeping 
habits; in acute or chronic medical situa- 
tions requiring restful sleep. Since insom- 
nia is often transient and intermittent, 
prolonged administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HI: 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
Ous occupations requiring complete mental 
alertness (e.g., operating machinery, driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meprobamate) 
sugpest increased risk of congenital 
malformations during the first tri- 
mester of pregnancy. Dalmane, a 
benzodiazepine, has not been stud- 
ied adequately to determine whether 
it may be associated with such an 
increased risk. Because use of these 
drugs is rarely a matter of urgency, 
their use during this period should 
almost neways be avoided. Consider 
possiniliy of pregnancy when insti- 
uting therapy; advise patients to 
discuss therapy if they intend to or 
do become pregnant. 


Not recommended for use in persons under 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use cau- 
tion in administering to addiction-prone 
individuals or those who might increase 
dosage. 

Precautions: In elderly and debilitated, 
limit initial dosage to 15 mg to preclude 
oversedation, dizziness and/or ataxia. 
Consider potential additive effects with 
other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 
depression or suicidal tendencies. Periodic 
blood counts and liver and kidney function 
tests are advised during repeated therapy. 
Observe usual precautions in presence of 
impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe seda- 
tion, lethargy, disorientation and coma, 
probably indicative of drug intolerance or 
overdosage, have been reported. Also 
reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, con- 
stipation, GI pain, nervousness, talkative- 
ness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint 
pains and GU complaints. There have also 
been rare occurrences of leukopenia, 
granulocytopenia, sweating, flushes, diffi- 
culty in gouaing, blurred vision, burning 
eyes, faintness, hypotension, shortness 

of breath, pruritus, skin rash, dry mouth, 


bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Aduits: 30 mg usual dosage; 15 mg may 
suffice in some patients. 

Elderly or debilitated patients:15 mg 
initially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 


REFERENCES: 1. Kales A, Kales JD, 
Humphrey FJ Il: Sleep and dreams, in Com- 
prehensive Textbook of Psychiatry —//, ed 2, 
edited by Freedman AM, Kaplan HI, Sadock 
BJ. Baltimore, The Williams & Wilkins Com- 
pany, Vol 1, 1975, p. 114. 2. Jacobson A. et al: 
Psychophysiology 7: 345, Sep 1970. 3. Data 
on file, Medical Department, Hoffmann- 

La Roche Inc., Nutley NJ. 4. Kales A, et al? 
Clin Pharmacol Ther 19: 576-583, May 1976. 
5. Kales A, et al: Clin Pharmacol Ther 18: 
356-363, Sep 1975. 6. Dement WC, Guille- 
minéult C, Zarcone V-*Progress in clinical 
sleep research. Scientific exhibit at the 
American Medical Association, Atlantic City 
NJ, Jun 14-18, 1975 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and ql! member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 





FORMER ADDRESS: 





NEW ADDRESS and/or NAME: 





NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAILTO: ._ 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


a valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
: of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


e NAME 





FACILITY 





ADDRESS 








CITY STATE ZIP CODE 


Hospital & 
R F ` : 
ba 5 AMERICAN PSYCHIATRIC ASSOCIATION 
rvice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 


MAIL TO: 


C 
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Tranxene’ © 


CAPSULES, 
SINGLE DOSE TABLETS 


(CLORAZEPATE DIPOTASSIUM) oros Brief Summary == 


ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 
the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 
iety associated with anxiety neurosis, in other psychoneuroses in which 
anxiety symptoms are prominent features, and as an adjunct in disease 
states in which anxiety is manifested. 

TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
drawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
known hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver function tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

in elderly or debilitated patients, the initial dose should be small, and in- 
crements should be made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were; dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

There have been reports oœ abnormal liver and kidney function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION 

For the symptomatic relief of anxiety: 

TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accordance with the response 
of the patient. In elderly or debilitated patients it is advisable to initiate 
treatment at a daily dose of 7.5 to 15 mg 


TRANXENE capsules may also be administered as a single dose daily at 
bedtime: the recommended initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage ‘orm for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcohol withdrawa! 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided 
doses: 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
cates that TRANXÈNE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants 

lf TRANXENE is used to treat anxiety associated with somatic disease 
states, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 6/5 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of ‘{C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as 
capsules in three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 


0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-3417-11) 


7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 (NDC 0074-3418-53). 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC 
0074-3418-11). 


15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 
(NDC 0074-3419-53). Also available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). 
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UNCOMMON. Tranxene lets you 


manage anxiety in most patients without 
problem sedation. Any initial drowsiness 

is usually transient. By avoiding excessive 
sedation, Tranxene helps you calm patients 
without compromising their capacities.* 
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*Of course patients should be cautioned against 
hazardous tasks requiring. mental alertness. 
See overleaf for prescribing information. 
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maintenance therapy, ‘Thorazine offers 
effective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to the 
individual patient’s needs throughout the 
entire course of therapy. e 


Home from the hospital. He went in with 
a psychiatric emergency but left more like 
himself —delusions, hallucinations, and other 
psychotic target symptoms under control 
And ‘Thorazine’ mainte- 
nance can help keep him out of the hospital 


with “Thorazine’. 


in the future. 


From initial psychiatric emergency through 


sychotic patients to reality 





Helps return 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 
Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 


Final classification of the less-than-effective 
indications requires further investigation. 


Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: The possibility of extrapyramidal 
reactions from “Thorazine’ may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 


Avoid using in patients hypersensitive (e.g., blood 


dyscrasia, jaundice) to any phenothiazine. Caution 


patients about activities requiring alertness (e.g., 


operating vehicles or machinery) especially during 


the first few days’ therapy. Avoid concomitant 

use with alcohol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 
Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
received chlorpromazine. 

Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 


to cough reflex suppression, aspiration of vomitus: 


is possible. May prolong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage of concomitant C.N.S. depressants.) Anti- 
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Tablets: 
50 and 100 mg 
of the HCl 


‘Thorazine’. The most widely tested and 


convulsant action of barbiturates is not intensified. 
Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tachycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia. hyperreflexia in the 
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highly flexible antipsychotic available today. 


newborn; psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal! fluid proteins 
urticarial reactions and photosensitivity. exfolia 
tive dermatitis, contact dermatitis: la 
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false positive pregnancy tests, amenorrhea 
gynecomastia; hyperglycemia, hypog!y: 
glycosuria; dry mouth, nasal congestion, constipa 
tion, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantia! doses, skin 
pigmentation, epithelial keratopathy. lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest o1 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationshiy 
established. 
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Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule * capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg. 5 ml.; 
Suppositories, 25 mg. and 100 mge 

Concentrate (intended for institutiohe! use only), 
30 mg./ml. and 100 mg. /ml. 
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MANIC ILLNESS 


Baron Shopsin, editor 


This volume surveys current clinical, pharmacological, and 
chemical information on mania. Leading experts review such 
topics as psychoanalytic aspects, epidemiology, risk factors, 
genetic aspects, differential diagnosis, neuropharmacological 
considerations, neuroendocrine function, psychopharmaco- 
therapy, and electroseizure therapy. 


340 pages, $18.00 (1978) 


CONVULSIVE THERAPY: THEORY AND PRACTICE 
Max Fink 


This examination of electroconvulsive therapy discusses 
clinical and experimental data and presents guides for 
effective use. The findings of neurophysiologic (par- 
ticularly EEG), psychologic, linguistic, biologic, bio- 
chemical, and pathologic studies of ECT are described, much 
of the data coming from the author’s own extensive research. 


380 pages, $24.00 (1978) 


PSYCHOPHARMACOLOGY: 
A GENERATION OF PROGRESS 


Sponsored by the American College of 
Neuropsychopharmacology (ACNP) 


M. A. Lipton, A. DiMascio, and K. F. Killam, editors 


**... Splendidly edited and comprehensive great work. The 
volume must be regarded as an outstanding editorial achieve- 
ment, neatly emphasizing the unity of research purpose in 
scores of tightly written, well documented papers. It is hard 
to imagine a professional with even a moderate interest in 
psychopharmacological research who will not want to have 
this volume at hand.”—Behavioral Medicine 


1760 pages, 7 x 10 inches, $49.50 (1978) 


SENSORY PROCESSING, PERCEPTION, 
AND BEHAVIOR 


R. B. Livingston 

This monograph addresses itself to a central problem of hu- 
man life, the problem of communication. It presents the 

main biological foundations for perception, judgment, and 
behavior, in an evolutionary and developmental context. In 
addition, it summarizes the evidence essential for understanding 
normal and abnormal subjective experience and behavior. 


112 pages, softcover, $8.50 (1978) 


DRIVES AND REINFORCEMENTS: 
Behavjoral Studies of Hypothalamic Functions 


James Olds 


“Every neuroscience student should be exposed to this 

book. . . to learn how to study the brain on its own terms, 

by the integration of many kinds of information. 

“This simple and insightful book does three things. It demon- 
strates Olds’s question-and-answer approach to brain research, 
it integrates the basic findings in neuroanatomy, neurochem- 
istry, and electrophysiology that are related to brain reward 
systems, and it tries to point the way to a vein of research 
that would lead to a greater understanding of mental disease 
and drug abuse.’’—Science 


148 pages, softcover, $9.00 (1977) 
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CRITICAL ISSUES IN PSYCHIATRIC DIAGNOSIS 
American Psychopathological Association Series 
R. L. Spitzer and D. F. Klein, editors 


This volume addresses many important issues which have 
arisen in the course of re-evaluating the theory and practice of 
psychiatric diagnosis. Four important areas are discussed: 
Definition of Labeling and Mental Illness; The Role of Psy- 
chological Testing in Psychiatric Diagnosis; Genetics as a Tool 
in the Validation of Psychiatric Diagnosis; and Laboratory 
Approaches to Psychiatric Diagnosis. 


360 pages, $25.00 (1978) 


ANOREXIA NERVOSA 
R. A. Vigersky, editor 


This volume is the first comprehensive discussion of the 
many facets of anorexia nervosa, a disorder of unknown 
etiology. This review will be of particular interest to 
psychiatrists because of the psychologic and perceptual 
abnormalities associated with this disease. 


408 pages, $19.50 (1977) 


GILLES DE LA TOURETTE SYNDROME 


A. K. Shapiro, E. S. Shapiro, 

R. D. Bruun, and R. D. Sweet 

“This work is the definitive treatise on this syndrome. 
This book can be highly recommended, not only for 
study of Gilles de la Tourette’s syndrome but also as 
an example of the modern techniques we have available 
to explore medical and neurological disorders.”—JAMA 


450 pages, $19.00 (1978) 


THE PSYCHOLOGY OF PAIN 
R. A. Sternbach, editor 


The purpose of this book is to provide a systematic review of 
the literature on the psychology of pain, gathering into one 
convenient volume references scattered in a wide and diversi- 
fied area. It will be valuable for psychiatrists, psychologists, 
neurologists, and anesthesiologists. 


282 pages, $19.50 (1978) 
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Information for Contributors 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 

The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


Annual Meeting Papefs 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 


before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tabfes, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The ‘‘brief communication” designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the resu}is, unnec- 
essary tables, figures or references, etc. Single cas@ reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, | table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 
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Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a ‘‘prompt pub- 
lication policy” is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 
State their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 
ture of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion ‘‘for publication” in the upper right corner. Letters criti- 
cal of an articleepublished in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 3%4 cm (1% inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE» SPECIFICATIONS 


Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 
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Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that suppfied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. b 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
“Comment” or ‘*‘Conclusions™ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual’s unpublished observations. Manuscripts that are 
actually “‘in press’’ may be cited as such in the reference list; 
the name of the journal must be ineluded. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third ‘‘et al.” Abbreviations of journal 
names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 


2. Schildkraut JJ: Tranyleypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, 
in, The Psychiatric Consultation. Edited by Mendel W, Solomon 
P' New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (34 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 


The November 1978 issue of 


The American Journal of Psychiatry 


will feature 


Psychodynamics and Developmental 
Psychology of the Borderline Patient: 
A Review of the Literature 


By Edward R. Shapiro 
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delusions... 


thought disorders... 


controlled 


Navane (thiothixene) rapidly controls hallucinations as well as the agitation 
and hostility patterns they frequently generate. 











Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders.” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 

Because Navane provides long-term outpatient control of psychotic symptoms, 
it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community. 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness’ Hypotension and other cardiovascular reactions” are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. « , 


Rapid control 
Long-term improvement 


 Navane’ 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg.. 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 


ROCRIG 


For prescribing information, including adverse reactions and A division of Pfizer Pharmaceuticals 
contraindications, please see following page of this advertisement. New York, New York 10017 


All 





Navane' (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate: 5mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules | mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depression due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size,and an increase 
in resorption rate in rats ati rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physica! abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car Or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressanis other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
tive reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrant of the buttock (i.e. gluteus 
maximus) ari the mid-lateral thigh. 

The deltoid area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore; Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
ever, since Navane has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 
paradoxical further lowering of blood pressure may result. 
Nonspecific EKG changes have been observed in some pa- 
tients receiving Navane. These changes are usually reversible 
and frequently disappear on continued Navane therapy. The 
incidence of these changes is lower than that observed with 
some phenothiazines. The clinical significance of these changes 
is not known, 

CNSeffects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The inci- 
dence of sedation appears similar to that of the piperazine group 
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of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition. phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of 
these extrapyramidal symptoms depends upon the type and 
severity. Rapid relief of acute symptoms may require the use of 
an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptoms are persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch toa different antipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the 
medication is stopped at that time, the syndrome may not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocytosis, which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reaetions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that Geath was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patient’s symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplant the injectable form 
as soon as possible, It may be necessary to adjust the dosage 


when changing from the intramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate—In mifder condi- 
tions, an initial dose of 2 mg three times daily. If indicated, a 
subsequent increase to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an initial dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated an 

increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 
salivation, dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral, early gastric lavage is helpful. For Navane oraland 
Intramuscular, keep patient under careful observation and 
maintain an open airway. since involvement of the extra- 
pyramidal system may produce dysphagia and respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
standard measures for managing circulatory shock should be 
used (I.V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suitable drugs. Other pressor agents, 
including epinephrine. are not recommended, since 
phenothiazine derivatives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazo! should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication, 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane is also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 ml (4 oz) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 ml (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, and 5 mg. Each mi con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small loss 
unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 

is available in a 2 ml amber glass vial in packages of 10. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 0.02% w/v. 
References. 1. Stotsky BA: Relative efficacy of parenteral 
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acutely excited and agitated patients. Dis Nerv Syst 38:967-973, 
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Comparative effects of intramuscular thiothixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403. 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
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tional adjustment. Presented as a Scientific Exhibit at the 130th 
Annual Meeting, American Psychiatric Association, Toronto. 
Canada, May 2-6, 1977. 7. Iti] TM, Unverdi C, Wohlrabe J. 
Larsen V, Levitt J: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
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Electrocardiographic evaluations of schizophrenic patients. 
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For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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Providing complete psychiatric care in 
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emphasis on disorders of adolescence. 
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Miller, Michael, M.D. 
THERAPEUTIC HYPNOSIS 


A comprehensive text which critically 
examines the major historical, theo- 
retical and clinical developments in the 
therapeutic use of hypnosis. With over 
twenty-five years of experience in the 
field of hypnotherapy, this esteemed 
authority presents the most current 
and effective methods in this expand- 
ing profession. Speciali attention is de- 
voted to the successful utilization of 
hypnoaversion therapy in the treat- 
ment of individuals suffering from 
chronic alcoholism, nicotinism, obe- 
sity and other debilitating conditions. 
Also discussed are the clinical applica- 
tions of hypnosis to a great variety of 
medical and psychological specialties. 
1979/Feb. 352 pp. 
0-87705-341-3 
Stern, Harold, Ph.D. 
THE COUCH: Its Use and Mean- 
-ing in Psychotherapy 
“Comprehensively and creatively, the 
author pursues the significance and use 
of the couch from diverse theoretical, 
technical and goal-oriented perspec- 
tives, suggesting guidelines for tts use 
and illustrating its therapeutic value 
with rich clinical material.” 
—Hyman Spotnitz, M.D. 
1978 215 pp. LC 77-15610 
0-87705-303-0 $13.95 


$18.95 


Rosenzweig, Norman M.D. and 
Hilda Griscom, Ph.D., Eds. 

PS YCHOPHARMACOLOGY 
AND PSYCHOTHERAPY: 
Synthesis or Antithesis? 

Compiled by outstanding psychiatric 
clinicians and researchers in psycho- 
therapy, psychopharmacology, and 
psychoanalysis, this important book 
comprehensively covers the major 
areas of psychopathology from the 
psychological and biological points of 
view. Topics are treated from both a 
theoretical and an applied perspective, 
and pertain to a wide range of issues 


including the treatment of schizo- 
phrenia and manic-depressive illness, 
1978/Sept. 224 pp. LC 78-4088 


0-87705-354-5 $14.95 


THE JOURNAL OF 
PSYCHIATRIC EDUCATION 
Editors: Robert Cancro, M.D., 
and Zebulon Taintor, M.D. 


Each issue features a specific topic of 
educational significance such as the 
importance and utility of the intern- 
ship, or the relationship of psychiatry 
to primary care. 


ISSN 0363-1907 
Biannual LC 77-64943 
Order 891-1 Individuals 
Order 892-X Institutions 


Vol. 2, 1978 
$10.00 
$20.00 


Meyers, Donald, M.D., Editor 
PSYCHOTIC CHILDREN 
GROWN UP: A Prospective 
Follow-Up Study in | 
Adolescence and Adulthood | 
Special Issue of Issues in Child Mental | 
Health | 


1978/Sept. LC 


77-93594 | 
0-87705-331-6 


$7.95 | 
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Smooth, consistent anxiolytic action is the reason. 


Proven efficacy 

a Effective symptomatic relief of anxiety, whether psychic or 
somatic in origin 

m Therapeutic response achieved with first dose 

a Verstran— a suitable antianxiety alternative to diazepam 


Established safety 

a Virtually no drowsiness” in most Verstran patients (less than 
10%) 

a Other side effects, if present, are minimal ' 

a Verstran is appropriate concomitant therapy in most somatic 
disorders $ 

a No accumulation after steady state is reached 


Dosage versatility 

m The simplicity of a single-strength 10-mg scored tablet, for 
easy titration and improved patient compliance 

m The flexibility of once daily * dosage 

m The option of a b.i.d. dosage regimen, gradually adjustable 
within a range of 20 to 60 mg/day 


*As with all CNS-acting agents, patients should be cautioned against driving, 
drinking, or engaging in hazardous activities. 


Data on file, Warner/Chilcott Medical Department. 
{See package insert. 
SAt bedtime. 





TO ENHANCE 
PATIENT 


CONSIDER ; 


prazeoam) € 


VERSTRAN® (prazepam) WV 


Caution: Federal law prohibits dispensing without 
prescription. 

Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro- 
1-(cyclopropylmethyl)- 1, 3 - dihydro - 5 - phenyl - 2H - 
1,4-benzodiazepin-2-one. The molecular weight is 
324.8 and the structural formula is as follows: 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral adminis- 
tration of single doses as high as 60 mg and divided 
doses up to 100 mg t.i.d. (300 mg total daily dose) 
were without toxic effects. 

Single oral doses of Verstran in normal subjects 

produced peak blood levels at 6 hours 
postadministration, with significant amounts still 
present after 48 hours. Verstran was slowly absorbed 
over a prolonged period, rather constant blood levels 
were maintained, and excretion was prolonged. The 
mean half-life of prazepam measured in subjects 
given 10 mg i.d. for one week was 63 (+15 s.d.) 
hours before and 70 (+10 s.d.) hours after multiple 
dosing — a nonsignificant difference. Human 
metabolism studies showed that prior to elimination 
from the body, prazepam is metabolized in large part 
to 3-hydroxyprazepam and oxazepam. 
Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 

The effectiveness of Verstran (prazepam) in long- 
term use, that is, more than 4 months, has not been 
assessed by systematic clinical studies. The physician 
should reassess periodically the usefulness of the 
drug for the individual patient. 

Contraindications: Verstran (prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug 
and in those with acute narrow angle glaucoma. 
Warnings: Verstran (prazepam) is not recommended 
in psychotic states and in those psychiatric disorders in 
which anxiety is not o prominent feature. 

Patients taking Verstran should be cautioned 
against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous ma- 
chinery, including motor vehicles. 


Because Verstran has a central nervous system de- 
pressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
including phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants. The effects 
of alcohol may also be increased. 

Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. 
These symptoms include convulsions, tremor, abdom- 
inal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts 
and alcoholics, should be under careful surveillance 
when receiving benzodiazepines because of the pre- 
disposition of such patients to habituation and de- 
pendence. 

Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations associated 
with the use of minor tranquilizers (chlordiazepoxide, 
diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. Verstran 
(prazepam) a benzodiazepine derivative, has not been 
studied adequately to determine whether it, too, may be 
associated with an increased risk of fetal abnormality. 
Because use of these drugs is rarely a matter of urgency, 
their use during this period should almost always be 
avoided. The possibility that a woman of childbearing 
potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised 
that if they become pregnant during therapy or intend to 
become pregnant they should communicate with their 
physician about the desirability of discontinuing the drug. 
In view of their molecular size, Verstran and its metabo- 
lites are probably excreted in human milk. Therefore, this 
drug should not be given to nursing mothers. 

In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. 
The least amount of drug that is feasible should be 
available to the patient at any one time. 

Patients taking Verstran for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should 
also be observed. Hepatomegaly and cholestasis 
were observed in chronic toxicity studies in rats and 

Ss. 

TE elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient; to preclude ataxia or excessive sedation. 

Pediatric Use: Safety and effectiveness in patients 
below the age of 18 have not been established. 

Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled 
trials employing a typical 30 mg divided total daily 
dose and the percent incidence in the Verstran (praze- 
pam) group were: fatigue (11.6%), dizziness (8.7%), 
weakness (7.7%), drowsiness (6.8%), lightheaded- 
ness (6.8%), and ataxia (5.0%). Less frequently re- 
ported were: hecdache, confusion, tremor, vivid 
dreams, slurred speech, palpitation, stimulation, dry 
mouth, diaphoresis, and various gastrointestinal 


complaints. Other side effects included: pruritus, tran- 
sient skin rashes, swelling of feet, joint pains, various 
genitourinary complaints, blurred vision, and syn- 
cope. Single nightly dose, controlled trials of variable 
dosages showed a dose-related incidence of these 
same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as 
have slight decreases in blood pressure and increases 
in body weight. 

These findings are characteristic of benzodiazepine 
drugs. 

Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multi- 
ple agents may have been taken. 

If vomiting has not occurred spontaneously, it 

should be induced. Immediate gastric lavage is also 
recommended. General supportive care, including 
frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated. Hypotension, 
though unlikely, may be controlled with Levophed® 
(levarterenol bitartrate) or Aramine® (metaraminol 
bitartrate). Caffeine and Sodium Benzoate Injection, 
USP, may be used to counteract central nervous system 
depressant effects. 
Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance 
with the response of the patient. In elderly or debili- 
tated patients it is advisable to initiate treatment at a 
divided daily dose of 10 mg to 15 mg. (See Precau- 
tions.) 

Prazepam may also be administered as a single 

dose daily at bedtime. The recommended starting 
nightly dose is 20 mg. The response of the patient to 
several days’ treatment will permit the physician to 
adjust the dose upward or, occasionally, downward to 
maximize antianxiety effect with a minimum of day- 
time drowsiness. The optimum dosage will usually 
range from 20 to 40 mg. 
Drug Interactions: If Verstran (prazepam) is to be 
combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to 
the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine 
oxidase inhibitors or other antidepressants. 

If Verstran is used to treat anxiety associated with. 
somatic disease states, careful attention must be paid 
to possible drug interaction with concomitant medica- 
tion. > 
How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51) ånd 
1000 (N 0047-0276-60). 

STORE BETWEEN 59°-86° F (15°-30° C). 
VE-GP-85 


U.S. Patents 3192199, 3192200 
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Deal effectively 
with behavioral 
disorientation in 
general hospital 
populations... 


here’s how: i 


A New Book! 


MASSACHUSETTS GENERAL HOSPITAL HANDBOOK OF Precise, easy-to-use 


GENERAL HOSPITAL PSYCHIATRY 

Increase your understanding of the psychiatric symptoms that 
can — and often do — erupt in the physically-ill. This long- The B24 iil 
awaited book thoroughly examines the behavioral disorientation SERIES 
resulting from hospitalization and analyzes the psychiatrist's role 


fe 7 
on the health team. Noted authorities focus on both chronic and 
acute illnesses — chronic pain, accidents, spinal cord injuries, eC roconvu sive 
burns and renal disorders — and offer valuable suggestions you 


can use to prevent or alleviate trauma. You'll be especially inter- 

ested in a unique chapter ‘Psychiatric abate. oe for Treat- THERAPY INSTRUMENTS 
ment Decisions in Irreversible Illness”. It not only discusses the 
ethical aspects of decision-making and judging responsibility, but 
outlines a protocol for formulating difficult decisions as well. Be 
among the first to benefit from the valuable insights in this in- 
novative volume — order your copy today! 











Designed to provide the physician with the ulti- 
mate in precision dosage, with consistency of 
output assured by the following: 


Edited by Thomas P. Hackett, M.D. and Ned H. Cassem, M.D.; e Line Voltage Compensation— —Automatically 
with 19 contributors. November, 1978. Approx. 512 pages, 13 il- adjusts variations in line voltage. 
lustrations. About $14.95. e Pre-programmed Voltage Selection—Offers a 
For even faster service, or if coupon has been removed, call choice of 11 voltage levels, from 70 to 170 
us toll free: (800) 325-4177 ext. 10; in Missouri, call collect (314) volts. . 
872-8370 ext. 10 from 9 am to 5 pm (CDT) Monday through Friday. e Automatic Treatment Timing—Will adjust 
A 80749 from 0.1 second to 1.0 second, with or 


without Glissando 


e Current Output Indicators—During treatment 
MOSBY BY current flow is clearly indicated. 


Exclusive Patient Test Module allows a com- 


TIMES TIMES MIRROR plete systems integrity check prior to treatment. 
THE C. V. MOSBY COMPANY 100% solid state circuitry assures clinical 
11830 WESTLINE INDUSTRIAL DRIVE accuracy and dependability. x, 
ST. LOUIS, MISSOURI 63141 The B24 Ill series meets all requirements hę 
for Underwriters Laboratories—UL 544. ak 
And here’s how to order... | | Standards for Medical and Dental = | 
ae Equipment. ay = 
* Yes! | want to inspect an on-approval copy of MASSACHUSETTS GEN- ; For complete information, phone toll- | aes) 
: ERAL HOSPITAL HANDBOOK OF GENERAL HOSPITAL PSYCHIATRY, ; free, or write Hittman Medcraft. s., 
* (0931-3) $14.95* : 
* . Copyright—Hittman Corporation, 1978. All rights reserved | 
: *Estimated price, subject to revision prior to publication. : 
: O Bill me O Payment enclosed ; Hittman Medcraft, Box 542, Skippack, PA 19474. 
W a E E S : Phone 800-523-1946. In PA Phone (215) 584-6825. 
=. MSA i 
Namo tami a a | 
: Name ——__,§_—_—____ | 
' Address Address 
O_o : City 
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Complete and mail to: The C.V. Mosby Company, 11830 Westline ; 


: Industrial Drive, St. Louis, Mo. 63141. Prices effective in U.S.A. only. : Meckcraft 
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make 


RERTOF RANE, (olesjoramine HCI NF) 


your first choice for the 3 of 10 
patients who dontt respond. 


because of: 





> CLINICAL EFFECTIVENESS even when 
“most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response 
to numerous other drugs.” 


> LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin* 
and less anticholinergic activity. 


> ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 





PERTOF: RANE vom they dont respond. | 


(desjoramine HCI NF) 


LABORATORIES 
USV Laboratories Inc 
Manati. P.R. 00701 


Please see next page for brief summary of prescribing information and references. 


PERTOFRANE * 


(desjoromine HCI NF) 


Indication: For relief of mental depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
Should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of the Atihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
Surgery, desipramine should be discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinical situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 
Should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rag (stances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg/day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 

References: 

l. Barringer, TJ. : Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326, 1965. 2. 
Bondurant, W.W. Ill and Ford, H.: Depression and manic depression in Cur- 
rent Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976, p. 841. 3. 
Ayd, FJ.. Jr: Central antichoiinergic activity and tricyclic antidepressant 
efficacy, Int. Drug Ther, Newsletter 10:21, 1975. 
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PLAN AHEAD!!! 
Order your 

1979 

Appointment Book 
Now !!! 


The “‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been developed over severa! years to satisfy 
the needs of as many members as possible. It 
contains a comprehensive list of addresses and 
annual meeting dates of all major organizations 
and agencies of interest to psychiatrists. Mem- 
bers who have not tried this book in the past are 
urged to do so. It is returnable within 30 days for 
a full refund if not acceptable. In addition, the 
name of the physician or hospital can be imprinted 
on the front cover for $1.00 a copy, providing 
that the order is received by July 15. 


The Pocket Size Appointment Book is also avail- 
able and can be ordered in combination with the 
Desk Appointment Book. 


Copies will be available September 1978 


DESK: $10.00 

POCKET: $6.00 

BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $———— for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name s 
Address 











City 
es Zip 





AJP 


A NEUROLOGICAL UPDATE 
January 29 — February 2, 1979 
University of Miami School of Medicine 


epartment of Neurology 


Peter James Dyck, M.D. 


Mayo Clinic 


at the Konover Hotel 
Miami Beach, Florida 
Peritz Scheinberg, M.D., — Program Director 


GUEST SPEAKERS 





William R. Shapiro, M.D. 
Memorial Sloan-Kettering Cancer Center 
& Cornell University Medical Center 


Paul Dyken, M.D. 


Medical College of Georgia 


D. Ram Ayyar, M.D. 
Stuart B. Brown, M.D. 
Komanduri, Charyulu, M.D. 
Richard G. Curless, M.D. 
Robert B. Daroff, M.D. 
Robert A. Davidoff, M.D. 
Sami I. Harik, M.D. 

Alan H. Lockwood, M.D. 
Judith D. Post, M.D. 


While designed primarily for neurologists, child neurologists and neurosurgeons, consideration of recent advances and pertinent basic material! 
will make the presentations useful to internists, psychiatrists, pediatricians and generalists. 


Daily sessions, Monday through Friday, 9:00 am-12:20 pm; & 2:00-5:00 pm. Most of the 10 half-day sessions will treat a discrete topic from 
several points of view. The last day will be devoted entirely to child neurology. 


ADULT NEUROLOGY: Neuro-oto-ophthalmology; Neurologic Manifestations of Internal Medical Diseases; CNS Malignancies; Headache 
— EEG: Epilepsy; Neuro-Radiology; Peripheral Neuropathies and Cerebrovascular Disease. 


B. J. Wilder, M.D. 
University of Florida College of Medicine 


MIAMI FACULTY 
Robert M. Quencer, 
Eugene Ramsay, 
Eldred T. Richey, 
Peritz Scheinberg, 
Robert T. Shebert, M.D. 
Phyllis K. Sher, M.D. 
J. Lawton Smith, M.D. 
Norman A. Stokes, M.D. 
Carl H. Sutton, M.D. 





PEDIATRIC NEUROLOGY: CNS Degenerative Disease in Infancy; Ataxia in Childhood; Dysraphic Syndromes; Advances in Neonatal 
Neurology; Clinical Presentation of Myotonic Dystrophy in Childhood; and Cerebrovascular Disease in Childhood. 


ADULT NEUROLOGY — 24 hrs Category 1 — PEDIATRIC NEUROLOGY — 6 hrs Category |! 


Contact — Division of Continuing Medical Education D23-3, University of Miami School of Medicine, P.O. Box 016960, Miami, FL 3310! 


Tel. (305) 547-6716 





The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise im the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


COMBINED COURSE — 30 hrs, Category | 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 





An equal opportunity employer. 

All our programs are accredited by l 
the appropriate Councils of the Joint i 
Commission on Accreditation of 
Hospitals. 
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Mey thought Ed Sloan 
as just tired... 


maybe he had narcolepsy 


A narcoleptic can fall “All too often, the patient with 
asleep almost anywhere, any- disabling hypersomnolence is 





time. The resultscanbeat ignored by physicians for è 
least embarrassing...at most years and even decades, with 
devastating. the consequent tragic toll on 
l his ability to learn and to work.” ` 
Narcolepsy is often ba , 
unrecognized Ritalin can help in 
As a primary sleep ab- narcolepsy 
normality narcolepsy is For narcoleptic sleepiness 


characterized by sleepiness, and sleep episodes, the cited 
inappropriate sleep episodes, authorities’ ot o a 
and cataplexy (episodesof USE Ritalin (methylphenidate). 
muscular weakness precipl- , l 
f eferences: 
tated by strong emotion). 1. Dement WC, Carskadon MA, Guileminauit C. 
° arcone . Narcoleps tagnosis an reatment 
These are often accompanied | Primary Care 3609-623. December 1976. 
by hypnagogic hallucinations, Daly oe Yoss dy: ene in hi oe of 
: x inical Neurology: Vol 15, The Epilepsies, Magnus 
automatic behavior and/or Lorentz De Haas AM (Eds.), Armaterdam: North 
disturbed nocturnal sleep Holland Publishing Company, 1974, pp 836-852 
Sleep apnea may be a severe 
life-threatening complication 
of narcolepsy. 
Besides its medical impli- 
cations, narcolepsy may have 
drastic social consequences. 





Ritalin ‘ 
(methylphenidate) 
For the 200,000 narcoleptics 


9 


who can't stay awake 


ule Please turn page for brief prescribing information. 
D 


CIBA 


Ritalin € 
(methylphenidate) 
For the 200,000 narcoleptics 


5 


who can 





Ritalin® hydrochloride G 
(methyiphenidate hydrochloride USP) 
TABLETS 


INDICATION 

Narcolepsy. 

CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 


use of Ritalin in children with minimal brain dysfunc- 


tion are not yet available. Although a causal rela- 
tionship has not been established, suppression of 
growth (je, weight gain and/or height) has been re- 
ported with long-term use of stimulants in children. 
Therefore, children requiring long-term therapy 
should be carefully monitored. 

Ritalin should not be used for severe depression of 
either exogenous or endogenous origin or for the 
prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
orior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, 
Ritalin should be discontinued 

Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been en- 
countered in rare cases. Difficulties with accom- 


modation and blurring of vision have been reported. 


Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the metab- 
olism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), 
phenylbutazone, and tricyclic antidepressants 
(imipramine, desipramine). Downward dosage 
adjustments of these drugs may be required 
when given concomitantly with Ritalin. 


t stay awake 


Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks 


Drug Dependence 

Ritalin should be given cautiously to emotionally 
unstable patients, such as those with a history 
of drug dependence or alcoholism, because 
such patients may increase dcsage on their 
own initiative. 

Chronically abusive use can lead to marked tol- 
erance and psychic dependence with varying 
degrees of abnormal behavior. Frank psychotic 
episodes can occur, especially with parenteral 
abuse. Careful supervision is required during 
drug withdrawal, since severe depression as 
well as the effects of chronic overactivity can be 
unmasked. Long-term follow-up may be re- 
quired because of the patient's basic personal- 
ity disturbances. 





PRECAUTIONS 
Patients with an element of agitation may react ad- 
versely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the crug in the after- 
noon or evening. Other reactions nclude: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema multi- 
forme with histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); anorexia; 
nausea; dizziness; palpitations; headache; dyskine- 
sia; drowsiness; blood pressure and pulse changes, 
both up and down; tachycardia; angina; cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 
longed therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not been 
established, the following have been reported in pa- 
tients taking this drug: leukopenia and/or anemia; a 
few instances of scalp hair loss. 
DOSAGE AND ADMINISTRATION 
Adults 
Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes Defore meals. 
Dosage will depend upon indication and individual 
response. 
Average dosage is 20 to 30 mg daily. Some pa- 
tients may require 40 to 60 mg daily. In others, 10 to 
15 mg daily will be adequate. The few patients who 
are unable to sleep if medication is taken late in the 
day should take the last dose before 6 p.m. 
HOW SUPPLIED 
Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 
Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500 and 
1000. 

C76-16 (Rev. 7/76) 665381 


Consult complete product literature before 


prescribing. 174-81424 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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...consider this 
potent blocker 
norepinephrine 
re-uptake 


The biogenic amine hypothesis states 
that depression may be associated with 
a deficiency of specific neurotransmitters— 
norepinephrine or serotonin—at brain 
receptor sites! Tricyclics appear to block 
the re-uptake of specific neurotransmitters. 
some tricyclics specifically block the 
rs re-uptake of serotonin; others block the 
7" re-uptake of norepinephrine? Therefore, 
of human SaR IDT if your patient 5 unresponsive to treatment 
àd with one tricyclic, consider switching to a 
tricyclic which blocks the re-uptake 
of a different neurotragsmitter. $ 
i e 








Norpramin 
désipramine 
hydrochloride 
tablets NF) 





25,50,75, 100,150 mg. 


otent blocker 

»f norepinephrine re-uptake 
\ccording to current theory t3 some 
ricyclic antidepressants may fail in certain 
ypes of depression because they are not 
sufficiently potent blockers of norepi- 
yephrine re-uptake. Laboratory studies 
ave shown that desipramine is the most 
otent inhibitor of norepinephrine 
e-uptake4 Norpramin may work in some 
yatients when other tricyclic antidepres- 
ants do not. 







Postsynaptic Neuron 


Desipramine Hydrochloride 


Consider it now, 
consider it next. 


L 


Less anticholinergic activity 
(See Warnings section.) 
Studies in animals* and in normal human 
subjects®’” have shown that desipramine 
has significantly less anticholinergic 
activity than amitriptyline or doxepin. 
The single bond side chain is associated 
with lower anticholinergic activity than 
these other leading antidepressants. | his 
may mean: 

a less dry mouth 

less blurred vision 

a less urinary retention 


Helps patients ° 
remain calm but active 
Norpramin does not usually inhibit normal 
activity although patients should be 
cautioned as to driving or operating 
machinery if drowsiness occurs. 


In addition... 


Begins to improve sleep patterns 


within one week in some patients® 

a Norpramin helps relieve the sleep 
disturbances that often accompany 
depression. 

a As the depression is relieved, the diffi- 
culty in falling asleep, restlessness, 
and early morning awakening 
diminish. 


References: 

1. Maas, JW: Biogenic amines and depression. Biochemical 
and pharmacological separation of two types of depression 
Arch. Gen. Psychiat. 32:1357-1361, 1975. 2. Mendels, J., Stern 
S., and Frazer, A.: Dis. Nerv. Syst. 37:3, 1976. 3. Davis, J.M 

Central biogenic amines and theories of depression and mania 
In, Phenomenology and Treatment of Depression, W.E. Fann, 
|. Karacan, A.D. Pokorny, and R.L. Williams, Ed., New York 
Spectrum Publications, Inc., 1977, pp. 17-32. 4. Ross, S.B. and 
Renyi, A.L.: Tricyclic antidepressant agents. 1. Comparison of 
the inhibition of the uptake of °H-noradrenaline and “C-5- 
hydroxytryptamine in slices and crude synaptosome prepara- 
tions of the midbrain-hypothalamus region of the rat brain. Acta 
Pharmacol. (Kobenhavn) 36:382-394, 1975. 5. Snyders S}H 
and Yamamura, H.I.: Antidepressants and the muscarinic ace- 
tylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. 
Blackwell, B., Stefopoulos, A., Enders, P, Kuzma, R., and 
Adolphe, A.: The anticholinergic activity of two tricyclic antide- 
pressants. Amer. J. Psychiat., 135:722-724, June 1978. 7. 
Peterson, G.R., Hostetler, R.M., Blackwell, B., Kuzma, R., and 
Adolphe, A.B.: Effects of the tricyclic antidepressants desi- 
pramine and doxepin on anticholinergic and CNS activity in 
non-depressed volunteers. Neuroscience Abstr. 3:447, 1977. 8. 
Zung, WWK.: The pharmacology of disordered sleep. A labo 
ratory approach. J.A.M.A. 211:1532-1534, 1970. 


(For prescribing information see next page. ) 
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AVAILABLE ONLY ON PRESCRIPTION 

Brief Summary 

MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxypheny! glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 


activity in blocking the re-uptake of norepinephrine. 


Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 
Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction,defects, arrhythmias, tachycardias, strokes, 
and acte myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride during pregnancy and 
lactation has not been established; therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. 6. In 


Now 300 mg. dosage range broadens clinical flexibility 







Days 10 17 


Maximum Recommended Dose 





Full Remiss 


Full Remiss 









A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed fi 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove Clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 
danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympathc- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrert 


administration of ECT and antidepressant drugs is limited. 


Thus, if such treatment is essential, the possibility cf 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not beer 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia. palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions: 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors: peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 


Endocrine: gynecomastia in the male, breast enlarge 
ment and galactorrhea in the female; increased ol 
decreased libido, impotence, testicular swelling: eleva 
tion or depression of biood sugar levels. 

Other: jaundice (simulating obstructive), altered live: 
function; weight gain or loss; perspiration, flushing 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are alsc 
recommended for outpatients compared to hospitalizec 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
Clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg /day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 


Product Informatiom as ef April, 1978 


Merrell 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio 45215, U.S.A. 
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: PKSAP-II| 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


ə 
PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 


PKSAP-II| REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


Psi we | FIRST NAME | 


STREET ADDRESS 
CITY ADDRESS | STATE | | ZIP CODE > | 








FEES 

C] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[C] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
C] MEMBER, American Psychiatric Association (other than above) $35.00 
[C] Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-II|. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C.e20009 
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FLEXIBLE 

DOSAGE TO MEET ` 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 


or psychoneurotic anxiety, and 
anxiety associated with somatic disease’ 


Approximate Milligram Equivalency* 
AVAIN | = 
Clorazepate Chlordi- 
monopotassium Diazepam pa LS Oxazepam 


*Based upon available information from manufacturers’ package inserts. 


o an acceptable sedative profile 


Drowsiness may occur at initiation of treatment, and with dosage increments. 





Tas sý , af uw k =? 
$2 es = 
3. 25 meg 
6.5 mg 
13 mg 
capsules 


CLORAZEPATE MONOPOTASSIUM Œ 


THE“OPTION™ . 
BENZODIA ZEPINE 


Establish adequate symptom control...usually in 6 days. 


"id. AS 
stay with switch to stay with 
t.i.d.dosage | | h.s.dosage | | h.s.dosage 


NEGURA the recommended starting daily dose is 6.5 mg t.i.d. or 13 mg 
h.s., patient response may require dosage adjust ment. 
In elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg 


$ 








Adds better dosage control 


| Long term treatment of depression with amitriptyline requires 
careful dosage titration to meet the individual needs of each 
patient. Because all six strengths of Endep (amitriptyline HCl) are 
scored, you can easily change the dose by half-tablet steps, without 
waiting for the patient to fill a new prescription. 
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12.5 mg 37.5 mg 50 mg 
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37.5 mg 75 mg 








oadd, subtract, 
triptyline... 





Subtracts some of the drawbacks of 
antidepressant therapy 


(-) Scored Endep (amitriptyline HCl) tablets may eliminate the need 
for a new prescription each time the dosage needs to be changed, 
saving time for you and money for your patient. And, by keeping the 
patient on the same strength tablet, there’s less chance he’ll become 
confused, as he might if changed to another size or color of 
amitriptyline. 


Multiplies therapeutic options 


The pharmacokinetic properties of Endep (amitriptyline HCI) 

are such that its clinical effect is the same whether prescribed 
t.i.d. or as a single daily dose. Thus, once you have established the 
proper dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects and helping to assure patient 
compliance with this simple regimen. 

By prescribing the higher strength tablets h.s.—secure in the 
knowledge that the dosage can be adjusted in half-tablet steps without 
resorting to a new prescription —your patient will economize further 
on a per milligram basis. 






amitriptyline HCI/ Roche 


Endep 
amitriptyline HCl/Roche 


Before prescribing, please consult complete 
roduct information, a summary of which 
ollows: 
Contraindications: Known hypersensitivity. 
Do not use with monoamine oxidase (MAO) 
inhibitors or within at least 14 days following 
discontinuation of MAO inhibitors since 
hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use; 
then initiate cautiously, gradually increasing 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. 
Warnings: May block action of guanethidine 
or similar antihypertensives. Use with caution 
in patients with history of seizures, urinary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. (Arrhyth- 
mias, sinus tachycardia and prolongation 
of conduction time reported with use of tri- 
cyclic antidepressants, including amitriptyline 
Cl, especially in high deses. Myocardial! in- 
farction and stroke reported with use of this 
class of drugs.) May impair alertness; warn 
against hazardous occupations or driving a 
motor vehicle during therapy. Weigh possible 
benefits against hazards during pregnancy, 
the nursing period and in women of child. 
bearing potential. Not recommended in chil- 
dren under 12. 
Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi- 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 
CNS depressants. Because of the possibility of 
suicide in depressed patients, do not permit 
easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 
Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration 
because of similarities of tricyclic antidepres- 
sants. Cardiovascular: Hypotension, hyper- 
tension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 
CNS and Neuromuscular: Confusiona! states; 
disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, 
tingling and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; 
tremors; seizures; alteration in EEG patterns; 
extrapyramidal symptoms; tinnitus. Anti- 
cholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, 
paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic; Skin rash, urticaria, 
photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, 
thrombocytopenia. Gastrointestina!: Nausea, 
epigastric distress, vomiting, an®rgxia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizziness, weak- 
ness, fatigue, headache, weight gain or loss, 
increa perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal Symptoms: Abrupt cessation of 
treatment after prolonged administration may 
produce nausea, headache and malaise. These 
are not indicative of addiction. 
Supplied: Scored Tablets: 10, 25, 50, 75, 100, 
150 mg. 


-The only amitriptyline scored 


for easy division 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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yet anxiety controlled 


Troublesome 
drowsiness fa 
UNCOMMON ins withow problem sedation. Any 
Calming without 

Imp alir ment Patients not oversedated can 


function better on the job* or at home. By avoiding 
excessive sedation, Tranxene helps you calm 








ABBOTT 


patients without compromising their capacities. 





Iranxene €- 
(CLORAZEPATE DIPOTASSIUM) 


CAPSULES: 3.75, 7.5, 15 mg; TABLETS: 11.25, 22.5 mg. 


*Of course patients should be cautioned against hazardous tasks — 
mental alertness. See overleaf for prescribing information. 810327 


‘Tranxene’ © 


ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 
the blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 

iety associated with anxiety neurosis, in other psychoneuroses in which 

anxiety symptoms are prominent features, and as an adjunct in disease 

States in which anxiety is manifested. 

i TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
rawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS =~ TRANXENE is contraindicated in patients with a 
known hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
Sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to havea psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available.td*the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver function tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and in- 
crements should be made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were: dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

There have been reports of abnormal liver and kidney function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION 

For the symptomatic relief of anxiety: 

TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accordance with the response 
of the patient. In elderly or debilitated patients it is advisable to initiate 
treatment at a daily dose of 7.5 to 15 mg. 


CAPSULES, 
SINGLE DOSE TABLETS 


(CLORAZEPATE DIPOTASSIUM) «soccs Brief Summary 


ABBOTT 


TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcoho! withdrawal: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in divided 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided deses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce te 7.5 to 15 mg. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
Cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

If TRANXENE is used to treat anxiety associated with somatic disease 
States, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of '4C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as 
Capsules in three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-3417-11). 


7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) ano 500 (NDC 0074-3418-53). 
Also available in ABBO-PAC unit dose packages of 100 capsules (NDC 
0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 
(NDC 0074-3419-53). Aliso available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). 
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PROGRAM X: 3 HOURS 3 CASSETTES $25.00 


THE USE OF PSYCHOTROPIC DRUGS IN THE 
MEDICAL AND SURGICAL PATIENT 


ANTIANXIETY AGENTS IN THE GENERAL HOSPITAL 
David J. Greenblatt, M.D. 


DRUG TREATMENT OF PSYCHOSIS IN THE 
GENERAL HOSPITAL 
Jerrold G. Bernstein, M.D. 


ANTIDEPRESSANTS IN THE GENERAL HOSPITAL 
Alan J. Gelenberg, M.D. 


INTRAVENOUS USE OF HALOPERIDOL FOR ACUTE 
DELIRIUM IN INTENSIVE CARE SETTINGS 
Ned H. Cassem, M.D. 


THE USE OF STIMULANT DRUGS IN MEDICINE 
Thomas P Hackett, M.D. 


PROGRAM XI: 3 HOURS 3 CASSETTES $25.00 
CURRENT CONCEPTS IN SCHIZOPHRENIA 


THE DIAGNOSIS OF SCHIZOPHRENIA 
John S. Strauss, M.D. 


APPLICATIONS OF GENETIC STUDIES IN 
SCHIZOPHRENIA 
Robert Cancro, M.D 


BIOCHEMICAL STUDIES IN SCHIZOPHRENIA 
Herbert Y. Meltzer, M.D. 


ETIOLOGICAL DIVERSITY IN THE PSYCHOSES 
Steven Matthysse, Ph.D. 


THE COURSE OF SCHIZOPHRENIA 
John Docherty, M.D. 


TREATMENT OF SCHIZOPHRENIA PATIENTS 
Wiliam T. Carpenter, Jr.. M.D. 


PROGRAM XII: 3HOURS 3 CASSETTES $25.00 


FACTORS AFFECTING TRICYCLIC TREATMENT 
OUTCOME 


PHARMACOKINETICS IN PLASMA LEVEL 
MONITORING OF TRICYCLIC 
Lars Gram, M.D 


PATIENT RESPONSE, DRUG RESPONSE, AND 
DROP-OUTS: A STUDY OF 140 CONSECUTIVE 
ENDOGENOUS DEPRESSIVES 

Alexander H. Glassman, M.D. 


IMIPRAMINE LEVELS: PREDICTION OF 
THERAPEUTIC DOSE 
Frederick K. Goodwin, M.D 


TRICYCLIC PLASMA LEVELS IN DEPRESSED 
OUTPATIENTS 
Donald S. Robinson, M.D 


TRICYCLIC PLASMA LEVELS: DEFINING AN 
OPTIMAL RANGE 
Vincent E. Ziegler, M.D 


TRICYCLIC PLASMA LEVELS IN CLINICAL 
PERSPECTIVE 
John T. Biggs, M.D 





AMD 


CASSETTE LECTURES’ 
OF THE 131st ANNUAL MEETING 


AMERICAN 


PSYCHIATRIC 
ASSOCIATION 


PROGRAM XIII: 3 HOURS 3 CASSETTES $25.00 


LITHIUM: BASIC MECHANISMS AND CLINICAL 
THERAPEUTICS 


USE OF LITHIUM IN PSYCHIATRY 
John M. Davis, M.D. 


RESPONDERS AND NON-RESPONDERS TO 
LONG-TERM LITHIUM 
Paul Grof, M.D 


LITHIUM AS AN ANTIDEPRESSANT 
J. Mendels, M.D 


LITHIUM AND ALCOHOLISM 
Donald Goodwin, M.D 


PHARMACOKINETICS OF LITHIUM: PREDICTING 
OPTIMAL DOSAGE 
Sidney Sin-Yih Chang, M.D 


PROGRAM XIV: 3 HOURS 3 CASSETTES $25.00 
GENETICS AND CLINICAL PSYCHIATRY 


GENETIC SUBTYPES OF PURE DEPRESSIVE 
DISEASE 
George Winokur, M.D 


THE IMPLICATIONS OF FAMILY HISTORY IN 
DEPRESSION 
David L. Dunner, M.D 


THE SCHIZOPHRENIA SPECTRUM 
Ronald O. Rieder, M.D 


RATIONAL GENETIC COUNSELING IN 
SCHIZOPHRENIA 
Steven Matthysse. Ph.D. 


CLINICAL ISSUES IN PSYCHIATRIC GENETIC 
COUNSELING 
Steven D. Targum, M.D 


GENETIC MARKERS IN AFFECTIVE ILLNESS 
Elliot S. Gershon, M.D 


PROGRAM XV: 3 HOURS 3 CASSETTES $25.00 
STRESS AND SOCIAL PSYCHIATRY 


ETIOLOGY AND THERAPY OF STRESS: SOCIAL 
PSYCHIATRIC CONSIDERATIONS 
Jules H. Masserman, M.D. 


STRESS WITHOUT DISTRESS 
Mortimer Gherman, M.D. 


A PHILOSOPHY FOR SOCIAL PSYCHIATRY 
John L. Carleton, M.D 


SCHIZOPHRENIA AND STRESS 
Robert Cancro, M.D. 


STRESS AND HUMAN VALUES 
Jean Tache, D.Sc. 


EDUCATION FOR HEALTH ENHANCEMENT 
Joel Elkes, M.D. 


wees CASSETTE LECTURES OF THE 131st ANNUAL MEETIN 
AMERICAN PSYCHIATRIC ASSOCIATION 

















NAME tees CHECK SELECTIONS LISTED BELOW 
INSTITUTI = $25 Program XI 
t URON ____ F o = os 
O $25 Program XIII 
oe ——— — 0 ae Program XIV 
O $25 Program XV 
CITY _ i STATE —— O $25 Poara XVI 
O $25 Program XVII 
SSS ee a _ ZIP O $25 Program XVIII 





AV/MD Educational Programs may be tax deduct- 
ible. Titles are subject to removal from program without 
notice. Prices are subject to change without notice. 

Tif Paid by Institution, please attach your purchase 


PLEASE MAKE CHECKS OR MONEY ORDERS PAYABLE TO: 


PROGRAM XVI: 3 HOURS 3 CASSETTES $25.00 
SO-CALLED TREATMENT RESISTANT DEPRESSION 


OVERVIEW AND PATIENT CHARACTERISTICS 
Alan F. Schatzberg, M.D. 


PHARMACOTHERAPY OF DEPRESSION: 
LABORATORY METHODS 
John M. Davis, M.D. 


NEW DRUGS FOR THE TREATMENT OF 
THERAPY-RESISTANT DEPRESSED PATIENTS 
Turan M. Itil, M.D. 


PSYCHOTHERAPY OF THE CHRONICALLY 
DEPRESSED PATIENT 
Gerald J. Sarwer-Foner, M.D. 


PROGRAM XVII: 3 HOURS 3 CASSETTES $25.00 
SCHIZOPHRENIA: CURRENT CONTROVERSIES 


PHARMACOTHERAPY OF SCHIZOPHRENIA 
Donald F. Klein, M.D. 


SCHIZOPHRENIC DETERIORATION AND 
NEUROLEPTIC DRUG USE 
George E. Crane, M.D. 


IN FAVOR OF PSYCHOSOCIAL TREATMENT OF 
SCHIZOPHRENIA 
John G. Gunderson, M.D. 


PSYCHOTHERAPY VERSUS DRUG OUTCOME 
STUDIES: A CRITICAL COMPARISON 
Solomon Goldberg, Ph.D. 


PROGRAM XVIII: 3 HOURS 3 CASSETTES $25.00 
NEW PSYCHOPHARMACOLOGICAL TREATMENTS 


INTRAVENOUS CLOMIPRAMINE AND REFRACTORY 
DEPRESSION 
Donaid L. Dudley, M.D. 


ACTION OF INTRAVENOUS CLOMIPRAMINE IN 
DEPRESSIVE STATES 
Pierre Scherrer, M.D. 


SERUM PROLACTIN LEVELS AND CLINICAL 
RESPONSE 
Herbert Y. Meltzer, M.D. 


ENDORPHIN EFFECTS ON HUMAN SUBJECTS 
Nathan S. Kline, M.D. 


CALCIUM: PACE-SETTING THE PERIODIC 
PSYCHOSES 
John Scott Carman, M.D. 


CASSETTES PACKAGED IN LIBRARY BINDER 


‘These materials meet the criteria of Category V continu- 
ing education activities of the APA Continuing Medical 
Education Requirements and the AMA Physician Recogni- 
tion Award.” 


ORDER FORM 


No. of Programs —__-__ 
Shipping and Handling additional. —— ne 
Total cost of Programs$_ 


“TOTAL $ 
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order. “N.Y. State residents please add sales tax. AV/MD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 
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Merck Sharp & Dohme announces 
anew dosage strength 


Now 








Travil4.50 


containing 4 mg perphenazine and 50 mg amitriptyline HCI 
















For even more dosage versatility 
in the treatment of marked agitation 
with depression 


NEW dosage strength— 
to simplify therapy 
five dosage strengths now available 


NEW option: b.i.d. regimen— 
to improve compliance 


for initiating therapy 
Rx TRIAVIL 4-50 b.i.d. 


NEW unit-of-use package 


bottles of 60 for 30 days of therapy, 
where appropriate 


When TRIAVIL is part of the program, you may antici- 
pate these therapeutic benefits for many patients: 


Rapid antianxiety effect 

The tranquilizer component can alleviate symptoms 
of anxiety and agitation within a few days. Hypnotic 
effects from the tranqullizer component appear to be 
minimal, particularly in patients permitted to remain 
active. 


Highly effective antidepressant action 
The antidepressant component can help relieve 
symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morn- 
ing awakening; adequate relief of symptoms may 
take a few weeks or even longer. 


...to aid the psychotherapeutic process 
Patients often become more accessible and cooper- 
ative; symptomatic relief may enable the patient to 
function more effectively in his daily activities. 









Treatment with TRIAVIL—a balanced view: 
TRIAVIL is contraindicated in CNS depression from 
drugs, in the presence of evidence of bone marrow 
depression, and in patients hypersensitive to phe- 
nothiazines or amitriptyline. It should not be used dur 
ing the acute recovery phase following myocardial 
infarction or in patients who have received an MAO! 
within two weeks. Patients with cardiovascular dis- 
orders should be watched closely. Not recom- 
mended in children or during pregnancy. TRIAVIL 
may impair mental and/or physical abilities required 
for performance of hazardous tasks such as operat- 
ing machinery or driving. The drug may enhance the 
response to alcohol. Antiemetic effect may obscure 
toxicity due to other drugs or mask other disorders. 
Since suicide is a possibility in any depressive illness, 
patients should not have access to large quantities of 
the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


MSD 


SHARES Please see following page for a 
OHM brief summary of prescribing information. 





For a wide range of 
patients with marked 
agitation and depression 
dual-action 


® 






containing perphenazine and _ 
amitriptyline HCI ° 


now offers more 
dosage strengths than 
any other formulation 
containing a tranquilizer 
and an antidepressant 
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containing perphenazine and amitriptyline HCI 
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Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL” 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL” 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
Crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
Cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication, May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phencthiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchiorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 


A40 


ae 


Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both Been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric, crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions) peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins: paradoxical excitement: hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting. constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, anda change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced biood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassituce, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, Dut 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction: 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states: 
disturbed concentration; disorientation; delusions; hallucinations; excitement: 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia: tremors: sei- 
Zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia: 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss: 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic anc 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
Salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. 

J8TR30 (DC6613215) ‘ 


For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division SHARES 


of Merck & Co., INC., West Point, Pa. 19486. 


The Joint Information Service of the American Psychiatric Association 
and the Mental Health Association releases Two New Volumes That 


Mental 
Health | 
Services | 


for th 
Elderly 


Raymond Glasscote 
- Jon E. Gudeman 
Donald Miles 


POINT INFORMATION SERVICE g 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 





Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel “Neighborhood Family” providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for stutly trips 

e a “Human Development Project” that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of “respite hospitalization,” which promotes fhe 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
access to many kinds of services 

e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world’s most experienced 
practitioners of “the psychiatry of old age” present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief... the 
guidelines for action are right here.” 

190 pages. Casebound. Price $8.50. 








OLD FOLAS 
AT 


HOMES 


‘ 
j 


well, to see to what extent the care of and the quality of life for the patients differed aren 


from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


Publication Sales Division 





American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send: 








copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 
copies of Old Folks at Homes @ $6.50 per copy 
____ sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 


over the regular combined price of $15.00) 


Bill me 


Check enclosed 
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This space contributed by the publisher as a public service 





“Maybe it 
will go away.” 


The five most dangerous words in the English language. 





American Cancer Society | 


We want to cure cancer in your lifetime. 





a consideration beyond 
efficacy alone... 


Infrequent akathisia 
and other disablin 
extrapyramidal effects... 


The rapidly rising readmission rate among discharged 
psychotic patients is mainly due to noncompliance with 
antipsychotic drug therapy. And this, in turn, may be 
largely attributed to disabling extrapyramidal side effects, 
notably akathisia 





Although extrapyramidal effects are characteristic of anti- 
psychotic agents in general, with Mellaril (thioridazine) 
such effects are infrequent. Adding an antiparkinsonian 
agent —which can cause its own side effects —can usually 
be avoided. Mellaril (thioridazine) is contraindicated in 
patients with severe hypotensive or hypertensive 

heart disease. 





Extrapyramidal Effects of Selected 
Antipsychotic Agents*2 


EXTRAPYRAMIDAL 
EFFECTS 


Chlorpromazine Moderate 
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Perphenazine High rehospitalization rate of 
psychiatric patients. 
Prochlorperazine High Scientific Exhibit, Amer- 

i igh ican Psychiatric Associa- 
prpmenezine Hig tion, 130th Annual 
Acetophenazine Moderate Meeting, Toronto, Canada, 
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Trifluoperazine High 
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Chlorprothixene Moderate 






Thiothixene Moderate Gilman A (eds): The Phar- 
' macological Basis of 

Haloperidol High Therapeutics, ed. 5. New 

MELLARIL York, Macmillan Publish- 







ing Co, Inc, 1975, 
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(thioridazine) Low 


*Based on antipsychotic dosage ranges 


Mellaril 


(thioridazine 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
CONCENTRATE: 100 mg per ml 


Before prescribing or administering, see Sandoz literature for full prod- 
uct information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotenswe heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have prewausly ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiatine central 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
as well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy admin- 
ister only when the potential benefits exceed the possible risks to 
mother and fetus. 

Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger “an rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e g driving), 
and increase dosage gradually. Orthostatic hypotension is mare com- 
mon in females than in males. Do not use epinephrine ir treating 
drug-induced hypotension since phenothiazines may imduce a 
reversed epinephrine effect on occasion. D&ily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. 

Store and dispense Concentrate below 86°F; use tight, amber glass 
bottle. Just prior to administration, Concentrate may be diluted with 
distilled water, acidified tap water, or ee preparation and 
storage of bulk dilutions is not recommended. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, burred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System—Galactorrhea, breast engorgement amenor- 
rhea, inhibition of ejaculation, and peripheral edema Stin—Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular System—ECG changes (see Cardiovascular & 
below). Other—Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has beer reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be censidered 
whenever one of these drugs is used. Autonomic Reactions— Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— _rythema., 
exfoliative dermatitis, contact dermatitis. Blood Dyserasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions—* ever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotaxicity— jaundice, Dili- 
ary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval lowering 
and inversion of T-wave, and appearance of a wave tentatwely iden- 
tified as a bifid T or a U wave have been observed with ohenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have owcurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness. 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardige @yskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing ef cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontmuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. £n- 
docrine Disturbances— Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positivewregnancy 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psycoses, and 
toxic confusiona! states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation ef skin or 
conjunctiva and/or accompanied by discoloration of exposed 
scleraand cornea; stellate or irregular opacities of anterior lers 

and cornea; systemic lupus erythematosus-like syndrome. <A 
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For the discharged patient 
who needs an 
-antipsychotic 
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ellaril iriorazme— 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
CONCENTRATE: 100 mg perm 


control of psychotic behavior with a low 
incidence of extrapyramidal symptoms 


For brief summary, please see preceding page. SANDO 
©1978 Sandoz, Inc. SDZ 8-219 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


Psychiatry and the Fiscal Third Party 


BY PAUL CHODOFF, M.D. 


Third-party payment has profound effects on such 
areas of psychiatry as confidentiality; diagnosis; the 
therapeutic relationship; psychiatry’ s identification 
with the rest of medicine and the role of nonphysician 
mental health professionals; psychiatric education; 
and the availability, type, location, and quality control 
of treatment. As third-party payment becomes 
increasingly frequent, psychiatrists will have to come 
to terms with its good and bad effects in hospitals and 
community mental health centers as well as in private 
practice. 


SYSTEMS FOR SUPPLYING psychiatric care can be de- 
fined and differentiated by the methods which they 
are funded (1). There are essentially three such meth- 
ods: direct out-of-pocket payment by the recipient 
of care to the psychiatrist; payment in whole or in 
part by a third party, almost always a provider of 
health insurance otherwise not involved in the treat- 
ment; and public funds from federal, state, county, or 
city sources. Thus, psychiatric care in the Veterans 
Administration and the military is funded entirely by 
the federal government. State mental hospitals operate 
principally with state money but also receive some in- 
surance and out-of-pocket payments. Health mainte- 
nance organizations are financed entirely through pre- 
paid insurance, and the community mental health cen- 
ters depend largely on public funds, although they may 
receive third-party and out-of-pocket payments. 

The private practice of psychiatry today is a system 
whose payment method appears to be in a state of 
, transition. Replacing direct out-of-pocket payment by 
the patient (or an interested party) to the psychiatrist is 
an increasing reliance on insurance funds. An essen- 
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tially two-party transaction thus is being cci 
to one involving three parties. 
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party practice and also between fee-for-ser . 
practice on the one hand and the organiz > 
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aspects of the practice of psychiatry that h \ 
ertofore demanded attention in so urge 
sistent a manner. An analogy might be tic 
complexity which results when diadic relat « 
come triadic in the course of infant-child dc. 


THE MEDICAL MODEL 


One of the previously latent issues if 
troduction of third-party payment has br: 
surface is the so-called medical model p:: 
‘‘medical model’’ is a term that is emp!» 
and generally rather loosely. It has been £} 
ly with organicity—one is not sick unless I ¢ 
a demonstrable organic lesion. In a broad 2 
inclusive definition, ‘‘sickness’’ describe, 
deviant behavior with the following char: ¢ 
is negatively valued by society, it is invo 1 
individual displaying it is not responsible f > 
“sick” behavior-—and it falls under the r 
purview of physicians (2). Any individu: 
these criteria assumes what has been call? 
role” (3) and becomes a ‘“‘patient.’’ An cr. 


0002-953 X/78/0010-1141$0.60 © 1978 American Psychiatric Association 


e tec n 


CX 
sid pucty 


“leri of 


s wil be 
yu th: 2e- 
Je pri. ite 
. salir ed 
tasg si- 
‘i e ef- 
reiwen 


`roet i th- 
aid rer- 
iTcrensec 
isn ps be- 
tOpm_ at. 


z the in 
Te te the 
dom. he 
a wi eh 
utad vole- 
ot she hes 
and 1 ors 


a forn: © 


ristic»! | 
‘tary— the 
hsoa: he 
gress ona 
salisi jr 
tae sicil 
yie C10. 


114 


PSYCHIATRY AND THE FISCAL THIRD PARTY 


ogy for the behavior is often present but is not essen- 
tial. 

The definition of the medical model can provide ma- 
terial for an interesting academic debate with scholas- 
tic overtones, but the issue becomes of immense prac- 
tical importance when the livelihoods of a whole pro- 
fession are affected by attitudes about this abstract 
concept. In fact, I submit that possibly the most urgent 
question facing psychiatry as a profession today is the 
medical model question-—_to what extent are psychia- 
trists physicians and the people they deal with profes- 
sionally, patients? 

How are these questions about the medical model 
affected by the transition of practitioners from two- to 
three-party payment? The companies and government 
programs that provide the benefits for their sub- 
scribers, being in the health insurance business, must 
operate on the basis of some definition of illness even 
though the definition is likely to be covert rather than 
clearly formulated. In practice, the model they are fa- 
miliar with works most easily with such diseases as 
pneumonia and appendicitis, conditions with medical 
diagnoses, more or less demonstrable pathology, and 
obvious degrees of functional disability. It is true that 
such criteria may be lacking in substantial portions of 
the caseloads of nonpsychiatric physicians; however, 
it is their absence in many psychiatric cases that par- 
ticularly seems to give rise to confusion, uncertainty, 
and even suspicion in health insurance circles. 

Therefore, the cost of long-term psychiatric care, 
both inpatient and outpatient, is not the only reason 
that most insurance companies balk at providing full 
benefits for the patients of psychiatrists. There is also 
a reluctance to do so because insurance people do not 
understand how and why certain psychiatric patients 
can be considered “‘sick.’’ They complain that they 
“can’t get a handle” on psychiatry for the purpose of 
planning, projecting, and actuarializing the claims they 
will be required to pay. 


Difficulty in Diagnosis 


One specific way in which these medical model un- 
certainties become manifest is in the transmission of 
DSM-H diagnoses to insurance carriers in connection 
with claims for psychiatric services. It is accepted that 
diagnosing illness is a medical function par excellence. 
Why, then, is there such a furor about submitting psy- 
chiatric diagnoses in connection with insurance 
claims? There are two reasons. First, and very impor- 
tant, is the confidentiality issue, which I will deal with 
later as one of the consequences of the change from 
the two- to the three-party payment system. However, 
I believe that a legitimate fear that confidentiality will 
be breached in a damaging way is not the only reason 
for psychiatric reluctance to make and transmit diag- 
noses. It must be acknowledged that some psychiatric 
patients, particularly but not exclusively those treated 
in office practices, simply do not lend themselves very 
well to the medical diagnostic process. In general, psy- 
chiatric patients seen in various settings include a very 
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wide continuum of troubled human beings (4). At the 
unequivocally ‘‘medical’’ end of this spectrum are in- 
dividuals with various forms of organic brain disease. 
Next are the major psychotic disorders, followed suc- 
cessively by the symptomatic neuroses and the per- 
sonality disorders included and described in DSM-H. 
However, psychiatrists also treat some patients with 
more or less serious character deformations resulting 
in persistent maladaptive disturbances that do not con- 
form specifically to the DSM-III categories (this is also 
true, although possibly to a lesser extent, of the broad- 
er and more inclusive DSM-IJI). Legitimate differ- 
ences exist as to where along this continuum the divi- 
sion should be made, but it is clear that the patients at 
one end comprise a very different population from the 
‘‘natients’’ at the other end and that the latter can be 
included under even an elastic definition of the medical 
model only with a good deal of Procrustean manipula- 
tion. Thus, even leaving out considerations of con- 
fidentiality, the difficulty in finding appropriate medi- 
cal diagnoses for patients who fall at the nonmedical 
end of this spectrum accounts for some of the reluc- 
tance of psychiatrists to transmit diagnoses to insur- 
ance companies who are reimbursing their patients. 


Psychiatrists’ Reactions 


Since, however, the diagnostic procedure is neces- 
sary for reimbursement, psychiatrists must conform or 
run the risk of losing their patients. They cannot avoid 
dealing with the ambiguous aspects of their profes- 
sion’s medical identification. Like most people faced 
with ambiguity, they may react with anxiety and de- 
fensiveness; thus, some of the resentment felt and ex- 
pressed by psychiatrists toward the insurance carriers 
may contain elements of projection. I would even sug- 
gest that the emphasis on breaches of confidentiality as 
a barrier to transmission of information, when present 
to an exaggerated degree, may be a rationalization for 
the uneasiness of a psychiatrist confronted with the 
need to make a medical diagnosis in cases in which the 
medical diagnostic procedure is not particularly appli- 
cable. Practically speaking, when he or she is unwill- 
ing to make an accurate diagnosis because of consid- 
erations of confidentiality or is unable to do so for the 
reasons described above, a psychiatrist is likely to 
take refuge in writing bland diagnoses such as anxiety 
neurosis or depressive neurosis. This device satisfies 
formal requirements and is usually generally descrip- 
tive of patients’ conditions. Such diagnoses are unlike- 
ly to have an adverse effect on the therapeutic relation- 
ship or to damage patients should they be revealed. 
However, in the long run, this practice can have only 
negative effects both on the status of psychiatry as a , 
discipline with at least some scientific aspirations and 
on the attitudes of the insurance carriers, whose suspi- 
cions that they may be paying not for medical illnesses 
but for self-improvement or education will be encour- 
aged. Furthermore, the delicate fabric of the psycho- 
therapeutic relationship, which depends on the hones- 
ty and integrity of the therapist, may be damaged in 
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the atmosphere of collusion between the participants 
in making such diagnoses only to secure reimburse- 
ment. 

The situation I am describing is by no means the rule 
in psychiatric practice but, rather, is one that applies 
particularly to office psychiatrists engaged primarily in 
psychotherapy and then only with a segment of their 
patients. Those psychiatrists who deal with a more 
clearly medical population may be concerned about 
breaches of confidentiality with reference to the insur- 
ance requirements, but they will usually have no seri- 
ous difficulty in making diagnoses. Thus, this insur- 
ance requirement may be promoting a potential schism 
in the profession of psychiatry between the ‘‘physi- 
cians” and the “‘psychotherapists”’ since it is the latter 
whose medical identification is most threatened. It is 
also clear that these problems are not present in two- 
party out-of-pocket private practice where payment 
does not depend on the furnishing of a medical diagno- 
sis to someone other than the participants in the thera- 
peutic transaction. Furthermore, they are much less 
obvious in the salaried, organized systems for provid- 
ing psychiatric care. In these—community mental 
health centers, the military, the VA, and state hospi- 
tals—the funding agency is much less likely to key 
payment to the demonstration of the existence of a dis- 
tinctly medical illness. The model of social distress or 
societal disequilibrium may provide an entrée as ac- 
ceptable to these funding agencies as a “‘medical’’ dis- 
ability (1). | 

An interesting by-product of the influences I have 
described is the tendency of individual psychiatrists 
and of psychiatric organizations to replace a rather 
casual attitude toward organized medicine with a firm- 
er reidentification and involvement with it. Clearly, 
when psychiatrists mend their medical fences and re- 
assert their identities as physicians, they are partially 
motivated by their need to have the services they ren- 
der included among the benefits dispensed by health 
insurance plans and future national health insurance 
programs. Furthermore, the tremendously increased 
involvement by psychiatric and psychoanalytic organi- 
zations in guild and economic issues undoubtedly 
stems from the same cause. 


RELATIONSHIPS WITH OTHER MENTAL HEALTH 
PROFESSIONALS 


Another important consequence of the introduction 
of insurance funding into psychiatric practice is the un- 
covering and accentuation of the competitive aspects 
_of the relationship between some psychiatrists and 
members of other mental health professions (principal- 
ly but not exclusively clinical psychologists). Like the 
medical model preblem (to which it is certainly re- 
lated), such competition has always been at least po- 
tentially present. Although there are already rumblings 
that the dispute about who is qualified to treat mental 
and emotional disorders is moving even into the hospi- 
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tal setting, the chief locus of concern about this issue 
has been among private practitioners of psychothera- 
py. Although the question of what kind of training— 
medical or other—dqualifies one as a psychotherapist 
involves major unresolved substantive issues, there is 
little doubt that economic considerations also play a 
significant role (5). 

The extension of health insurance coverage has con- 
siderably increased the pool of individuals now able to 
take advantage of the services of private practitioners 
for psychotherapeutic treatment and thus has created 
competitive tensions among these practitioners. In this 
competition, psychiatrists, by virtue of being physi- 
clans, are in the favored position to secure health in- 
surance payments for their patients. As noted above, 
this advantage is motivating psychiatrists to empha- 
size that they are physicians. At the same time it is 
also motivating other mental health professionals to 
assert with some success their right to receive direct 
reimbursement for psychotherapy in spite of the fact 
that they have not been medically trained. They may 
in fact be theoretically uncomfortable with the medical 
model to which they have to pay at least lip service in 
order to come under health insurance aegis. In addi- 
tion, the fact that nonphysicians contend that they are 
qualified to offer the same services as psychiatrists 
sharpens the debate over whether this form of treat- 
ment is medical and whether it should be funded 
through health insurance. Pandora’s box may be open- 
ing here, since the future may bring similar pressures 
to receive insurance payments from psychoiherapists 
with increasingly diverse (including nonprofessional) 
training backgrounds. 

This issue may exert a divisive influence not only 
between psychiatrists and mental health professionals 
but within the psychiatric profession itself, since the 
strains I have described above apply almos: exclusive- 
ly to those psychiatrists who practice privately and in- 
dependently and who have little collaborative contact 
with psychologists or social workers. Academic and 
institutionally based psychiatrists, on the other hand, 
must deal every day with colleagues in these and other 
mental health professions. Thus, they are much more 
strongly motivated than office practitioners to accom- 
modate the latter group. Furthermore, since these tn- 
stitutional psychiatrists receive their income through 
salaries rather than in the essentially entrepreneurial 
manner of private practitioners, they are not so likely 
to experience the activities of mental health profes- 
sionals as economically competitive. 


HOSPITAL PRACTICE 


Up to this point I have been dealing with third-party 
payment effects principally as they apply to out- 
patient, predominantly psychotherapeutic practices. 
However, there are also important consequences for 
psychiatric practice in hospitals. Since insurance pro- 
grams pay more readily for inpatient than outpatient 
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medical services, there may be some tendency in psy- 
chiatry (although probably not so much as with other 
medical specialties) for patients to be admitted for 
workups and treatment regimes that might otherwise 
be handled on an outpatient basis. Also, day hospitals 
that offer an alternative to hospitalization are ham- 
pered in their efforts to compete with the latter by rea- 
son of less favorable insurance coverage. In general, 
however, the coverage available for inpatient units in 
general hospitals encourages acute care in such institu- 
tions and cuts down on the necessity for municipal 
or state mental hospitalization. This is not an insig- 
nificant factor in the marked reduction in the popu- 
lations of such hospitals and can be considered to play 
a role in discouraging the development of chronicity. 

The availability of insurance coverage also pro- 
motes the successful development of certain special- 
ized psychiatric hospitals that provide acute and inter- 
mediate care essentially through the team approach. 
These hospitals, while often innovative in their pro- 
gram, are likely to emphasize services that will qualify 
for reimbursement. In accordance with the old adage 
that he who pays the piper calls the tune, it is becom- 
ing clear that the carriers are demonstrating an in- 
creasing power to control the kinds of services offered 
in institutions dependent for their survival on the in- 
come derived from insurance sources. 


RECIPIENTS AND PROVIDERS AND TREATMENT 
PLANNING 


The most clearly beneficial effect of widespread in- 
surance coverage for psychiatric conditions Is to open 
up the private practice option to a socloeconomic pop- 
ulation for whom it previously would have been un- 
available. Prospective patients are no longer depen- 
dent solely on charity or on publicly financed systems. 
Because in our culture private practice is highly valued 
and attracts effective and well-trained practitioners, 
there is at least theoretically a resultant overall im- 
provement in the care available to a wider stratum of 
the population. This broadening of the socioeconomic 
mix of patients may also make it possible for certain 
theories of psychopathology and personality develop- 
ment to be less culturebound than they were, for in- 
stance, when Freud was basing his ideas on a rather 
narrow sample of upper-middle-class Viennese. 

In areas with good insurance coverage for outpatient 
private practitioner services, there has been a consid- 
erable increase in the demand for them. It is not clear 
whether this indicates the existence of a previously un- 
met need or whether the ancillary payment method 
may also be encouraging a broadening of the concept 
of what sorts of personal distress are indications for 
psychotherapy in our society. At any rate, it has been 
estimated that there are 31.6 psychiatrists per 100,000 
population in the Washington, D.C., area, with its ex- 
cellent third-party program for federal employees, a 
figure equalled only by New York City (32.8 per 
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100,000) and in contrast to an average of less than 10 
per 100,000 in the rest of the country (6). This is dra- 
matic evidence of the efficacy of insurance programs in 
increasing the supply of psychiatrists (and also of dth- 
er mental health professionals). In the Washington, 
D.C., area, where the Federal Employees Health Bene- 
fits program is a very important source of payment for 
most practitioners, an incidental effect has been a ten- 
dency for the fee psychotherapists receive to be stan- 
dardized at the level for which the insurance carrier 
will make an 80% reimbursement. Consequently (and 
rather unexpectedly) it is possible for the incomes of 
neophyte therapists quickly to reach equality with 
those whose experience is considerably greater. This 
occurs, of course, only if the field does not become so 
overcrowded that entrants into practice find difficulty 
filling their schedules. 

Besides increasing the supply of both practitioners 
and patients, the insurance money also influences the 
modalities, intensity, duration, and goals of treatment 
planning. Thus, the decision whether to offer long- 
term intensive or short-term return-to-function psy- 
chotherapy to a patient obviously depends on many 
factors but certainly includes as an important consid- 
eration the state of the prospective patient’s finances. 
The knowledge that insurance help can be counted on 
frees the therapist to exercise his or her best clinical 
judgment about the treatment modality best suited to 
the case. On the other hand, the availability of funds 
has the potential for encouraging malutilization of both 
outpatient and inpatient treatment. Thus, a hospital 
stay may be terminated not solely for clinical reasons 
but because the insurance entitlement has run out. The 
somewhat fuzzy indications for certain psycho- 
therapeutic modalities may be stretched because in- 
surance coverage is available and because the thera- 
pist prefers these modalities. The same may be said of 
the proliferation of psychotherapy groups, sometimes 
without adequate patient selection or clinical in- 
dications. Again we note the contrast with two-party 
private practice where lack of out-of-pocket funds may 
limit treatment options but also may curtail such loose- 
ness. With the salaried systems for providing psychiat- 
ric care, financial incentives to prolong treatment do 
not exist. However, in these systems, particularly the 
HMOs, the funding method may have the opposite ef- 
fect of encouraging unduly short-term and limited 
treatment rather than the more intensive but more ex- 
pensive methods that may be indicated in some cases. 


PSYCHIATRIC EDUCATION 


As with other medical specialties, the trend toward i 
vastly increased health insurance coverage among the 
general population has affected undergraduate and 
resident education in psychiatry because charity pa- 
tients are no longer as available to students and resi- 
dents for teaching purposes. Also, the assurance re- 
quired by the insurance carriers that the “‘specialists” 
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whom they are paying for their services have proper 
credentials adds motivation for taking national Board 
examinations. Such third-party pressures, combined 
witħ the movement for continuing education, are also 
generating an interest in various credentialing mecha- 
nisms among subspecialties. For instance, the major 
psychoanalytic organizations have already moved to- 
ward specialty certification in order to establish a 
mechanism that would indicate which practitioners are 
qualified and thus eligible to have their patients receive 
benefits. 


PEER REVIEW AND STANDARDS 


Review and monitoring of the professional activities 
of their colleagues by peers within the specialties of 
medicine clearly seems to be an idea whose time has 
come. In psychiatry today we see a rich ferment that 
includes both concurrent and retrospective review of 
in-hospital and outpatient treatment practices. The 
American Psychiatric Association has moved far in 
this field; in fact, when questions are raised about in- 
cluding full coverage of psychiatric treatment under 
the aegis of insurance and national health insurance, 
APA presents its panoply of peer review activities 
with the claim that peer review in the hands of the pro- 
fession itself will be effective not only in eliminating 
abuses but also in controlling costs. 

Another important reason for the current interest in 
peer review, besides these economic pressures, is the 
public enthusiasm for and adaptation of the ethic of 
accountability. Accountability requires that whoever 
dispenses goods or services to the public must be able 
to assure the consumer that the product is what it is 
stated to be, that it is being offered in good faith, and 
that the consumer has recourse for complaints and 
questions. The burgeoning consumer movement has 
been adopted and encouraged by third-party insurance 
funders for their own purposes, which are to protect 
their subscribers from abuse, to keep their costs down 
so that they can successfully compete with other car- 
riers, and to make projections and plans on the basis of 
reasonably consistent actuarial data. These aims have 
been accepted as legitimate by organized psychiatry, 
which has offered its cooperation by instituting peer 
review. Incidentally, the tendency for psychiatric peer 
review to be conducted under the aegis of medical so- 
cieties rather than independently is additional evi- 
dence of the reidentification of psychiatry with the rest 
of medicine. 

How effective psychiatrists will be in monitoring 
their own profession through peer review remains to 
‘be seen. Skepticism has been expressed (7) about 
whether it 1s possible for the members of any profes- 
sion to forego theis own guild and economic interests 
sufficiently to protect the public. The stakes are very 
high tn this endeavor since failure to convince the pub- 
lic and the third parties that these efforts at self-control 
are effective is likely to lead to the introduction of ex- 


traprofessional monitoring with all the thre- ~ 


of professional autonomy this would pose. 
clined to question whether peer review is er 
cost control mechanism, but I believe that 1 
potent means of dealing with abuses and wi | 
of malutilization of certain services (8). 
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generally are felt more strongly in private pr. 
in the organized, salaried systems. This is <1 
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search in this area is the need to be able to lay before 
third-party carriers and national health insurance plan- 
ners evidence that psychotherapy in the hands of com- 
petent therapists is a valid mode of treatment. 


TREATMENT RELATIONSHIPS 


That someone else is (as it were) peering at the treat- 
ment transaction, no matter how distant the vision or 
dark the glass, is bound to influence the relationship 
between the two participants. This is true whatever 
the diagnosis or the modality, but it is likely to be more 
troublesome and have potentially graver conse- 
quences for thoge forms of psychotherapy in which 
scrutiny of the relationship itself is a therapeutic in- 
strument. 


Confidentiality 


Just as the wider availability of treatment relatively 
free of financial constraints is the most distinct advan- 
tage of insurance coverage, so its greatest dis- 
advantage is the inevitable intrusion of the payer into 
the therapeutic relationship. Granted the legitimacy of 
the third party’s requirements for certain information 
to process claims and to protect the financial interests 
of other subscribers, this need is still felt as a wrench. 
It interferes with the therapeutic benefit derived from 
the assurance to the patient that anything he or she 
says will be absolutely inviolate. There are bound to 
be disturbing questions about possible misuse of the 
information transmitted. Thus, psychiatrists will dis- 
gorge the information required to justify payment of 
claims with a degree of reluctance that varies accord- 
ing to the amount requested and the sensitivity of the 
information. 

It is in this matter of confidentiality that one must 
acknowledge the inestimable advantage of two-party 
treatment, where, in an increasingly impersonal and 
bureaucratized culture, there still exists an oasis of as- 
surance that one’s secrets will be safe. 

A sobering instance of the widespread con- 
sequences of the breaching of confidentiality in con- 
nection with insurance reimbursement occurred in the 
Washington, D.C., area when a new mental health re- 
port form, which required a great deal more informa- 
tion in regasd to federal employee subscribers, was in- 
troduced by Blue Cross/Blue Shield. Especially since 
most psychotherapists felt that they had to reveal the 
form and their answers to its questions to their pa- 
tients, a whole gamut of complicated reactions ensued, 
ranging from refusal of some patients to start treat- 
ment and disruption or serious interruption of treat- 
ment in a few instances to apparently neutral re- 
sponses and even, occasionally, to effects that could 
be described as beneficial. The form generated a very 
marked negative reaction among the psychiatrists in- 
volved, most of whom indignantly regarded it as a kind 
of latterday plague; their efforts (plus the threat of le- 
gal intervention) led to the withdrawal of the form. 
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Whether or not all the fears expressed were entirely 
realistic, the episode served to demonstrate that insur- 
ance carriers do deal differently with psychiatrists than 
other medical specialists. It also highlights the reseént- 
ment among the psychiatric community at giving up its 
cherished autonomy and conforming to the require- 
ments of a fiscal third party. 


Allegiance 


Although a psychiatrist cannot ensure a patient the 
absolute confidentiality that exists in two-party trans- 
actions, the psychiatrist whose patient accepts insur- 
ance reimbursement is unlikely to have serious inter- 
nal conflicts about whose interests he or she is serving. 
The psychiatrist will certainly opt for the interests of 
the patient rather than those of the payer in any con- 
flict between the two in which he or she has a choice. 
In private practice in general, whether two or three 
parties are involved, there is not likely to be the kind 
of conflict between the interests of the patient and the 
psychiatrist which may occur in salaried organized 
systems-——for instance, in the military, where the im- 
portance of the mission may supersede the needs of 
the individual patient in treatment (1). 


Transference-Countertransference Relationships 


How does the presence of the third party affect 
those subtle and shifting currents in the relationship 
between the two participants that play so important a 
role in insight-oriented psychotherapy and psycho- 
analysis? Does it constitute an interference so grave as 
to hamper seriously the overall effectiveness of such 
treatment? As with other questions concerning psy- 
chotherapy, we do not have the benefit of satisfactory 
outcome studies but must rely on overall impressions, 
anecdotal material, and individual case reports. On 
some matters, there appears to be agreement. It seems 
clear that in some cases the limitation of the patient’s 
own financial responsibility for treatment encourages 
acting out through missing appointments with a fre- 
quency that would be unlikely if his or her own pock- 
etbook were more seriously affected. This phenome- 
non, incidentally, ratses the question of whether rules 
about charging fees for missed hours should be altered 
when payment comes not exclusively from the patient 
but ultimately from other subscribers to an insurance 
plan. Some therapists hold that the situation is un- 
changed by the source of payment since their relation- 
ship is solely with the patient. Other therapists, how- 
ever, are troubled and see the situation in terms of an 
ethical issue not present in two-party contracts. Also, 
as with the diagnostic practices previously described, 
it is possible that an atmosphere of collusion with the 
patient that is inimical to treatment might develop 
when such instances are frequent. 

Although some influence on other transference- 
countertransference manifestations would be expected 
because of the third-party intrusion in such an impor- 
tant aspect of the therapeutic relationship as payment, 
the nature of this effect has not been explored thor- 
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oughly. There are reports about problems arising from 
insurance payment, such as the encouragement of a 
feeling of omnipotence in the patient who is getting 
treatment for little or no cost (9). Whether such prob- 
lems are frequent is not clear; it is possible, of course, 
that they could be used productively as grist for the 
psychotherapeutic mill. Psychoanalysts who use the 
treatment model of the resolution of the transference 
neurosis through interpretation might be concerned 
that patient-therapist collaboration in dealing with the 
third party could interfere with analytic neutrality by 
emphasizing the real aspects of the analyst. Also, if the 
analyst adheres to the “‘sacrificial fee’’ theory that suc- 
cessful treatment depends on regular, somewhat pain- 
ful disgorgements of money from the patient, problems 
might be anticipated in cases where insurance has 
made payment easter (10). In response to these cave- 
ats, it can be stated only that no firm evidence has 
been adduced which suggests that treatment results 
have been substantially downgraded by these potential 
obstacles to transference-countertransference matura- 
tion (11). 


DISCUSSION 


The introduction of a third-party funding agent into 
the treatment transaction between patient and psychi- 
atrist has been associated with important and unex- 
pected consequences for many aspects of the practice 
of psychiatry. Some of these consequences are un- 
equivocally positive, notably the greater availability of 
the private practice option and the freeing of treatment 
planning from financial constraints. There have also 
been unequivocally unfavorable effects—the breaching 
of confidentiality in the treatment relationship, a tenden- 
cy toward mandating types of treatment by funding 
agents who are primarily concerned with cost control, 
and an increased amount of record-keeping and bu- 
reaucratic wrangling. Other consequences of the third- 
party influence are less easy to characterize; their ef- 
fect varies depending on point of view or usage. 

The third-party impact has also brought to the sur- 
face with fresh urgency certain questions about the ex- 
tent to which psychiatrists can properly wear the 
mantle of physicians. This has created tension be- 
tween psychiatric practitioners and other mental 
health professionals. It has also augmented a potential 
for conflict between psychiatrists whose chief or only 
treatment modality is psychotherapy and those who 
have more varied practices and between psychiatrists 
who earn their living through fees for service and those 
whose income is derived from salaries within orga- 
* nized systems of psychiatric care. 

Because insurance payment for psychiatric services 
has had such mixed effects, it should not be surprising 
that the reaction of those psychiatrists whose practices 
have been heavily influenced by insurance payment 
has likewise been a mixture of satisfaction, irritation, 


and uneasiness. The relative freedom ‘rc: 
constraints in treating patients has been :! 
the threat to professional autonomy fr) ` 
agencies uninvolved in treatment who apy < 
psychiatrists with suspicion and to tre i 
ferently from other physicians. 

However, no matter whether the effec: 
bad, or indifferent and no matter what the - 
of reluctance and acceptance with whic! 
greeted, there seems to be little question il ; 
for psychiatric services through a third-- 
mediary is bound to play an increasing: 
role. This is true not only for private orac í 
been discussed here, but also for some » 
systems for supplying psychiatric care, sti ` 
munity mental health centers and state ^c, 
probable that sooner or later all psychiatri.’ 
the private sector will be paid for largely il © 
combination of commercial insurance t- 
health insurance programs. Thus, unless 1: 
somewhat idiosyncratic course of withdi. 
such a system entirely in order to presery< 
values, private practitioners of psychiatry \ 
come to terms with the advantages and dis 
problems, questions, ambiguities, and iror ^` 
from this change in the payment method. ` 
ganized psychiatry has reacted to insuran.: 
with endless conferences, plans, proposal» 
tiations, out of which has come the estab 
peer review mechanisms. These respons: + 
far been largely on an ad hoc basis. I bei: 
time for our profession to take an object : 
many implications of the changes result: -~ 
new payment methods so that it can formu : 


PAL. 


that will be reasoned and comprehensive 
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On Editing the Journal: Ave Atque Vale 


BY FRANCIS J. BRACELAND, M.D. 


Dr. Braceland discusses his 13-year tenure (1965- 
1978) as Editor of the American Journal of Psychiatry, 
noting that he took office during a period of social 
turmoil that in many ways resembled the decade of the 
Journal’s founding 134 years ago. He describes the 
advantages and disadvantages of the peer review 
system he introduced to the Journal and states 

that this approach is essential in a time of ultra- 
specialization. He reviews the crafts of editing 

and writing for medical journals, both of which are 
brightened by clarity and brevity. As to the future of 
medical journals, he considers reports of their demise 
premature, while acknowledging the problems they 
face. Dr. Braceland briefly considered a “rocking 
chair’ approach to his retirement from the Editorship, 
but the Editor Emeritus will instead continue to 
provide whatever assistance he can to his colleagues. 


I HAVE BEEN ASKED by the Program Committee to dis- 
cuss my involvement with the American Journal of 
Psychiatry, which I have had the honor of editing for 
the past 13 years. I was asked also, if possible, to pre- 
dict its future, as well as the future of medical journals 
in general. To carry out this mission, I must first ask 
your indulgence as I glance back a bit, for when I be- 
came the Journal’s 9th editor it was already 121 years 
old and had remained alive through times of war, fam- 
ine, and pestilence. As I discuss this broad span of 
years, you must realize that unlike the scholarly man- 
darin I cannot paint them delicately with an exquisite 
Chinese brush; my canvas must be broad and my 
brush wide. 

Like many things and people later destined to be- 
come great, the Journal had a modest beginning. Its 
birthplace was the Utica Lunatic Asylum, the time 
was July 1844, and its given name was The American 
Journal of Insanity. None of this sounds very promis- 
ing, but in its favor was the fact that its sire was Ama- 
riah Brigham, a gracious, capable physician, a scholar, 
a teacher, and a dedicated man. 

The decade in which he founded the Journal was 


Revised version of a special lecture presented at the 131st annual 
meeting of the American Psychiatric Association, Atlanta, Ga., May 
8-12, 1978. 
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later to become known as the ‘‘Fabulous Forties.” 
The whole nation was awakening and astir; the crude 
conditions of pioneer life were lessening on the East- 
ern Seaboard, and there was leisure enough to think of 
plans for human betterment. Schools, academies, hos- 
pitals, and libraries were being opened, and several 
hospitals for the insane were under construction. 

We are justified in looking at this period, for neither 
institutions nor publications can exist in a vacuum; all 
are influenced by the social, political, and economic 
currents that swell around them. The period is best de- 
scribed by Meade Minnigerode, and excerpts from his 
book, The Fabulous Forties 1840-1850 (1), give us 
some idea of the incredible happenings in those times. 
Speaking of the decade in general Minnigerode said it 
was 


an unfinished, unstabilized company taking part in a na- 
tional pageant which there had been no time to re- 
hearse. . . . the apotheosis of banality... . A time when 
females were treated with utmost courtesy and very slight 
consideration. An indecent dance, the polka, was coming 
in to complete the demoralization of the younger set. Tight 
lacing was being blamed as a cause of insanity... . 


An unbelievably large number of people were enthusi- 
astically awaiting the end of the world on April 23, 
1843, a date arrived at by the biblical computations of 
an itinerant preacher named Miller. Millerites were 
filling the mental hospitals on the East Coast and as- 
cension robes were selling like hotcakes. Brigham lat- 
er said that numerous suicides were caused by Miller- 
ism and that thousands had their health impaired to 
such a degree as to unfit them for life in the future. 

This was the milieu in which the Journal first saw 
the light of day. Brigham had been drawn to Utica by 
the enthusiastic directors of the institution then under 
construction. They assured him it would be an institu- 
tion second to none, and this appealed to him. A first- 
class alienist who had been the third superintendent of 
the Hartford Retreat, he was also a prodigious worker, 
and he sought every opportunity to educate the public 
in the intricacies of mental disorders, welcoming inter- 
ested individuals and teaching those who were well 
disposed. His restless energy soon took a more impor- * 
tant turn; he decided to found a journal. 

On May 18, 1844, Brigham wrote to Pliny Earle, 
Physician to New York’s Bloomingdale Asylum, as 
follows: “I am about starting an American Journal of 
Insanity , quarterly, Octavo, ninety-six pages edited by 
officers of the Asylum” (2). Two months later the 
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Journal appeared, the first publication of its kind inthe | manship of Howard P. Rome and the huni cri. 0. w 
English language. Most of the articles were written by Editor was on. There were few applicant. aid ie 
Brigham himself. In order to make the publication present incumbent was invited to undertak: ho te-k. 
widely available the price was kept at $1.00 per an- He accepted even though he knew that the Fa ter’s ob 
num. It was printed and paid for by Brigham alone, was not the best way to make friends. He « he-rd 
and he continued to be its main source of articles. Itis that if one were ever to find a popular edite- ‘2 wo. Id 


of historical interest that in the same year three other be neither sitting nor standing—he woul: « b ag 
psychiatric journals were launched—one English, one down surrounded with flowers. 
German, and one French—and all three are in some The new Editor met with the Council ane a, 2 an 
form still extant. carte blanche in all editorial matters and rer «cd n- 
The new Journal served to keep the few alienists, ly that the Journal was the organization’s of i a or in 
who lived in widely scattered areas, in touch with one and that all aspects of the discipline mer.) „erm d- 
another at a time when the field of psychiatry was eration. Modest space was found for the Jo: . u' ofze 
practically a wilderness. There was a need for commu- in the Washington headquarters, and by ap it strute 
nication that the Journal fulfilled. Also, it was un- of good fortune, Ms. Evelyn Myers, who hit ocio al 
doubtedly a factor in the formation of the Association experience at the National Institute of Me v + =e: ‘th 
of Medical Superintendents of American Institutions | and elsewhere, was made Managing hI 9. toe 
for the Insane in October 1844, four months after the proved to be a ‘‘gem of purest ray serene.” azar ! 
Journal was founded. began to worry about the situation facing u e w.Te 


The Journal proved to be a prodigious task, and not to become “‘official’’ until July 1, 186%. xı wore 
Brigham, never robust, was often temporarily disabled expected to get out a July issue! This was ° 2 Her i 


by illness. His letters referred frequently to his health, for neophytes, but, fortunately, neither o° : rali: ed 
and in 1846 he wrote and asked Pliny Earle to take the enormity of the task before us. 
over, noting, “I am getting old and averse to labor and I will pass over quickly the unpleasant t ras (hat 


cannot take charge of the Journal another year.’’ At had to be faced first, namely, returning a1 :r*be: o" 
that time he was 48 years old. He carried on, however, previously accepted manuscripts that we {3 1. uric: 
until September 8, 1949, when he died at the age of 51 ceptable and notifying the distinguishe. EJ‘totia. 


of an attack of dysentery. Board, who had served faithfully for many 1 -a‘s, toal 
Although it is tempting to trace the Journal’s further a new Board would be appointed. 

history, I must endeavor to be brief. I should, how- In some fashion not yet understood, the i. ts-ue 
ever, mention the fourth Editor, G. Alden Blumer, appeared on time. Dr. Farrar wrote me : * i wri 
who served from 1886 to 1894. It was his unpleasant hand a note that is my proudest possess: > < he 
duty to dispose of the Journal, which was still the said he did not believe it could be donc .! seror 
property of the Utica State Institution and was cov- was; it looked good and it was on time. 

eted by the New York State politicians. Fortunately The early issues, without our quite realiz : i. g ve 
for all, the American Medico-Psychological Associa- evidence that the Journal was indeed unde" 24 min 
tion (the name the lineal descendants of our founding agement and was “‘open.’’ In the first anc scone is- 
fathers had taken) bought the Journal for $944.50. Dr. sues there were articles on psychoanalysi . : sub ci 
Richard Dewey became Editor and in 1894 the Journal that had not appeared often in earlier isst ` [Tf tre 
was moved to Chicago. was also a disquisition by Mike Gorman it wiuce he 


The Journal had several additional Editors, all of | gave everybody hell all around in an arti: > nti. ec 
them interesting and worthy of note, but we have time ‘Psychiatry and the Public Policy.” One ser 21 ce. cd 
only to mention one of them, Clarence B. Farrar, the dressed to all psychiatrists, gives an idea of t 2 daper’s 


8th editor. A distinguished, cultured gentleman, Dr. general tenor: ““You can no longer hice i ʻae is- 
Farrar had been Editor of the Journal for 33 years and comfort of your private offices appropriate y Tied oui 
had run the Journal from Toronto when, in 1964, the with an overstuffed couch and a picture o “wud .Is- 
Council of the American Psychiatric Association de- iting Worcester in 1909.” 
cided to consolidate all of its offices and centralize its If there was any doubt that the Jonini: as ur de 
operations in Washington. Dr. Farrar retired in July new direction, it was now dispelled. Gor: . © use re- 
1965. peated the observation of the Angel Gabi 3% ve 
Dr. Farrar had been Editor over an incredibly im- Connolly’s Green Pastures: ‘‘Everything:: 24 Us: Re 
portant period in history. It covered the Great Depres- is coming loose.” He was right, for we beg: cut crm 


sion, pre-war build-up, World War II, and all of the of office in a period roughly comparable <3 me F; Ju- 
“political dislocations of that holocaust. His tenure also lous Forties. The nation was again astir: «: nop. la~ 
saw the beginnings of the greatest recorded advances war was going on, drug use was widespre: . “Je se: 


in psychiatric therapy, including the start of the mod- children’’ were running away from home.: dco! ege 

ern physical therapies and the appearance of the new campuses were in turmoil. 

psychopharmacologic agents. His was a hard act to Young folks let it be known they were g> `g to tke 

follow. over a tired old world and show those of s ove. 30 
A search committee was formed under the chair- how to eliminate poverty, racism, prejudi: ond ov: 





EDITING THE JOURNAL 


in general. A small irresponsible segment took over 
universities, presented their nonnegotiable demands, 
occupied the dean’s office, smoked his cigars, Xe- 
roxed his papers, and wrote home for money on his 
stationery. The virus of discontent spread to medical 
schools, and Arnold Mandell, a first-class teacher, lat- 
er wrote, 


Increasingly, bright students, with good academic rec- 
ords, are refusing to accept the challenge of describing 
character in terms of the dynamics of personality; they tell 
me that such balanced, lyrical efforts are the masturbatory 
activity of the passive during this time of social change. (3, 
p. 529) 


The delusionaf systems of this period were not as 
tightly reasoned as the Millerism of the 1840s, but they 
were reinforced in some cases by hallucinogenic 
drugs, and it all seemed like a bit of a throwback to the 
time when the Journal was born. 

There were editorials by two distinguished col- 
leagues in our first issue. Dana Farnsworth wrote 
about unrest in our colleges. Francis Gerty wrote of 
the Silver Pitcher, a token of office given originally by 
a grateful Association to Dr. Dewey and later by his 
daughter to Dr. Gerty to be passed from Editor to Edi- 
tor. In the same pages, I wrote an appreciation of the 
retiring Editorial Board and solicited help from all and 
sundry in my new job as Editor. Editorials became 
scarcer as the years went by, not because the Editor 
was modest or mute but because the Journal was soon 
inundated with manuscripts. There is an old saying 
that when you are up to your nether end in alligators, 
it’s not the time nor the place to teach the children to 
swim. Well, we were up to there in manuscripts, and 
there was no space to spare for the Editor’s musings. 


BEING PAID WHILE LEARNING 


What have we learned through the years? Too much 
to detail here, and frequently we learned through trial 
and error. Early on we opted for the referee system, 
i.e., sending our manuscripts out for peer review. We 
felt that this was the fairest and the wisest course and 
we firmly believe in it now. In this procedure, we 
joined with, many other specialty journals, and we 
agree whdleheartedly with Franz J. Ingelfinger, former 
Editor of the New England Journal of Medicine and 
the most outstanding contemporary American medical 
editor, who said, 


Editors who depend on referees to differentiate that 
which is publishable from that which is not, some would 
argue are a pusilanimous Jot. If they do print an article 
which turns sour the mishap can be blamed on anonymous 
reviewers. Editors of course reject this mean spirited 
charge. But there is no doubt that the average editor, con- 
fronted by the products of today’s rarified research, lacks 
the confidence to go it alone. He needs the help of the 
ultraspecialists to judge the ultraspecial articles so that his 
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journal will print the best of what is submitted and will 

disseminate material that has the imprimatur of authority. 

(4, p. 686) 

We are fully aware of the system’s defects, which 
include some inadequate reviews, bias on the part of 
an occasional referee, and unrealistic expectations on 
the part of the Editor. The costs, time, and effort in- 
volved in this system are enormous. Also, there is the 
possibility of violation of confidence and even the oc- 
casional suppression of a novel advance. One study 
showed that concurrence between two referees shown 
the same paper was only moderately better than 
chance, but as yet we know of no better way to oper- 
ate. On occasion, we have sent the same paper to 
three, four, or more reviewers, particularly if the sub- 
ject is controversial. In some cases, when these vari- 
ous opinions from experts have led to a rejection, we 
later see the paper in another journal. 

Unfortunately, there are times when referees fail to 
view the manuscript fairly or objectively. Some aca- 
demic groups hold tightly to certain ideas or methods 
and believe that anything written outside of their 
boundaries is ipso facto wrong. Occasionally authors 
ask us not to send their paper to a certain well-known 
group. This puts the editor in a bit of a quandary, par- 
ticularly if this group contains a number of the known 
experts in the subject. Not possessed of the wisdom of 
Solomon, the Editor searches his roster for the wisest 
person available to get his advice; he often discusses 
such problems with members of the Editorial Board. 

There are many other problems with the referee sys- 
tem. Some referees hold papers for an unconscionably 
long time, requiring numerous communications from 
the editorial office, while we attempt to sooth the justi- 
fiably ruffled feathers of the author. Some prospective 
referees never do answer us. However, as far as we 
can determine, the referee system in an operation as 
large as ours is ‘‘the only game in town.” 

Occasionally there have been objections from dif- 
ferent groups of our readers about our accepting drug 
advertisements. Brush fires on the subject are lighted 
in various sections of the country at intervals. This 
same problem plagues other journals. Let us turn to 
Ingelfinger, for we are again in complete agreement 
with him. After asking what would happen if the New 
England Journal gave up drug advertising, he ap- 
pended another question: ‘‘Would such a solitary, per- 
haps idealistic, gesture improve either the quality of 
patient care or the character of the Journal?’ He an- 
swers: ‘‘The intensity of the ‘no’ I hear exceeds that of 
a sonic boom.” He elaborated on his statement: 


Without pharmaceutical advertising, its [the NEJM]- 
subscription price would increase about $25 per year. The 
suggestion that other advertising be sought lacks sub- 
stance, for enterprises selling to a géneral market see no 
reason for placing advertisements in a medium read by 
only one restricted segment of that market. Similarly fan- 
ciful is the cry, ‘Price does not matter—doctors can 
pay!’’ Of course they can, but will they? . . . In spite ofits 
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exceptional qualities, the Journal would be threatened by some of it old, some rearranged, some o 
« an ominous prognosis. Circulation would drop, and the some publishable because of their logic, th: ot tu v 


„Subscription price would correspondingly rise even more. 


; l and departure from th Tar 
In other words, the Journal might well achieve a moral but p e commonplace 


pyrrhic victory, for it would be as pure and free of taint as As 1s the case with many other ae SS ae oe 

a corpse. (5, p. 529) number of papers we receive are mucn to) o f, V 
lix, and discursive. Some are more peri fe ice 
publishable. Some are larded with unnece-+ n deai 

We read also in that same dissertation (p. 528) that it is not necessary for the readers to know 6 nuce, 


“Several journals here and abroad have been threat- pig’s temperature at 4 a.m. ona given Thir ..4 ¢ k 
ened with loss of pharmaceutical advertising unless see every detail presented and re-presentec ‘pios o 
they were willing to interdigitate text with advertising tables. The question is what were the resulis acd wi 


pages. Such pressure originating, | would hope,” he bearing do they have on the purpose of the > ar’ Vo 
said, from the ‘‘unconscionable competition of adver- regularly return papers and ask authors i zit 2° 
tising agencies rather than the pharmaceutical houses and eliminate some of the myriad of tables : i putos 
themselves.” This is not done in pique—there just is ¿GW Į’ 
Our experience with the staffs of various of our ad- Journal space to say things two of thre -¢s 3: 
vertisers has been felicitious. We have told them what Theodore Fox (8), former editor of The L. : Ge 


we would publish and what we would not publish. An said, 
ad hoc in-house committee passes on the appropriate- 


ness of all ads, and three ‘‘outside’’ psychiatrists are The editor's real task is to make every w> zi. in 
used as consultants when questions arise. This proce- bog: Hits HE UST ErNCIZE TENSE ANC aE th ages 
dure has worked out to our satisfaction. We operate on ee ee T ee 
ee J , way for the editor to serve both his authors 4  usi.ac 
the principle that our colleagues are mature, in- E 
telligent, professional people, and we know that sim- 
ply because they read an ad does not mean they will The fact that psychiatry arrived late a, . rec o 
start dispensing the substance to all and sundry. We specialty (although it treats one of the oki? «lise. se- 
have too much respect for them to think that. known to man) sometimes presents a spec: ~-ob on. 
for the editor hesitates to reject a paper tt. see s. 
bit far out lest it really have some therapi 11° piss 
THE CRAFT OF EDITING bility. The referees are often ambivalent io. (5. ro 
sponsibility rests squarely on him. Une. tys ihi 
Richard M. Hewitt (6), distinguished former editor head that wears the editorial crown! Dec- oae ep. 
of the Mayo Clinic Proceedings, divided editors into the paper and add to his backlog, or rejas ire e 
professionals, those who are full-time and of long ex- chance miss something that might bring br:- cop te 
perience, and amateurs, whom he described as indi- the future? Then, too, he must remembe: <li th: 
viduals who are part-time, expert in some branch of the author’s brain child, his labor of love.. ¿Ne y 
medicine, and likely to know the authors who are writ- jor responsibility of the editor is to his 7:2 ics) :-> 
ing in the field. The editor also should know what has must be the thumbs up or thumbs down of i (aca 
been done and what needs to be done so that he can or more gently, the binding or loosing of | 3s w 
solicit papers in areas that have not received sufficient The editor oftimes must serve notonly:: idee 
coverage. Few medical editors are born to the purple; a mediator but also as a translator. When: euti: 2c. 
most of us come in the plebian entrance, the back door referee writes as his opinion that “this r. 2 x a 
if you will. unpleasant odor and could do with sore «= -sy ae 
The editor must also possess dogged independence. ener,” the editor’s task is to avoid decapit.: i ‘he 2 
An editor of a journal owned by a professional society pectant author by softening the hersh ocs. I 
could be in an awkward position. If the editor is com- writes to the author that, “‘sadly, this pap2 cieti m. 
plaisant, the journal might become little more than a for us....’’ Ingelfinger calls this “‘exey, toy fii 
house organ reflecting the views and wishes of a group around the rosy” (9). “‘Although your tole our 
or a faction of it. Such a journal might well serve these pressed me with its many admirable featur: `: 09 
groups, but it would not be a good scholarly pub- ments of the readers are such as to make i “nosab. 
lication and would eventually lose ground and dis- for us to publish it.” The editor can give s og e 


appear. Fortunately, those of us on the Journal staff sons for the rejection but must be carefu + ie te 
have never encountered interference from any source courage a writer who should be encourage a vo tr 


* during our tenure of office. ue and refine his work or encourage one \ ‘a sh ui 
Medical journals in general are said to be in poor not. 
health at present, gnd the future of a number of them ts Any decision by an editor and his su‘ i sic i 
in doubt. There is evidence of Cheyne-Stokes breath- volves numerous considerations. First, © eu van 


ing ina few. Others, while still alive, are stodgy, dull, are read by many individuals outside of ci cwr we 
and a bit pedantic. Actually, the function ofajournalis fession. Sometimes a paragraph of an artu:  » piko, 
to give information to its readers, “some of it new, out, amplified, and disseminated far and «cu tl: 
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news media. Some statements that are harmless on the 
surface can be completely misunderstood and turn up 
in a Congressional hearing considering changes in 
medical practice. Others may be used as fuel in the 
ever-increasing number of malpractice suits. The at- 
tentive reader of the daily press will encounter many 
denigratory comments about physicians that are taken 
from articles in which the doctors have found fault 
with themselves and their colleagues. Such articles 
may even be the basis of legislative actions. Medicine 
is one of the few professions that pillories itself merci- 
lessly in print and in public, and the complainer may 
later read his own words quoted back to him in a law- 
suit. He may have tossed off some frilly bon mots ina 
moment of enthusiasm and years later find these ill- 
conceived utterafices prominently displayed in public 
print and enjoying a vast circulation. Medicine today is 
the stuff of the news media—miracle cures, the car- 
cinogenic potential of many everyday substances, and, 
especially, the untold wealth of physicians are all grist 
for the media mill, and the editor must regularly recall 
these facts to writers. 

There are a number of situations that raise the edi- 
tor’s hackles—the most annoying is to find that an ar- 
ticle he published had been published elsewhere, ei- 
ther in large part or in toto. Then there are some indi- 
viduals who have one idea or one particular approach 
to a subject and they ‘‘milk it” for all it’s worth—and 
sometimes more. It might be good for four or five pa- 
pers on the same study to be distributed to journals at 
home and abroad. Personally, I do not mind being sent 
a reprint of an article that I turned down which was 
published elsewhere. In that case, I am happy for the 
author. 

All editors receive a number of preliminary reports 
accompanied by an urgent letter suggesting immediate 
publication to establish priority of an idea. Caution 
flags should go up and sound advice should be solicited 
in these cases. One fears publishing misleading infor- 
mation that may have to be corrected later. The situa- 
tion is especially difficult when an author’s presenta- 
tion at a convention has been given widespread public- 
ity—the editor then gets the paper and a mass of 
Xeroxed newspaper articles showing how this new dis- 
covery will do some miraculous thing. The half-life of 
some of these well-publicized discoveries is very 
short, and the editor must be concerned about mis- 
leading hi$ readership. When we attempt to cool the 
author’s ardor we sometimes only convince him that 
we are morons who stand stuffily in the way of great 
discoveries. 

As we began editing the American Journal of Psy- 
chiatry in 1965, the Association had 13,800 members: 
today there are 25,000. More of our colleagues are 
writing than ever before, and for a variety of reasons— 
building up a bibliography for promotion purposes, ac- 
quiring continuing education credit, and, perhaps most 
often, because they have something important to share 
with their colleagues. Some authors see the editor and 
his staff as helpers; others are sure they are obstruc- 


1152 


Am J Psychiatry 135:10, October 1978 


tionists in the pipeline of true knowledge. The editor, 
kinder people say, is a checkpoint the writer has te 
pass—a frontier past which he must make his way be- 
fore he goes out into the literary world. Some feel sim- 
ply that the editor’s parents were not properly mar- 
ried. 

Sir Theodore Fox finds worst of all are those editors 
to whom rules of grammar are one of the fixed points 
in an otherwise unstable universe and who are emo- 
tionally affronted if an author breaks a rule. The edi- 
tor, he says, is mostly right but sometimes wrong. 
‘Nevertheless, I stick firmly to my opinion that the 
quiet subliminal below stairs labour of editorial staffs 
does a great deal to improve communication among 
doctors by making the average article clearer and less 
unreadable” (8, p. 10). I would add to that, “‘by detect- 
ing bloopers that the referee and the editor might have 
missed to someone’s embarrassment.”’ 

This Editor agrees that the staff's work is in- 
valuable, and they manage to keep many barbarities of 
language out of the Journal. It is true that some au- 
thors will not allow their pristine prose to be tampered 
with no matter what the Journal rules might be, but 
this is infrequent. We deal with such instances by care- 
fully going over the segment in question again; if we 
are right we send the author a Xeroxed copy of our 
authority for our action; if we are wrong we admit it 
and make amends. 


WRITING FOR MEDICAL JOURNALS 


No paper by an editor would seem to him to be com- 
plete without some comment about writing, even 
though his own productions might not be on the level of 
the King James version. Writing is said to be at least a 
craft and at best an art. All can agree that writing 
should be beautiful if possible. It is said that it needs 
taking only a little more trouble in order to make it 
pleasing to writer and reader. Pickering observed that 
‘‘since we have each but a brief spell on earth, why not 
make that experience enjoyable?” Unfortunately, 
however, we all sometimes feel like Gustave Flaubert, 
whose writing irritated him. “‘I am like a violinist 
whose ear is true,” he said, ‘‘but whose fingers refuse 
to reproduce the sounds he hears within.” 

Critics with literary sensibilities often comment wit- 
tily about the outrageous style of some such scientific 
writing. Scientists, they say, use jargon because they 
are obsessed with the desire to show that their work 
really does belong within a reputable context. Hay- 
akawa commented that some doctors seem to hold to a 
tradition that goes back to the Chou Dynasty in China 
and to ancient Greece—the assumption that you can ` 
never be respected as a man of learning if everyone 
understands what you say. In past,ages, intellectuals 
talked to each other in Latin, Sanskrit, or Classical 
Chinese, always making sure these languages were no 
longer spoken. The dead languages performed the ex- 
tremely useful function of keeping the peasants in awe- 
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struck reverence before mysteries they could not hope 
to understand. 

“We no longer encounter Sanskrit, but we do occa- 
sionally encounter jabberwocky. If one wants to try to 
make his paper read well, let alone glow, one does not 
have to perspire over it; one simply says what he 
means in simple declarative sentences. It is, however, 
desirable to get away from the “‘plop plop” style we so 
frequently encounter in medical writing. Some writers 
take a simple statement, choke it to death with adjec- 
tives, put as much as they can in the passive voice, and 
then embalm it further in polysyllables, making it more 
un-understandable. 

The editor of a medical journal has some idea of 
what his readers want, and he can even try to find out 
for certain in readership surveys and by careful atten- 
tion to his correspondence from readers, but even 
these facts must not overwhelm him. He must proceed 
carefully, for the specialties do not stand still, and it is 
the editor’s job to recognize the advances. He must 
therefore present the material in a manner that will ap- 
peal to as many of his readers as possible. It was Alan 
Gregg who called to our attention the fact that easy 
writing was generally damn hard reading. The editor, 
therefore, cannot be overwhelmed by the name of the 
author: his reputation may be great, but we are pub- 
lishing his work, not his biography. 

The title and first paragraph of an article are impor- 
tant, as is the blessed précis. Doctors will not be en- 
ticed by an article whose title and early habiliments are 
dull, for there is too much reading material available 
and too little time to read it. Also, titles must lend 
themselves to proper categorization if they are to ap- 
pear in the various medical index journals. The golden 
rule is to write, rewrite, rewrite again, and polish. 
Plato is said to have written the first paragraph of The 
Republic 12 times, and few of us are of the calibre of 
Plato. 

We of the AJP have only occasionally encountered 
difficulties with titles. Other journals are not so fortu- 
nate, and we may be excused for appropriating the re- 
port of one instance. Robert A. Day (10), the out- 
standing Managing Editor of the publications of the 
American Society for Microbiology, wrote on the ne- 
cessity for care in the syntax of titles. Most errors in 
titles, he pointed out, are due to faulty word order. 
One article he quoted as an example was entitled ‘‘Pre- 
liminary Canine and Clinical Evaluation of a New 
Anti-Tumor Agent, Streptovitacin.”’ Day observed 
that ‘‘When that dog gets through evaluating Strepto- 
vitacin I’ve got some work I’d like him to look over.” 
Incidentally, he said, the abstract of that article re- 
vealed that only male puppies were used. He thought 
"perhaps a better title might have been ‘‘Evaluation of 
Streptovitacin in Sons of Bitches.” 

Just one or two further comments about doctors 
writing before I desist. William Bean warns us in talk- 
ing about patients and in writing about them we should 
‘avoid the good old zoological labels, ‘male’ and ‘fe- 
male,’. . . It is just as easy to say man or woman, girl 
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or boy... . We don’t refer to our child% 1 
year-old white males, we call them little to 
devils). Few of us would introduce our mc‘ ° 
Maggie from Dubuque as a charming fift / 
seventy-year-old white female” (11, p. 


Bean goes a bit further than I would whe ` 


“A patient may properly be on a bed or oc: 
but not on digitalis or on a high-fat dict v`: 
into the soup.”’ 


There is a barbarity that distresses me gic i] 


curs when physicians describe ‘‘cases™’ (tc 
so object), saying ‘‘The patient presents. 

sents’’—that’s what female baboons do 11 
pictures we see of simian colonies in Afri: 

I will spare you further examples pf exc: 
language, but I would like to note that ther 
which have very little to say and yet say it i 
Sometimes writers object to our returning ! 
for ‘“‘rewriting, tightening, and pruning.’ 
once an article is printed, it remains foreve ` 
on paper, and in the future it might not oe ; 
encounter early reminders of one’s hanu 
probably should not have been written i 
place. 

Brevity is the elixir that makes editors’ | 
ant. Clear, brisk writing is a joy to read. è 
no courses and no “‘how-to-do-it” boos 
writer. It has to be done by ordinary folks I ] 
ing and rewriting and plugging away, practi: 
criticism, striking out unnecessary word . 
writing it over again. Remember, too, tha 
nals are painfully short of space, but one <! 


careful of ‘‘overabbreviating.”’ ‘‘S.O.B.° «> 


for ‘‘shortness of breath,” but it also Fes 
notations. 

If you will pardon these professional on, 
will tell you modestly that I learned most > 
learned editing. Our own Journal is less 
about grammar than it is in asking that tre 
clear in the message he intends to get acros s 
editors can put papers in the Queen’s Englis 
cannot tell what a man is thinking. 


READING—HOW DOES ONE GET THE 


In Boswell’s Johnson it is written thatei `% 


part of a writer’s life is spent in reading 
turned over half a library to write one bc: : 
way for a modern medical writer undoubt: i 
miliarize himself with the thoughts and wc: 
of the finest members of the human race cc \ 
the ages. This can be done by getting into í 
reading briefly every day in some field, eve. 
of the overwhelming burden of study, an: 
profound determination to attain excellen.: 
We as physicians are all awash in a sei 
literature. How can we handle this and me< 
ing effective? In our time there will alv : 
much to read; we must read selectively. 3 
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despair not. Richard Orr (12) states that while there is 
no magic way, one secret is to follow several rules: 

1. Speed—the ability to read very quickly 1s com- 
mon among practitioners who are on top of the litera- 
ture rather than under it. 

2. Selection—sorting out printed materials that ar- 
rive into three piles: 1) requiring only a quick glance, 2) 
deserving of at least 5 or 10 minutes of rapid scanning, 
and 3) meant for more extensive study and reading on- 
ly the parts that promise maximal return (read the 
summary first). 

3. Optimum use of time—everyone of us has a few 
moments of free time during the day. 

Felix Marti-Ibanez was a master at using these mo- 
ments—he calle% himself ‘‘a ragpicker of time,” and 
he read and wrote a prodigious amount. However, 
there is no habit which one can more easily take up or 
more easily put aside as other duties press upon one. 


THE FUTURE 


What of the future of journals like our own, which 
are inundated with manuscripts? Some feel that they 
have little future, for doctors will soon prefer newer 
techniques. Sir Theodore Fox believes that most of the 
scientific periodicals will disappear and be replaced by 
computerized material that could be made available 
through great centers which the seeker could tap at 
will. Morris Fishbein, an excellent editor, thought that 
we are in an evolutionary period and still have time 
before the computers take over. Actually Sir Theo- 
dore’s idea is that there would be “recorder journals,” 
“newspaper journals,” and an intermediate group 
trying to be both. 

It is my belief that journals as we know them will 
continue for many generations. They remain lying qui- 
etly until they are needed, but in them are recorded the 
thoughts, dreams, and hopes of those who for cen- 
turies have gone before us. Our own Journal gives a 
good example. In it one can trace the history of mod- 
ern psychiatry from its beginning in this country to the 
present. We see various ideas emerge and methods 
tried, disappearing after a time only to rise again later 
or, perhaps one step higher in the scale. Then, too, the 
modern researcher wants to have a look at all of the 
reports of,cOlleagues in his particular field, and good 
scientific libraries make it easy for the researcher to 
peruse what he wants to, when he wants to. 

One serious concern is the great mass of material 
being presented to the Journal for possible pub- 
lication. A long lag time before publication is worri- 
some, and when it extends to a year it becomes dis- 
tressing to everyone, for many articles are time-limit- 
ed. At present a committee of our Editorial Board is 
examining our particular problem and all hope fer- 
vently that some answer will be found. 

As I leave the editorial chair I do so knowing that 
the Journal is in excellent hands. An editorial office 
furnishes a marvelous perch from which to observe the 
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overall scene in a medical specialty and I am grateful 
that I was part of an excellent office in a time of transi- 
tion. A great deal happened in my 13 years as Editor. 
Old age and death were ‘‘discovered,”’ and these sub- 
jects interested me for obvious reasons. A plethora of 
papers on these subjects and on drugs, licit and illicit, 
appeared—some good, some not so good. We watched 
the incredible advances in psychophysiology and psy- 
chopharmacology with great pleasure, and we 
watched disconsolately the failure of some of the com- 
munity mental health centers to live up to ex- 
pectations. 

From the vantage point it was my privilege to occu- 
py, it has seemed for the last decade that psychiatry 
was slowly making its way back into medicine, the dis- 
cipline that nurtured it and from whence it sprang. As 
it has developed potent therapeutic tools, psychiatry’s 
drift toward medicine has become more apparent. Ac- 
tually, there are large numbers of psychiatrists who 
never felt they had left medicine’s protective bounda- 
ries at all. Nevertheless, the return of the prodigal psy- 
chiatry as a specialty to medicine should be a felicitous 
one. 

Personally I am indebted to many people. I have al- 
ready written and spoken of my affectionate regard for 
my colleagues on the Journal staff and for the Editorial 
Board. The Board was carefully selected and consists 
of colleagues who are expert in some aspect of our 
field. I am deeply indebted to each one of them-—they 
have been helpful always and patient with my calls for 
help. I shall never forget the kindness, helpfulness, 
and capabilities of all of them, and I shall not worry 
about what the future holds for me as long as I can take 
my memories of all of these wonderful people with me. 

As to my future plans, a scheme outlined by Edward 
A. Reinhard (13) did appeal to me—but only briefly. 
He spoke of retiring in a few years and getting a big 
rocking chair. He said, “I shall rock very slowly, read 
what I want to read and watch the younger lemmings 
try to avoid getting pushed off the cliff and drowning in 
an ocean of abstracted, translated, computerized de- 
humanized data.” I thought of that possibility for a 
while, but then I became afraid that perhaps legisla- 
tures, judges, lawyers, and civil libertarians might 
push our own young colleagues off the cliff; they are 
working at it at the moment. It was then that I decided 
not to rock; instead I shall stay on the beach and try to 
be lifeguard for any of ours that do come over the cliff. 
I was a lifeguard before I went into medicine and I may 
as well go out that way. I'll be slower to the rescue, 
mind you, but lII be just as intent and just as interested 
while I retain any faculties at all. 
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BY MARTIN HARROW, PH.D., ROY R. GRINKER, SR., M.D., MARSHALL L. SILVERSTEIN, PH.D., 


AND PHILIP HOLZMAN, PH.D. 


To evaluate formulations about more positive 
outcome in modern-day schizophrenic patients, the 
authors assessed 132 young patients 2.7 years after 
hospital discharßĝe. Despite modern treatment 
techniques, only 14%-17% of the 79 schizophrenic 
patients in the study group were functioning 
effectively without relapses; 50% had adjusted very 
poorly. The schizophrenic patients were functioning 
significantly more poorly than the nonschizophrenic 
patients in all areas (p<.01), showing poor 
adjustment, high symptom levels, and high 
rehospitalization rates. The two major acute 
subgroups (schizo-affective and acute schizophrenic 
patients) were functioning better than those with 
paranoid and chronic schizophrenia. Overall, the 
authors conclude, diagnosis carries prognostic 
implications. Schizophrenic outcome is more 
favorable today than it was in Bleuler and Kraepelin’s 
era, but it is still relatively negative. 


REALISTIC GUIDELINES on schizophrenic outcome are 
relevant to theories about the nature of psychosis and 
are of value to the practicing psychiatrist. Detailed in- 
formation in this area is all the more important in light 
of reports of changes in prognosis for schizophrenic 
patients over the last decade. Traditional beliefs about 
negative outcome in schizophrenia have been chal- 
lenged by several recent trends. 

One of these trends involves the widespread use in 
the last 20 years of more effective pharmacological 
treatments (1-4). The original hope was that the use of 
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phenothiazines would drastically alter the negative 
outcome traditionally associated with schizophrenia. 
The traditional view of an extremely negative progno- 
sis was believed to be a characteristic of schizophrenia 
as recently as 1941, when Kant (5) observed that the 
recovery rate for schizophrenia was only 1%-7%. 

Clinical observations about improvement in out- 
come for schizophrenia since the advent of more mod- 
ern treatment techniques have been buttressed by the 
findings of Strauss, Carpenter, and Hawk (6, 7) in an 
important program of follow-up research. Their results 
showed a more positive outcome for schizophrenia 
than would have been anticipated by most theorists. 
Similarly, in a 1974 follow-up study of schizophrenic 
and nonschizophrenic patients (8), members of our re- 
search team also reported smaller differences than an- 
ticipated between schizophrenic and nonschizophre- 
nic patients, although there were significant dif- 
ferences in favor of nonschizophrenic patients. 
Although several recent studies have cast some ques- 
tion on the traditional belief in a negative schizophren- 
ic outcome, two recent studies of ours (9, 10) found a 
surprisingly high degree of symptomatology in schizo- 
phrenic patients after the acute phase of their illness. 

The reports about a more positive outcome in schiz- 
ophrenia pose questions concerning our standard con- 
cepts of this disorder. A central belief associated with 
the diagnosis of schizophrenia involves ideas about a 
negative outcome. This belief is important historically 
in concepts of dementia praecox and is still prominent 
in current theory about schizophrenia. 

In the research reported on here, part of a larger 
project studying the long-term course of schizophrenia 
(10-14), we attempted to resolve some of these issues 
about outcome for modern-day schizophrenic pa- 
tients. In particular, we focused on the following four 
questions related to schizophrenic functioning during 
the postacute period: 1) Do schizophrenic patients 
function more poorly than nonschizophrenic patients 
during the postacute phase? 2) What percentage of 
schizophrenic patients have a very poor outcome, and 
what percentage of schizophrenic patients can be ex- 
pected to have a very favorable outcome? 3) If schizo- 
phrenic outcome is negative, which specific areas of 
functioning are affected, or is the poorer functioning 
spread across all areas? 4) Do certain schizophrenic 
subgroups function more poorly than other sub- 
groups? Put another way, does schizophrenic sub- 
diagnosis make a difference? 
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METHOD 
Patient Sample 


To study young schizophrenic patients during rela- 
tively early phases of their disorder, we assessed, at 
the time of hospitalization, 132 inpatients at Michael 
Reese Hospital (median age=23.5 years, range = 17-34 
years) and then reassessed them an average of 2.7 
years after hospital discharge. The patients were al- 
most entirely from social classes I, IJ, and III accord- 
ing to the 5-point Hollingshead and Redlich system. 
These patients were part of the ongoing multi- 
disciplinary schizophrenia project that has been con- 
ducted at Michael Reese Medical Center and the Uni- 
versity of Chicago since 1970 (10-13). 

The sample included 79 schizophrenic patients and 
53 nonschizophrenic patients diagnosed by the con- 
sensus of two senior clinicians using DSM-I (15) cri- 
teria. The schizophrenic population included sub- 
samples of 7 patients with schizo-affective schizophre- 
nia, 1} with acute schizophrenia, 22 with paranoid 
schizophrenia, and 28 young patients with chronic 
schizophrenia. The nonschizophrenic sample was com- 
posed of 28 patients with depressive disorders, 16 with 
severe personality disorders, and 8 with other diag- 
noses.' There were no significant differences between 
the schizophrenic and nonschizophrenic patient sam- 
ples in age, education, and intellectual level. 

At the time of follow-up, 46% of the schizophrenic 
patients were on phenothiazines. During the postacute 
period schizophrenic patients on phenothiazines were 
functioning significantly more poorly than schizo- 
phrenic patients not on phenothiazines on the major 
indexes of outcome (p<.01, t test). In many cases, 
however, their poorer clinical conditions may be the 
reason they were being treated with phenothiazines. 
The schizophrenic patients receiving psychotherapy at 
follow-up did not differ in overall outcome from those 
not receiving psychotherapy. Caution in interpreting 
the results comparing different medication and psy- 
chotherapy groups is warranted because patients were 
assigned to the medication groups or to psychotherapy 
on the basis of clinical condition and/or other factors 
rather than on a random basis. 


Posthospital Adjustment 


The follow-up assessment of the 132 schizophrenic 
and nonschizophrenic patients included a structured 
interview (8, 17), a series of performance tests and 
projective tests, and several questionnaires, including 


'The results on outcome for the 132 patients include data for 7 pa- 
tients who committed suicide during the follow-up period. The re- 
sults on these 7 patients are included in the data on overall outcome 
in the major measure used (the Levenstein-Klein-Pollack Outcome 
Scale 16) to provide a representative picture of overall outcome. 
However, since they could not be interviewed, data for these 7 
patients are not incluțed in the results on such individual areas of 
functioning as social and symptomatic functioning. They are also 
not included in the results using the Strauss-Carpenter total out- 
come score, in accordance with Strauss and Carpenter's system of 
calculating these results (6), and to allow for comparison of results 
across samples using the same techniques. 
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the Katz Adjustment Scales (18). The follov.- t.. 
ule involved detailed evaluation of the follo:. 
cial, work, and family functioning, 2) the pz ; 
jective evaluations of their own mental he: 
patients’ intellectual level, 4) their use of + 


and posthospital treatment, 5) their potert.. 


depressive, and psychotic symptomatoiogy í 
symptomatology was assessed by means co’ i 


form of the Present State Examination; 1. 


hospitalization. The present research foci - 


patients’ level of functioning as assessc. 
evaluating five specific areas of adjustrne>: 
justment, work or instrumental functionin: 
outcome, rehospitalization, and suicide). 
Two scales of overall adjustment wers 


These included a scale developed by Le. ° 


associates (16) used in the past in sevei. 


tions by others (16, 19) and by memteis >` 


research group (17, 20). This overall scale ° 


areas of work and social functioning. life» 
self-support, symptomatology, potential 

lapses, and rehospitalization. The second 4 
was one used by Strauss and Carpenter (& 


vestigations of posthospital functioning. i - 


vidual scales covering specific areas 
Strauss and Carpenter were used to allos 
rect comparison of the current sample w.t* 
ied by others. 


RESULTS 


pacanie 


Results for Schizophrenic and Nonschizo ` 


Patients on Overall Functioning 


Table I presents the data for the schizo 
nonschizophrenic patients on Levensic! + 
ates’ index of overall functioning (16) fe? 


of the follow-up period and for the compii: 


period. Several major features concern:r: 


level of functioning of the samples can te . 


l. 
The schizophrenic patients as a grew 


significantly more poorly than the rons 


patients during the entire follow-up pero 
despite extensive use of phenothiazines 
therapy. A core group of schizophrenic =: ' 


50%) had adjusted very poorly; these pi: 


negative outcome in the two major a` 
symptomatology and a low level of func. 
sidered as a group, the schizophrenic pat: - 


4 


a high rate of rehospitalization; 6267 © 


phrenic patients had been rehospitalizec . 


times since the index hospitalization. 
These outcome results are superior to ` 


years ago during Bleuler and Kraepelin’s : 


still represent an extremely low level of ^. 
is possible that our modern treatment `: 


not as effective with certain types of paii? 


the core group of patients with severe c: 


cox who had an extremely negative outcc? » 
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MODERN-DAY SCHIZOPHRENIC OUTCOME 


TABLE 1 
Overall Outcome for Schizophrenic and Nonschizophrenic Patients” 
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Good | 
Very Equivocally 
Good Good 
Outcome N % N % 
Complete follow-up period 
Schizophrenic patients (N=79) ll 14 5 6 
Nonschizophrenic patients (N= 53) 2 42 7 12 
Analysis** 
Last year of follow-up 
Schizophrenic patients (N=75) 13 17 3 4 
Nonschizophrenic patients (N =53) 28 53 5 9 


Analysis** e 


Poor : 
Poor 
Functioning 
and Severe 
Equivocal Symptoms Suicide 
N % N Y% N % Chi Square df Significance 
21 26 36 46 6 8 
22 42] 2- f 2 
36.43 2 p<.001 
24 32 33 44 2 3 
18 34 l 2 1 2 
33.39 2 p<.001 


*According to the Levenstein-Klein-Pollack Outcome Scale scores (16); 1-2=good, 3-6=equivocal, 7-9=poor. 
**Good versus equivocal versus poor outcome/schizophrenic versus nonschizophrenic patients. 


of Kraepelin. In contrast to these patients, it may be 
the large group of middle-outcome schizophrenic pa- 
tients who profit more from modern treatment tech- 
niques, who now function somewhat more effectively, 
and who are no longer placed on back wards or ‘“‘con- 
tinuous treatment units.” These middle-outcome 
schizophrenic patients now seem to experience mild to 
severe difficulties in functioning and sporadic rehos- 
pitalizations rather than severe deterioration. Thus, 
middle outcome schizophrenic patients are still func- 
tioning far below the level of the typical “‘normal’’ per- 
son in our society. 

When one looks for the schizophrenic patients who 
were functioning adequately in all three areas during 
the postacute phase (functioning at a high level social- 
ly and occupationally, with no relapses or rehospitali- 
zations and no symptomatic difficulties), one finds that 
in our sample only 14%-17% fit into this category. This 
low rate is, at best, only slightly superior to the rate 70 
years ago. 

The large significant differences we found between 
diagnostic groups are not completely concordant with 
Strauss, Carpenter, and Hawk’s data (6, 7), which sug- 
gested smaller (but still significant) differences be- 
tween schizophrenic and nonschizophrenic patients. 
When the same indexes of functioning used by Strauss 
and Carpenter (6) were used, our 73 schizophrenic pa- 
tients whô were interviewed were found to be func- 
tioning significantly more poorly than our non- 
schizophrenic patients (t=5.88, p<.001, two-tailed). 
Our schizophrenic patients were functioning more 
poorly than the Strauss-Carpenter sample (the mean 
score on the Strauss-Carpenter index for our schizo- 
phrenic patients was 9.70). In addition, our non- 
schizophrenic patients were functioning at a slightly 
higher level than the Strauss-Carpenter non- 
schizophrenic sample (the mean on the Strauss-Car- 
penter index for our nonschizophrenic patients was 
13.38). Although our schizophrenic patients had poor- 
er scores than the Strauss-Carpenter sample in most 
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individual areas of functioning, our patients had a 
slightly lower rate of rehospitalization. 

The nonschizophrenic patients as a group showed a 
different pattern of postacute functioning. In contrast 
to the schizophrenic patients, almost none of the non- 
schizophrenic patients had a very poor outcome. Over 
half of them showed a favorable outcome, and most of 
the others showed an equivocal outcome. The non- 
schizophrenic patients with an equivocal outcome ex- 
perienced some difficulty in terms of continuous symp- 
tomatology, relapses and/or rehospitalization, or life 
disruptions and difficulty in functioning. Thus, al- 
though the nonschizophrenic patients’ outcomes were 
more favorable, a large number of nonschizophrenic 
patients experienced difficulty in one or two areas (as 
opposed to experiencing considerable difficulty in all 
three major areas, as was found for many of the schiz- 
ophrenic patients). 


Differences Between Schizophrenic and 
Nonschizophrenic Patients in Various Areas of 
Functioning 


Tables 2-4 show the differences between the schizo- 
phrenic and nonschizophrenic groups in various areas 
of functioning during the posthospital period. The 
poorer posthospital adjustment of the schizophrenic 
patients in comparison with the nonschizophrenic pa- 
tients is not limited to one area of functioning. The dif- 
ferences cut across all major areas at statistically sig- 
nificant levels. This includes significant differences in 
the social area, in instrumental performance (or func- 
tional work role), in extent of psychotic symptom- 
atology, and in rate of rehospitalization. 

There were significant differences between the 
schizophrenic and nonschizophrenic patients in psy- 
chotic features and in certain types of thought patholo- 
gy (see table 3). However, the schizophrenic dysfunc- 
tioning during the follow-up period did not occur only 
in areas related to psychotic symptoms. Many of the 
greatest differences between the diagnostic groups oc- 
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TABLE 2 
Qutcome in Social and Work Functioning for Schizophrenic and Non- 
schizophrenic Patients 





Equiv- 
Tope „Deal TOn. ag Shani 

Item N % N % N % Square* cance 
Social functioning 

Schizophrenic patients 

(N=73) 33 45 25 34 15 21 
Nonschizophrenic 

patients (N = 52) 33 63 17 3 2 4 

Analysis** 8.17 p<.02 
Work functioning 

Schizophrenic patients 

(N=73) 26 36 25 34 22 30 
Nonschizophrenic 

patients (N= 52) 35 67 14 27 3 6 

Analysis** 15.78 p<.001 
*df=2, 


**Schizophrenic versus nonschizophrenic patients. 





TABLE 3 
Psychotic Symptoms of Schizophrenic and Nonschizophrenic Patients 
Inter- 
Absent mediate Present Chi Signifi- 

Item N % N % N % Square* cance 
All schizophrenic 

patients (N=73) 26 36 14 19 33 45 
Nonschizophrenic 

patients(N=52) 33 63 14 27 5 10 
Acute and chronic 

schizophrenic 

patients (weighted 

estimate)}** 43 17 40 

Analysis*** 18.45 p<.001 
*df=2. 


**This figure is a composite estimate of psychosis derived from an equal 
weighting of young acute and chronic subgroups, the two major subgroups 
that were not primarily paranoid. 

*** Al] schizophrenic patients versus nonschizophrenic patients. 


curred in nonsymptom areas, indicating that the long- 
term course of schizophrenic psychopathology after 
the acute phase is not limited to symptom difficulties. 

A drastic decline in social skills and social function- 
ing has been proposed by some theorists as the major 
factor associated with schizophrenic deterioration. 
The data on the present sample at the 2.7-year follow- 
up period showed significant differences in social func- 
tioning between the schizophrenic and non- 
schizophrenic patients (see table 2). These included at 
least some difficulty in terms of sociability (poorer 
quality of relationships and less frequent association 
with friends) and some difficulties with spare-time ac- 
tivities. The social area, however, was not the area of 

* malfunctioning showing the greatest differences be- 
tween the two groups. 

The area showing one of the largest significant dif- 
ferences between the schizophrenic and non- 
schizophrenic patients during the first 2.7 years after 
the index hospitalization was that of work or instru- 
mental functioning (see table 2). A large percentage of 
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TABLE 4 
Rehospitalization of Schizophrenic and Nonschizophra:s:ic Patients 
Since Index Hospitalization 


One or 
Item N % N % Square cance 
Schizophrenic patients 
(N=73) 28 38 45 62 
Nonschizophrenic patients 
(N=52) 34 65 18 35 
Analysis** 8.87  p<.001 
*df=1. 


**Schizophrenic versus nonschizophrenic patients. 


the schizophrenic patients showed at least s ‘me diffi- 
culty in instrumental performance. This vas very 
striking among the men: three-fourths of thu schizo- 
phrenic men showed at least some difficuit,, or less 
than adequate functioning, in performance in their 
societally expected work role. 

The schizophrenic patients also tended tc evaluete 
their own mental health in a less positive ligt‘ than did 
the nonschizophrenic patients (p<.Q01, ch -square), 
possibly in part because of some realistic eve‘uation of 
their difficulties in functioning. Although all out a few 
patients in both diagnostic groups evaluated their psy- 
chological state in less than optimal terms, the major- 
ity of the patients did not tend to have a seve ely nega- 
tive outlook. 

Another area of importance concerns suie: e. Six of 
the 79 schizophrenic patients (7.5%) comi tted sul- 
cide during the follow-up period. This is afi 4 rate. It 
must be kept in mind that the current sample «f schizo- 
phrenic patients was a relatively young one. end the 
possibility exists that some of them had ex»erienced 
considerable difficulty in adjusting to the J sappoint- 
ments and frustrations associated with ther problems 
in functioning and their intermittent or ci-onic fall- 
ures. This may have been a factor in some sf the sui- 
cides. Other experienced clinicians have roted that 
one can expect a suicide rate of 5% or highe ir young 
schizophrenic patients, and this is in acco with our 
previous experience in other settings. It is < uite pos- 
sible that an older, chronic, multi-year sch - ophrenic 
sample with lower expectations would heve a lower 
suicide rate. i 

The data on rehospitalization (see table “) showed 
significant differences between the schizoplre uc and 
nonschizophrenic patients and also indicat: consid- 
erable absolute malfunctioning for the sci ophrenic 
patients. Thus, despite the use of moder) ‘reatment 
techniques and aftercare, 62% of the schizc p arenie pa- 
tients had been rehospitalized at least onz: after ihe 
index hospitalization, and at the time of tre ‘ollow-up 
assessment 19% were in the hospital. This Figh rate of 
rehospitalization is roughly in accord w t^ data on 
schizophrenic samples recently presented 5, other in- 
vestigators. In contrast to the high rate of 1 -hospitali- 
zation among the schizophrenic patients, 759 of the 
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TABLE 5 
Overalli Outcome for Major Schizophrenic Subgroups* . 
Poor 
Good Poor 
a Functioning 
Very Equivocally and Severe 
Good Good Equivocal Symptoms Suicide 

Outcome N % N % N % N Jo N % Chi Square df Significance 
Complete follow-up period 

Schizo-affective and chronic 

schizophrenic patients (N=18) 3 17 4 22 4 22 6 33 l 6 

Chronic and paranoid schizo- 

phrenic patients (N=50) 5 10 1 2 15 30 24 48 5 10 

Analysis** 6.21 2 p<.05 
Last year of follow-up period l 

Schizo-affective and chronic 

schizophrenic patients (N=18) 6 33 l 6 4 22 6 33 1 6 

Chronic and paranoid schizo- 

phrenic patients (N=46) 4 9 I 2 18 39 2 48% l pi 

Analysis** 6.83 2 p<.05 


* According to the Levenstein-Klein-Pollack Outcome Scale scores (16); 1-2=good, 3-6=equivocal, 7-9=poor. 
**Good versus equivocal versus poor outcome/schizo-affective and acute schiophrenic groups versus chronic and paranoid schizophrenic patients. 


nonschizophrenic patients had been rehospitalized 
since the index hospitalization. 

When the data on the various areas of functioning 
are viewed from a broader perspective, the importance 
of such areas of adjustment as work and social per- 
formance become apparent. Although work and social 
dysfunctioning are often seen as secondary symptoms, 
during the course of the disorder these secondary fea- 
tures become equally or more important than the pri- 
mary (psychotic) symptomatic features in terms of 
overall adjustment. If the poorer functioning in work 
and social areas are really secondary features, do we 
yet know what the more important or primary aspects 
are (14, 21)? 

Since the schizophrenic patients’ dysfunctioning af- 
fects almost every area of their postacute perform- 
ance, it is not surprising that the index showing the 
largest significant differences between the schizo- 
phrenic and nonschizophrenic patients during the 
posthospital period should be the overall index. The 
broadest overall index (the Levenstein-Klein-Pollack 
Outcome Scale [16]), which reflects a number of diffi- 
culties for the schizophrenic patients cutting across a 
variety of different areas, showed the largest significant 
difference. This result of maximum difference between 
schizophrtnic and nonschizophrenic patients during 
the postacute phase on the broadest overall index is in 
accord with data we reported on a different sample liv- 
ing in a different geographic area (8). In addition, the 
posthospital adjustment of the present schizophrenic 
sample is similar in some respects to that found in a 
sample assessed by Levenstein and associates (16) us- 
ing the same overall index of functioning. 


Differences Between Schizophrenic Subdiagnostic 
Groups 


Table 5 presents the overall results for the major 
schizophrenic subgroups. There was a trend for the 
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two major acute schizophrenic subgroups (the schizo- 
affective and the acute schizophrenic groups) to show 
better functioning on the scales of overall functioning, 
compared with those with chronic and paranoid schiz- 
ophrenia (p<.05). The trend toward poorer function- 
ing among the chronic and paranoid schizophrenic pa- 
tients was most prominent in the social area (p<.05). 
In the area of work or instrumental performance, the 
chronic and paranoid schizophrenic patients also 
showed slightly poorer functioning than the two more 
acute schizophrenic subgroups, but the difference in 
this area was not even close to significant. The chronic 
and paranoid schizophrenic patients had more psy- 
chotic symptoms during the postacute phase, but the 
differences were not significant. 

As can be seen by these results on diagnostic sub- 
groups, the trend toward poorer posthospital function- 
ing among chronic and paranoid schizophrenic pa- 
tients occurred in all major areas of functioning. In a 
few areas the poorer functioning of the chronic and 
paranoid schizophrenic patients was at significant lev- 
els, but in most areas the differences were much small- 
er and not significant. These consistent differences 
across all major areas suggest that there may be some 
basic differences among subtypes; however, the inter- 
pretation of these results suggests several possibilities. 

It should be remembered that our group of chronic 
schizophrenic patients with poor outcome are young 
patients who have not had years of hospitalization and 
who are being studied at a relatively early stage in rela- 
tion to a possible long-term course of future schizo- 
phrenic or psychotic breaks. Some studies that have’ 
found poorer outcome among chronic schizophrenic 
patients have used samples of older patients who al- 
ready had a history of many years of hospitalization. 
The latter type of research presents a problem because 
it involves ‘‘findings’’ of subsequent poor outcome for 
certain subtypes of schizophrenic patients who have 
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already had many years of poor outcome and hospital- 
izations before the study—not a very remarkable find- 
ing. 

Of considerable interest, the differences between 
the chronic and acute schizophrenic patients in symp- 
tomatology and functioning were greater (more nega- 
tive for the chronic schizophrenic patients) at the post- 
hospital or follow-up period than at the acute phase 
and during the hospital period, when the original diag- 
nosis was made. 

If the severity of schizophrenia is assessed in terms 
of a negative outcome, our results on differences in 
outcome between schizophrenic subgroups that had 
only small to moderate symptom differences at hospi- 
tal admission support our previous data and formula- 
tions in this area. Our previous data (8, 22) suggested 
that in schizophrenia, unlike some other disorders, the 
severity of the disorder should not be assessed in 
terms of the severity of the symptomatic picture dur- 
ing the early active phases of the disorder (e.g., at the 
time of hospitalization). Rather, factors such as early 
onset of the schizophrenic disorder and poor pre- 
morbid functioning (at times in the social-sexual area) 
may be better, although still imperfect, indexes of se- 
verity of the underlying schizophrenic disorder. 


DISCUSSION 


Our outcome results have implications for a number 
of related issues. The current somewhat pessimistic 
results on schizophrenic outcome should be consid- 
ered in relation to the increased optimism that has 
emerged with the advent of more modern treatment 
techniques. 

We sometimes hear that diagnosis is not important 
today because overall outcome depends on the partic- 
ular individual and the particular treatment. The form 
of treatment involved undoubtedly makes some dif- 
ference, but this does not tell the whole story. The 
large significant differences we found, as well as the 
data of Strauss and Carpenter (6), strongly indicate 
that diagnosis ts an Important factor; modern-day 
schizophrenic patients as a group still show a relative- 
ly negative outcome. 

The poor outcome associated with schizophrenia 
applies to a number of different aspects of functioning. 
Both the symptomatic picture and the functioning lev- 
el of the schizophrenic patient in other areas are nega- 
tive. The present data suggest that the posthospital 
picture of schizophrenia is not just a case of debilitat- 
ing symptoms. In the current sample the postacute 
work and social functioning of the schizophrenic pa- 
“tients showed large significant differences in com- 
parison with nonschizophrenic patients. 

It is difficult to compare the present negative results 
on modern-day schizophrenic outcome 2.7 years after 
hospitalization with those found for schizophrenic pa- 
tients earlier in this century. Precise comparative fig- 
ures on earlier samples assessed many years ago are 
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not available to make exact comparison po s 
current-day schizophrenic patient functicn: 
ter hospitalization than he or she used to. € 7 
evidence supporting this contention can >: 
the indications that many years ago a much '- 
centage of first-break schizophrenic patient: 
the hospital after their initial or second hosp 1 
Although the present data and other resti- 
that many modern-day schizophrenic pati. ` 
function as poorly as was the case during 1 
Bleuler and Kraepelin, the results clearly s : 
as a group they do not have a benevolen 
Only a small percentage of our schizophrer : 
(14%-17%) functioned at a high level withs ! 
after hospitalization, and a large pgrceni . 
50%) tended to have a very negative outce 
The present results do not support the « . 
made by some investigators that one-third 
phrenic patients function well after trea: - 
third perform in an equivocal manner. en" 
function poorly. These estimates do not «u > 
schizophrenic patients we studied, excep: 
of work functioning. Further, the assur | 
schizophrenic outcome is similar to that of . 
noses was not supported by our data. The 1 
the nonschizophrenic patients showed at 
residual or recurring difficulty in functionin: 
levels of both symptomatology and difficu i 
tioning were not as severe as those of the s: 
ic patients. The differences between these p: 
the schizophrenic patients was very large. 
The current results suggest a mixed n:: . 
our modern treatment modalities most sc. : 


3 Hy: 


patients fare better than they would haye int o day 


Kraepelin and Bleuler (they no longer expe 


tinuous or even lifelong hospitalization). Fie « cr.. 


outcome for the modern-day schizophren: : 
still a relatively negative one. 
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Diagnosis of Nonpatients in the General Community 


BY FREDERICK S. MENDELSOHN, M.D., GLADYS EGRI, M.D. 


AND BRUCE P. DOHRENWEND, PH.D. 


Using a sample of 116 subjects drawn from a large 
metropolitan area, the authors compared ratings of 
psychopathology from both structured and clinical 
interviews. Although the two types of interviews 
yielded similar findings when there was definite 
psychopathology or definite signs of health, for some 
subjects in the middle range between health and 
sickness, the two interviews did not yield similar 
findings. The authors suggest the need for a new 
typology to categorize nonpatients in the community 
who are in the middle range between frank psychiatric 
disorder and optimal mental health. 


ACCURATE knowledge of the prevalence and distribu- 
tion of psychiatric disorder in the general population is 
necessary in order to test a number of etiological hy- 
potheses, e.g., social class as a causative factor in the 
development of mental illness. To date, at least 58 
studies throughout the world have attempted to mea- 
sure psychiatric disorder in the general population 
without regard to treatment status (1). The wide varia- 
tion in reported rates in these studies, of under 1% to 
over 50%, is due to the contrasting concepts and meth- 
ods for identifying cases used by different investiga- 
tors. The focus in this paper will be methodological. 
We will contrast two different types of research inter- 
views employed and relate them to each other. Some 
studies employ the usual open-ended clinical inter- 
view; others use a structured questionnaire. The main 
disadvantage of the clinical interview method is that it 
cannot be replicated by other researchers. The advan- 
tage of the structured interview is that the procedures 
are described in specific detail and are thus capable of 
accurate replication. Replication of studies is essential 
if the field of psychiatric epidemiology is to advance 
beyond its present state, in which varying study re- 
sults are difficult to evaluate and use for testing hy- 
potheses. 


Presented at the 130th annual meeting of the American Psychiatric 
Association, Toronto, Ont., Canada, May 2-6, 1977. 
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Clinicians in general are skeptical of the di «cll ct 


ed from structured questionnaires. One ress Je: 
instance, concluded that Š 

Depending on the population involved, esti o° 9 ae 
degree of psychiatric disturbance through qu. rmo œ 
type interviews administered by nonprofessioz i 4.11. at 


to overestimation of the degree of illness and to . > 
incorrect conclusions. Clinical assessment apne. i. ‘he 
only currently available method to avoid this è: a°. C. p. 
537) 


Leighton and associates (3), inanattemp. + csi he 
validity of a questionnaire interview, con; ~o r y 
chiatrists’ ratings using clinical methods ve œ ‘s rat g 
obtained from structured interviews. They shi ec 
that the two methods ‘‘show on the whole ri o ap œ 


ment.” These researchers drew their subse 3 Js otf 22 
for this comparison primarily from the ©? ..ia 
that is, those who were rated originally as: . Ix nh 
“almost certainly a psychiatric case ors + 39 m 
evidence of any symptoms of psychiatric . 2%. C 
and some evidence of good health and a. soune“. 
However, three-quarters of the 405 subjec © v e 2h 
ton and associates’ total sample were rice n he 
“middle,” that is, as “probably a psych.: t ccce” 
or “‘possibly a psychiatric case.” 

The frequency of severe psychopatho:: = ..la 
tively rare in the general population. The +1 tiae tt 
of cases one discovers in random survey; ` pn Te 
populations are the less severe types, a: ticy ate 
diagnosed with less reliability. For exams . Sp: ze 
and Wilson (4) have shown that the clinic: ! i nre se- 
of schizophrenia and other more seve: yoa 


pathological states are more reliable than #: :¢ of >et 
rosis or personality disorder—the less sev: | 
psychopathology. 

The findings of previous investigators t e3 u“ 
the comparison of clinical and structurec 
should be done using community responi: i. wi ds, 
structured interview ‘‘case’’ ratings are Ui rl 
who report only mild indications of psych; a 
This group of respondents is the most nu cris m 
also the group most likely to present probi: 41 
uation. If such a group gave similar resi! -~ iin tn. 
structured and clinical interviews, it woulc ‘als or. 
support to the convergent validity of struct tee Live 
views. 
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DIAGNOSIS OF NONPATIENTS 


METHOD 


A total of 116 subjects from the community were in- 
terviewed three times over a one-year period using the 
Psychiatric Epidemiology Research Interview (5). 
This instrument is a structured fixed-response ques- 
tionnaire derived from previous work and covers a 
large number of areas of psychological functioning. In 
addition to including the more usual questions related 
to psychotic, psychoneurotic, and behavioral dis- 
orders and psychosomatic illnesses, it also tries to un- 
cover indications of positive mental health as well as 
stressful life events. 

The sample was randomly drawn in roughly equal 
proportions from five New York City ethnic groups 
(white Protestants of European ancestry, Jews, Irish, 
blacks, and Puerto Ricans) on a strict probability 
basis. Within each ethnic group an attempt was made 
to balance educational levels in order to unconfound 
social class and ethnic status. 

Trained nonpsychiatrist interviewers from the Na- 
tional Opinion Research Center interviewed 74 of the 
subjects. These 74 were matched with 42 subjects in- 
terviewed by 8 different psychiatrists, most of whom 
had had previous experience interviewing community 
respondents using other structured research in- 
struments. These psychiatrists, unlike the lay inter- 
viewers, rated each subject according to the Midtown 
Manhattan (6) and Stirling County (7) rating systems 
and made a psychiatric diagnosis if they thought one 
was indicated.’ The psychiatrists were trained to re- 
liably use the Stirling and Midtown ratings. No relia- 
bility training was done for diagnosis, and the psychia- 
trists, who generally had diverse training and experi- 
ence In psychiatry, were asked to diagnose according 
to DSM-II (8). 

Two psychiatrists independently reviewed the 42 
written protocols of the subjects interviewed in the 
field by other psychiatrists. The reviewing psychia- 
trists selected subjects for a clinical follow-up inter- 
view based on the following criteria: there were in- 
dications of impaired functioning and/or psychiatric 
symptoms, psychopathology was not gross or severe, 
impairment in functioning was not marked, and the 
clinical picture did not conform to a psychiatric diag- 
nosis according to DSM-H. These criteria were estab- 
lished in order to select those subjects who would be 
most likefy to present problems in evaluation and 
would, therefore, presumably be the ones most likely 
to have discrepant results on the structured and clini- 


1The Stirling County and Midtown Manhattan rating systems are 
well known in the field of psychiatric epidemiology. The Stirling 
rating, developed by A.H. Leighton and associates, has been used 
for studies in the Maritime Provinces of Canada and in Africa as 
well as other places. The Stirling rating is made on the basis of 
whether a respondent is a psychiatric case. No attempt is made to 
specify which particular diagnostic category fits the respondent, 
but only whether one or more diagnoses apply. The rating does not 
refer to the severity of the diagnosis. The Midtown Manhattan rat- 
ing system, on the other hand, is based on a gradation of severity of 
symptoms and impairment. 
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cal interviews. Leighton and associates (3) chose their 
subsample mainly from the categories in which there 
was little question about whether or not a subject was 
a psychiatric ‘‘case,’’ and they were, therefore, more 
likely to find agreement between the two interview 
methods. The rationale for our adopting the strategy of 
selecting the subjects who were most likely to present 
problems in evaluation was that if we found the two 
interview methods to give similar results, it would be 
strong support for the convergent validity of struc- 
tured interviews. 


RESULTS 


Eleven subjects were selected for follow-up. Those 
selected for clinical evaluation had been rated in the 
structured interview as having less severe symptoms 
and less impairment in functioning, and they were less 
likely to be psychiatric cases than those not selected 
(see table 1). There were no differences in the range of 
diagnoses between the two groups (see table 2), Three 
subjects refused or could not be located for a clinical 
interview. Two of the 11 were clinically interviewed 
immediately after the third structured interview be- 
cause the interviewer had many questions about the 
responses given at that time. One of the 11 would not 
consent to a fourth interview, but 2 different psychia- 
trists spoke to her at length over the phone. The re- 
maining 5 were interviewed for the fourth time in their 
homes by a psychiatrist. 

Three psychiatrists reviewed the results from the 8 
respondents for whom there were sufficient data for a 
clinical evaluation. On the basis of a consensus rating 
the 3 made a final evaluation. In making their final 
evaluation they had access to the results of the clinical 
and structured interviews plus all other information 
collected on the respondents. Thus the final evaluation 
by which the structured interview was to be compared 
was based on all of the information available on each 
of the respondents. 

As a result of the clinical evaluation, 6 of the 8 sub- 
jects received a change in their rating as to whether or 
not they were a psychiatric case according to the Stir- 
ling County rating system. Three became cases, and 3 
who were originally judged to be cases were in the fi- 
nal evaluation judged not to be psychiatric cases. The 
2 respondents who required no changes in their evalu- 
ation were generally functioning at a high level and re- 
ported almost no symptoms. However, they were se- 
lected for follow-up because there were indications of 
psychopathology that may have been missed in the 
structured interview, admission of some suicidal 
thoughts by 1 subject, and the other subject’s fathering ` 
of 2 handicapped children, which frequently results in 
psychiatric symptoms. Clinical interviews did not re- 
veal anything remarkable in these 2 respondents. 

Two respondents had answered positively to some 
items ordinarily indicating psychosis, but after a clini- 
cal interview it was determined that they had misun- 
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TABLE 1 
Distribution of Ratings of 42 Subjects from the Community 
Subjects Subjects 
Selected for Not Selected for 
Clinical Interview Clinical Interview 
Rating* (N=11) (N=31) 
Stirling County** 
A 2 1] 
B I 6 
C 4 9 
D 4 5 
Midtown Manhattan*** 
0 2 6 
I 7 10 
2 2 2 
3 0 7 
4 Q 2 
5 0 4 
6 0 0 


*Al ratings are based on the third structured interview. 

**A=15 almost certainly a psychiatric case; B=is probably a psychiatric case; 
C=is possibly psychiatric, borderline; and D=no evidence of any symp- 
toms of psychiatric significance and some evidence of good health and 
adjustment. The dividing line between being judged a case or not is be- 
tween B and C. 

***Q=no significant symptom formation; !=mild symptom formation but 
functioning adequately; 2= moderate symptom formation with no apparent 
interference in life adjustment; 3=moderate symptom formation with 
some interference in life adjustment; 4=serious symptom formation and 
functioning with some difficulty; 5=serious symptom formation and func- 
tioning with great difficulty; and 6=senously incapacitated, unable to 





function. 
TABLE 2 
Distribution of Diagnoses of 42 Subjects from the Community 
Subjects Subjects 
Selected for Not Selected for 
Clinical Interview Clinical Interview 
Item ites = ODE. on AN ne. 
Diagnosis* 
Psychotic organic brain 
syndrome Q i 
Involutional melancholia ] 0 
Anxiety neurosis 3 6 


Hysterical neurosis, 
conversion type 0 

Phobic neurosis Q 

Depressive neurosis l 10 
Neurasthenic neurosis 0 

Antisocial personality 0 

Other personality 


disorder 0 l 
Alcoholism I I 
Psychophysiological 

disorders l 4 
No diagnosis 4 4 


Interviewers subjective 
ceriainty of diagnosis 


Extremely 2 6 
Moderately 7 16 
Slightly J 3 
Not indicated Í 6 


*All diagnoses are based on the third structured interview. 


derstood the questions and that no indications of 
psychosis were present. (For example, to ‘‘mind 
dominated by forces beyond your control?” one 
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respondent said “‘yes,’’ but in the clinic: 1 
she explained that she meant ‘‘controllez 


' 
Ma 


scious forces.’’) One respondent answerer o ideel 


to a few items probing for anxiety, but the > < 
did not evaluate her as a psychiatric case w ; 


viewed her in the usual clinical manner. A’: <: 
cal interview he felt, and the reviewing >: : 


concurred, that she had evidence of ma:!: 
and a psychiatric diagnosis was indicated. 
In the following 2 cases the responde~ 


very little psychopathology in the struc’: «' 


view, but after the clinical interview 1°: 


psychiatrists concurred that a psychiatre . :> 


present. 


CASE REPORTS 


Case l, Mr. A, a 59-year-old man from an i 


nic group, had responded negatively to all ters. a > 


psychopathology with the exception of a few » ' 


the frequency was “‘almost never.” He was oce 


clinical interview because he said that he had‘: 1 u ct? 


the last 12 months. 


Mr. A was extremely helpful and cooperat i tv 


for the interview. In regard to sexual relations. . 
that it was more likely 2 years rather than Í>. 
later in the interview he said that it had been « 
since he had had sexual relations. He told thi ‘ 
viewer with obvious discomfort. His wife was; + 


and cooperative. The two of them appeared it~. 


to get along well with each other. They had tv.: 
were successful and of whom they were 2° 


proud, as they showed the interviewer picit, ive 


their grandchildren. 

The subject had lived in the same neighba => 
since birth. It had originally been middle class t° 3 
slum. His parents were deceased, and allofns'! 3 


sisters and other relatives had long since meo di 
more affluent surroundings. His apartment wi. t's 


but pleasant, in marked contrast to the out»: 


hood, which had all the familiar signs of urei dua 


poverty. 


Mr. A had graduated from high school ard <o 
showed above average intelligence, but he F: 4. > 


able to hold a job much above that of a cler + 4 
tried more demanding work, he felt uncomfo . 
He was now earning $125 a week and said th. 
happy with his income and found it easy to liv; 
socialized with other people and rarely saw f 


did not know his brother’s occupation bece: os 
want to be ‘“‘nosy’’ and ask. His parents Pi. z. 


and he had been close to his mother, who i. ; 
years earlier. Paranoid tendencies emergec . . 
scribed why he never socialized with anyones =: 
people never returned favors, they took advi: ‘t 
and they had made his wife sick. 


Mr. A smiled constantly. He often went int. « 2: 


tail and was irrelevant at times. There we: 
appropriate affect, thought disorder, and pci. ` 
He had a lifelong pattern of retreating from al 
resulted in anxiety for him. He had restricted | 


pationally, socially, and sexually. He was die: is 21 
reviewing psychiatrists as having a personalit, +». 


io 
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DIAGNOSIS OF NONPATIENTS 


Case 2. Ms. B was a 39-year-old woman from a dis- 
advantaged ethnic group. She was moderately obese, had 
been separated, had never had any children, and had attend- 
ed college but was now doing work markedly below the level 
for which her training qualified her. During the structured 
interview she gave almost no positive responses to questions 
directed at eliciting psychiatric symptoms. 

Ms. B was extremely helpful and cooperative; she was also 
friendly and intact and acted quite appropriately. Her 
home was nicely furnished and well kept. When questioned 
about her marriage, she said that her husband had been 
“‘crazy jealous’’ and she had had to leave him several years 
before. She had had a miscarriage while married. Before her 
marriage and at the time of the study she was having an affair 
with a married man. As she proceeded to talk of her affair, 
she became progressively more depressed looking and final- 
ly started crying. When it was brought to her attention that 
she was crying she denied it. She terminated the interview 
after 45 minutes, saying that she had just remembered anoth- 
er appointment. She quickly composed herself and was smil- 
ing again as the interviewer left. 

How can one evaluate this case? The further Ms. B was 
questioned, the more difficulties as well as positive strengths 
emerged. It is reasonable to assume that more pathology 
would have emerged with further interviewing. It is clear 
that a great deal of information was revealed in the relatively 
brief clinical interview, but was the information sufficient to 
warrant a change in the diagnostic impression? Three psy- 
chiatrists reviewed the data and concurred that a psychiatric 
diagnosis was indicated. Structured interviewing alone had 
not led to a psychiatric diagnosis. The signs of depression 
elicited in the clinical interview are consistent with the obesi- 
ty previously noted. There were signs of many ego assets in 
this woman, along with decided psychopathology. The two 
existed side by side without the emergence of symptoms 
strong enough to propel the subject to seek help. 


In the first two cases significant but well defended 
pathology emerged with the use of a clinical interview. 
In the following case the clinical interview resulted in 
changing the evaluation from a psychiatric case to 
‘not a psychiatric case.” 


Case 3. Mr. C was a 61-year-old man from a dis- 
advantaged ethnic group. The structured interview revealed 
evidence of depression, anxiety, alcoholism, and psycho- 
physiological symptoms and the fact that Mr. C was taking 
tranquilizers. He was rated a ‘‘case.” The clinical examina- 
tion did not rule out psychopathology, but it did reveal such 
a high degree of adaptive functioning that a rating based on 
the subject’s psychopathology alone is misleading. 

Mr. C had grown up in an agricultural setting. He had al- 
ways been anxious and fearful and came to New York City 
hoping to rid himself of the anxiety. He went to college also 
hoping to make himself secure and less frightened. He got a 
job in a large corporation and, again out of anxiety, pushed 
himself. He achieved considerable economic, occupational, 
and social success. During the time of his three structured 
interviews he was in a crisis on his job. He had recently been 
promoted and was involved in “‘political’’ and administrative 
tasks that were unlike his previous technical duties and 
caused him considerable anxiety. His drinking, depression, 
and anxiety had been with him all along but were intensified 
by recent events. His family physician had given him some 
mild tranquilizers. 
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He appeared to have a good relationship with his wife and 
family. He and his wife had discussed her feelings about 
their children having left home and what they should de. 
They decided to take in two foster children, whom they both 
enjoyed. He had found his structured interviews thought- 
provoking and helpful. He said he had gotten some insight 
into his problems when he started to think about some of the 
questions raised in the interviews. He discussed with the in- 
terviewer the possibility of entering therapy. In general, he 
appeared to the interviewer to be a much more alive and vital 
person than Mr. A and Ms. B, who had admitted to little 
psychopathology. 


CONCLUSIONS 


We selected subjects for clinical evaluation partially 
on the basis that the protocol of the structured inter- 
view presented problems tn evaluation. Because of the 
way the subjects were selected, the finding that 6 out 
of 8 cases required a change in diagnosis does not sup- 
port the hypothesis that structured and clinical inter- 
views yield essentially dissimilar results. On the other 
hand, congruent evaluation in the 8 would have been 
strong support for the hypothesis that structured and 
clinical interviews result in essentially the same find- 
ings. 

Two subjects misinterpreted questions in the struc- 
tured interviews, and the full extent of one subject’s 
anxiety was not revealed in the structured interview. 
One would expect some subjects to fall into these two 
categories. Adding probes to some questions might 
correct for those ‘“‘errors’’ resulting from structured 
interviews. 

For other respondents such as the three described in 
detail above, it is doubtful that improving a structured 
interview would be sufficient to detect either the subtle 
signs of pathology exhibited in the clinical interview or 
the full panoply of positive strengths and human 
warmth that discount other signs of pathology. In 
terms of making a final diagnostic evaluation, the clini- 
cal interviews also fall short. The cases described here 
may represent a group of individuals in the community 
who range from exaggerated but psychologically nor- 
mal character types to well-compensated personality 
disorders. They rarely seek treatment, often experi- 
ence little subjective distress, and establish a stable 
equilibrium in which mild psychopathology is bal- 
anced by strong inner resources and an ability to cope. 
It is questionable whether conventional psychiatric di- 
agnosis applies in such instances where pathology and 
health have established a working symbiosis. 

Beiser (9) has considered the problems in evaluation 
that are raised by this middle-range group. He stated, 
‘The more assets a person displays the less likely heis ` 
to effect the kinds of negative maladaptations, which 
we have come to think of as psychiatric disorder, 
when confronted with stress. This is the quantitative 
aspect of the relationship between ‘assets’ and ‘liabili- 
ties.’ Different patternings of this relationship should 
also emerge, and should enable us to construct new 
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typologies to describe the kinds of adaptation which 
fall between optimal functioning and frank psychiatric 
disorder.” (9, p. 250) 

We agree with Beiser that a new typology is re- 
quired to categorize nonpatients in the community 
who are in the middle range between frank psychiatric 
disorder and optimal mental health. Structured and 
clinical interviews yield similar findings when there is 
definite psychopathology or definite signs of health, 
but our study suggests that for some respondents in 
the middle range between health and sickness, the two 
interviews did not yield similar findings. Greater con- 
gruence in evaluation might be achieved by improve- 
ments in systems of typology. 
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Some Determinants of Maternal Attachment 


BY GAIL H. PETERSON, M.S.S.W., AND LEWIS E. MEHL, M.D. 


The authors conducted prenatal interviews and 
behavior observation sessions with 46 families in 
which the woman was pregnant. These families were 
again interviewed and observed 7 days, I month, 2 
months, and 6 months after the child was born. The 
authors found that the most significant variable 
predicting the variance of maternal attachment was 
the length of separation of mother and infant: less 
separation was associated with greater attachment. 
The next most significant variable was birth 
experience, followed in importance by the length of 
labor and prenatal attitudes and expectations. 


MOTHER-INFANT INTERACTION has received increas- 
ing attention in recent years (1, 2), along with the be- 
ginnings of the elucidation of some determinants of 
maternal attachment (3-5). Ainsworth (6) reviewed in- 
fant behavior patterns that seemed characteristic of at- 
tachment. 

Kennell and associates (7) indicated that a unique 
period of special sensitivity for bonding may exist im- 
mediately after delivery. Rosenblatt (8) presented ani- 
mal studies indicating that the onset of maternal be- 
havior is based on hormonal secretions and that the 
postpartum maintenance of maternal behavior depends 
chiefly on the stimulation that the mother receives 
from her young. Rosenblatt (9) and Bronfenbrenner 
(10) presented evidence that disruption of the natural 
course of animal behaviors either before or immediate- 
ly after delivery has deleterious effects on maternal be- 
havior. Bronfenbrenner (10) also proposed that a criti- 
cal period exists for the organization and consolidation 
of maternal behavior. 
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Animal (11, 12) and human (13) studies have pro- 
vided evidence that bonding occurs through early ma- 
ternal-infant proximal body contact (skin-to-skin for 
the human). Behavioral differences have been found in 
the quality of the mother-infant relationship between 
human mothers permitted as little as half an hour of 
skin-to-skin contact followed by 12 hours of separation 
compared with mothers not permitted this initial con- 
tact (5, 7, 13). These effects have held for up to 1 year. 
Greenberg and associates (14) found more confidence 
and responsiveness to the infant among mothers per- 
mitted more contact with their full-term newborns 
than control subjects. Rose and associates (15) and 
Kennell and Rolnick (16) noted the long-term con- 
sequences of brief illnesses and perturbations of 
mother-infant relationships during the first 2 days of 
life. 

In a previous study of the same group of families to 
be reported on here, Peterson and associates (17) 
found that the most important predictor variable in de- 
termining father attachment was the father’s degree of 
participation in the birth process and his subjective re- 
port of the birth experience. In this research we at- 
tempted to quantitate the relative effect of a number of 
birth-related variables on the development of maternal 
attachment and to consider the implications of these 
findings for intervention with mothers and families at 
risk. 


METHOD 
Subject Selection 


We selected 46 families who were not from any eth- 
nic minority and who had middle- or upper-class so- 
cioeconomic backgrounds. For purposes of intragroup 
as well as intergroup comparisons, we subdivided the 
families into three groups: those in which the woman 
experienced natural childbirth without anesthesia in 
the hospital (N=21), those in which the woman experi- 
enced natural childbirth without anesthesia in her own 
home (N=13), and those in which the woman experi- 
enced delivery under anesthesia in the hospital | 
(N=12). 

The 46 families were drawn from three sources: pa- 
tients of an obstetrician in private practice in Palo Al- 
to, patients at the Stanford University Obstetrics and 
Gynecology Clinic, and clients of midwives of the San- 
ta Cruz Birth Center. (The activities of this group of 
midwives and statistics on their work have been de- 
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scribed elsewhere [18, 19].) The names of women in- her confidence in her ability to care for tk? 5y ne 
terested in participating in this study were obtained feelings about caring for the infant in the mè ‘l: 0! he 
from these three sources, and the women were con- night, her behavior in comforting the baby i ur hoo. 
tacted by telephone. The details, protocols, risks, ben- she cried, and her feelings about the bal: “aowe 
efits, and purposes of the study were explained and hood, and the work of caretaking. | 

consent was obtained for an initial interview. At the Discrepancies between reported and ol: .r cd oe 
initial interview these issues were again discussed. An- havior were noted along with discreparci: tw er 


onymity was assured, subjects were told that they had the mother’s report and the reports of «! es. ke 
the right to withdraw from the study at any time, and level of agreement between the couple was i ted. “he 


consent to proceed was obtained. behavior of the mother was recorded ine: iial tic 
Peedi fashion. From these factors, an attachmen scie as 
developed. A high attachment score indis. J ih: 1 

The families were interviewed between the 6th and the mother felt the baby was hers soon aft; wicliv.+y 
8th month of the woman’s pregnancy. The woman was 2) she was confident in caring for her ir’. © 3; m 
asked about her desire for the pregnancy and the baby, sought and maintained close contact with | cacl: 
her projected plans for taking care of the infant (in- high percentage of the available time, 4) s0 = ac ce. 
cluding what social values she would teach, how much caring for the infant in the middle of the n: i ow’ 


emotional nurturing she would provide, and how much excessive resentment or anger directed ati. =ar $ 
of a time commitment it would require), her projected she responded to the infant when he or she ci a u. a 
level of emotional satisfaction with the baby and her ly knowing what the cry was a request for a ! 19° ut 
current level of satisfaction with the pregnancy, her ting the baby cry for more than 1-2 min.’ » 3; h> 
opinion of the importance of the mother tothe child as felt reasonably happy and satisfied with th: i: r 
an infant, her expectations for the delivery, her level of | with motherhood, expressing more posit. ce. igs 
psychological awareness of the needs of infancy, the than negative feelings in general, 7) shi tous ci 


amount of involvement planned for the father at deliv- | easily with her infant during the interv: iol. n 

ery, her expectations of how the child would change him or her closely on occasion and cor ~~ ug be 
her life, her attitudes about feeding an infant, and her infant when he or she cried, and 8) others : ccd: it: 
projected confidence in herself as a mother. Dis- the mother’s assessment of her behavior. 

crepancies between observed behavior with the chil- With the exception of the interview inth: cox. te 


~ 
í 
baal 
m 
= 
f 


dren in the home and plans for the new child were delivery, all of the interviews were cord: 
noted, along with disagreement between the marital family’s home. The interview team usual; urs ier 
partners. Each of the factors was scored, and the total of one interviewer who knew what kind o^ : «sry he 
score represented a prenatal attitude score. We felt family had participated in and who hac i: sapol 

that high scores indicated ease of attachment of the high degree of rapport with the family arc 3 : 
mother with her infant. Questions were also asked ual who did not and was present to make: ‘ic: atl. 


t 
aeh 
& 
om 
mo 


about behavior with any other children and the fam- observations. On a random basis, individ.. 28 di. 
ily’s sociodemographic status. not have foreknowledge of the family ce: ise ch. 
The mother’s behavior during labor and delivery interview. This was usually done once fori. aww 'y 

was observed and recorded, as was the length of ma- Free Crier 
ternal-infant contact following delivery. After deliv- elas ae 
ery, the mother was asked about her emotion satisfac- Data were coded from recorded tapes : ‘eit ¢ 
tion with the delivery and her feelings about her child views by three individuals, at least twe cw” er di 
and the birth. A birth experience score was developed not know the history of the couple. All of + è re ic 
on the basis of the mother’s statements about delivery, uals coded together until agreement bety. i se & 
her behavior during labor and delivery, her immediate reached 85%. Then every 10th tape was c.. 1 In vw. 
reaction to her newborn, the degree of father in- individuals to assure that interobserver re: = 5y ova 
volvement, the amount of maternal-infant contact above 85%. o 
sought after postpartum affect (e.g., elation, depres- Variables included in the data analysis v. ` <e. ne 
sion) was evident, and observed and reported behavior education, amount of analgesia/anesthes.. iate « 
of the mother with the infant. High birth experience mother-infant separation in the first 72 ho: ie de 
scores indicated that birth was a positive experience livery, length of labor, birth weight, time f. ` seh 2 
for the mother, that she was an active participant in to the first extended feeding contact, pari . res Ts 
the delivery, and that she sought and maintained (to birth environment, and a disappointment i war ..}-> 
' the extent possible) close interaction with the infant. with 0 for the woman who had the kina pl e 
Fathers and mothers were interviewed again, usual- planned and 1-5 for the number of steps a Eye 
ly during the first week after delivery and 1, 2, 4, and 6 kind of delivery planned). Positive sepa:: 9:5. or¢ 
months later. During these sessions the mother was indicated decreasing amounts of mother- f i sc i 
asked questions about her feelings of closeness to the tion. 
infant and her feeling that the baby was hers, her care- Each group was analyzed separately usii sepu ise: 


taking behavior, her time involvement with the infant, forward-directed multiple regression anal, s wit. e. 
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inclusion criterion of p<.10 and an exclusion criterion 
of p>.12. We used the Stepreg 1-Statjob program on 
the Univac 110] computer of the Madison Academic 
Computing Center. Variables were added to the re- 
gression according to their order of significance in con- 
tributing to their increase in the coefficient of determi- 
nation until no more variables met the inclusion cri- 
teria. The program was constructed to select the initial 
variable as the one that would make the most signifi- 
cant prediction. Then the entire group was analyzed. 

Our original biases were that the amount of anal- 
gesia/anesthesia, amount of maternal-infant separa- 
tion, and birth environment would be the most impor- 
tant variables. Of these, only separation was found to 
be important. Fyrom a bias coding, individual inter- 
viewers’ preferences did not seem to affect the results. 
The study was designed to assess the impact of preg- 
nancy and birth-related variables on maternal attach- 
ment and does not consider the effect of infant vari- 
ables or the mother’s own early experience and par- 
enting. 


RESULTS 


For the entire sample (N=46), the most significant 
variable predicting the variance of maternal attach- 
ment was the amount of maternal-infant separation: 
less separation correlated with greater attachment 
(partial correlation coefficient [r,]=.708, significance 
of the increase in the regression prediction 
[pAr?]<.00009). This was followed in significance by 
birth experience (r,~.617, pAr?<.00009), length of la- 
bor (rp=.319, pAr?=.0371) (longer labors were associ- 
ated with greater attachment), and prenatal attitude 
(r,=.300, pAr?= .0504). 

Sixty-nine percent of the variance of maternal at- 
tachment was predicted (F=22.99, p<.00009). This 
left 31% of the variance to be accounted for by the 
unmeasured factors, including infant variables and the 
mother’s own early experience. For the subgroup of 
families in which the woman experienced delivery in 
the hospital with anesthesia, only the disappointment 
factor was predictive of subsequent maternal attach- 
ment (r,=.520, pAr=.470). This factor presumably 
related to the differences between couples who 
planned a natural or a home birth compared with those 
who planned a hospital delivery with anesthesia. We 
concluded that preparation and commitment to a deliv- 
ery style in which greater personal control and parent 
involvement was possible increased attachment even 
when those plans could not be realized. The mean at- 
tachment scores of couples planning nonanesthetized 
deliveries who then had anesthesia were closer to the 
mean scores of those who planned to use anesthesia, 
although they were somewhat higher. We concluded 
that prenatal preparation had a positive effect on at- 
tachment even when plans were not realized and that it 
more than offset any theoretical negative effects of pa- 
rental guilt feelings for not actually having the type of 
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delivery planned. This disappointment factor account- 
ed for 27% of the variance. ; 

For the group planning natural childbirth in the hos- 
pital, the birth experience was the most important var- 
iable in predicting maternal attachment (rp=.743, 
pAr?=.0015), followed by length of labor (longer labors 
were associated with greater attachment) (r,=.730, 
pAr?=.0020), and maternal-infant separation (less sep- 
aration was associated with greater attachment) 
(r, =—.465, pAr?=.0808). Sixty-two percent of the var- 
iance of maternal attachment was predicted by these 
three variables (F=21.25, p=.0005), leaving 38% of 
the variance predicted by variables not measured. 

For the group planning home birth, the birth experi- 
ence was the only significant predictor variable 
(rp>=.697, pAr?=.0056), with 49% of the variance pre- 
dicted, leaving 51% unaccounted for. There was no 
maternal-infant separation in this group, so this did not 
appear in the regression equation. 

The case studies reported below emphasize the in- 
teraction of the variables discussed. In all of these cas- 
es, the contribution of variables other than the ones we 
studied were such that one would expect the develop- 
ment of an optimal mother-infant bond. 


CASE REPORTS 


Case 1, Ms. A, a 26-year-old woman who was employed 
part-time as a map drawer planned a home birth. Her hus- 
band was an anthropologist. Their first child, age 3, had been 
born without analgesia/anesthesia in a local hospital with the 
father present. 

Ms. A delivered a girl on Christmas day at home; she ex- 
perienced no separation from her family. When interviewed 3 
days after the birth, she expressed the feeling that she was 
emotionally closer to this baby than she had been to her first 
child at the same age. She felt no postpartum depression 
with this delivery, although she had with her first. She attrib- 
uted her immediate sense of attachment to this second child 
to the fact that she could hold, nurse, and sleep with her 
baby immediately after she was born. She said she was able 
to get more rest in her home than in the hospital and felt that 
she had healed more rapidly in her home surrounded by 
helping family members and friends rather than by nurses. 


Case 2. Ms. B was a 28-year-old woman who was employed 
full-time as an airline ticket agent. Her husband worked full- 
time as an airline machinist. They had a 2-year-old son. Ms. 
B expected to make use of anesthesia in labor and delivery 
with this child as she had with her first and expected to re- 
turn to work full-time when her newborn reached 3 months 
of age. 

When interviewed after the delivery, Ms. B reported that 
she had not been able to take anesthesia because she did not 
get to the hospital soon enough. She reported feeling very sur- 
prised at her enjoyment of the birth process and expressed - 
the feeling that seeing and feeling her baby being born was a 
very positive and emotionally strengthening experience for 
her. She was surprised at how much acthally seeing and feel- 
ing the birth process meant to her. She reported having a 
great deal of faith in herself after the birth of thts child, her 
second son, and she was grateful for the unplanned accident 
of a natural birth. 
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She held her baby for half an hour after the delivery, after 
which she experienced a 16-hour separation from her new- 
born. She said she felt emotionally closer to this baby by the 
end of 24 hours—sooner than for her first child, from whom 
she had experienced a greater separation. One month after 
the delivery she was considering the possibility of part-time 
work to facilitate breast feeding. At 6 months she was still 
breast feeding and working part-time. 


Case 3. Ms. C was a 25-year-old librarian expecting her first 
child. Her husband was a graphic artist. Both wanted a home 
delivery. Due to a prolonged labor and uterine inertia, how- 
ever, Ms. C delivered in a hospital. She had a forceps delivery 
and received epidural anesthesia; for 5 days she was sepa- 
rated from her newborn most of the time. 

When interviewed soon after delivery, 1 week after deliv- 
ery, and 1 month after delivery, Ms. C expressed feeling that 
she did not know her baby very well, that she was confused 
as to what to do with the newborn, and that she was helpless. 
She experienced a great deal of depression for the month 
after the delivery and felt in general less confident about 
motherhood than she had anticipated. She said it took her 
longer than she had anticipated to get to know her baby and 
that the baby cried more than other babies. She also said 
that she felt her baby was insecure during the first month, 
which she believed was due to the lengthy separation they 
had experienced in the hospital. She described the separa- 
tion as traumatic for her and said she had been prone to many 
crying spells during this time. She described motherhood as 
‘very trying.” 

In general, Ms. C experienced the birth process as ego de- 
flating, traumatic, and lonely. She appeared to compensate 
for her negative experience by adopting an attitude of faith 
in fate and in her religion. 


Case 4. Ms. D was a 32-year-old woman who taught tennis 
part-tume. Her husband was a lawyer. They had a 3-year-old 
daughter. She planned a hospital delivery with epidural anes- 
thesia, as she had had with her first child. The father planned 
to be present. 

Ms. D delivered her second child in a hospital under epi- 
dural anesthesia for both labor and delivery. As she had with 
her first child, she experienced a separation from her new- 
born for approximately 18 hours the first day, 18 hours the 
second day, and 18 hours the third day after delivery. 

She described the childbirth experience as very unpleas- 
ant but was grateful that this labor had been very short (4 
hours). In her interview shortly after delivery she expressed 
the feeling that she was as close to this son as she had been to 
her daughter at the same age—-1 week. She satd she did not 
know either of them very well at this point and consequently 
did not feel they were totally hers yet. When interviewed 1 
month later she again expressed the feeling that she did not 
really know her baby yet and did not feel it was really hers. 
She still felt the baby to be a stranger in the house. However, 
she felt that closeness would grow as time went on, as it had 
with her first child. She also stated that because her daughter 
had been her first child, she still felt closer to her than to her 

‘new baby. 


DISCUSSION 


The findings reported here emphasize the impor- 
tance of the actual birth experience as an influence on 
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maternal attachment. From this we would | 


model for maternal attachment similar to 
Bronfenbrenner (10) and Klaus and Kenm l 
ternal attachment is dependent on many fv 
hypothesize that the factors operative pren: 1 
with hormonal influences aid in the deve ¢ 
maternal behavior, which is organized by i! < 
perience and then consolidated by the pres > 
infant and the interaction of mother and in; 
the immediate postpartum period. From th ` 
this study, it would appear that birth exp: 


separation are important variables. Apper. ` 


the stages in the development of attachmeri : 
the influences, disruptions, and types of 1: ° 
possible at each step. In all stages, inter. . 
include easy access to family therapy and 
mental health services, home health suppc - 
lies needing health services, and public edu: 
grams. 

We envision the mother’s experience di 
and delivery as a crucial transition point i~ 
opment of maternal attachment—a pericd . 
stress or crisis. We hypothesize that the ur.! 


trapsychic events of labor constitute the o% 3 


of all prenatal influences into a series of d : 
ternal behaviors and affectional beliefs. TH; 
associations with labor and delivery will 
process, which, finally, is consolidated by 11 
presence of the baby and the responsivenes - 
by to the mother’s behaviors and feelings 
ence of the baby provides the concrete re. 
fantasized object and, as such, both releas 
cretizes maternal attachment. 
Bronfenbrenner (10) noted that when ti. 


of an animal is disrupted before consonaat! :« ° 


gun, the behavior is absent from the aniz: 
toire. When behavior is disrupted during | 
completion of consolidation, the behav: 
expressed when the animal is placed ir . 
requiring the emission of that behavior, lı 
inappropriately high frequency or with ¿ı 
priately low threshold. We hypothesize 11 
fect explains the high occurrence of ho | 
tered/neglected child syndrome and the - 
over-protected child syndrome among the - 
premature infants (5, 13, 15). The separa : 
mature infants is extreme. We speculate th, | 
rieties of these conditions may operate in í 

of full-term infants whose behavior has be: 

before or during consolidation. Therefore 

tive period that Klaus (13) argued for can 


the period of consolidation of behavior. Sud x. 
this period, behavior can still be integratec . +t: 


more difficult task and does not have the nz: 
anisms of the species assisting the proces». 
During the birth process, the mother is t « 
ly vulnerable; she is opening up both phy. 
mentally. Separation from her infant folk. 
ery may act as a powerful punishment for 
behavior, but the presence of the baby me. 
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erful reward. This may explain the beneficial effects of 
a positive birth experience on maternal self-esteem 
(20) and on the spontaneous resolution of neurotic 
conflicts (19). Subsequent experience, unexpected or 
changing life conditions, and unconscious motives 
may also have vital influences on the attitudes and val- 
ues of parents and on the development of attachment. 

The assimilation of the baby into the family is af- 
fected by projective identification (21), which may be 
an explanatory factor for the development of psycho- 
pathology in a family member (22). The physical pres- 
ence of the baby diminishes this effect by permitting 
reality testing. Separation maintains the infant in the 
status of a fantasy object—the longer the separation, 
the greater the tendency toward projection. 

A negative birth experience in which fear and pain 
and discomfort predominate may have far-reaching 
consequences. Fear and pain breed resentment and 
hostility toward the object associated with the fear, 
pain, and discomfort. Fathers, in a sense, may act as 
affect meters for this process. We have heard fathers 
expressing jealousy and hostility toward their infants 
because of the pain and discomfort their wives experi- 
enced in childbirth. We have observed this ambiva- 
lence persisting in the relationship of both parents with 
the infant. Such a phenomenon has also been observed 
in clinical psychiatric practice. This is in sharp con- 
trast to fathers and mothers who perceive birth as a 
positive emotional experience. 
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APPENDIX 1 
Stages in the Development of Attachment 


I. Birth of Mother 


II. 


A. Influences 
1. Experience of being nurtured 
B. Disruptions 
1. Genetic factors affecting intelligence, etc. 
2. Caretaker-infant separation 
C. Opportunities for intervention 
]. Prevention of maternal-infant separation 
2. Active social work and nursing intervention for 
families at risk 
3. Interventions discussed in stages V and VI 
Childhood experiences 
A. Influences 
1. Parents’ development of psychological difficulties 
with assumption of parental role 
2. Parents’ provision of appropriate role models 
3. Sociocultural identification and learning regard- 
ing role-specific behavior 
B. Disruptions 
1. Discontinuity in caretaking 
2. Family dynamics 
3. Family crises 
C. Opportunities for intervention l 
1. Inclusion of education regarding childbirth in high. 
school and grade school curricula 
2. Involvement of siblings in childbirth whenever 
feasible ° 
3. Easy access to mental] health services and para- 
professionals in the community for family therapy 
. Provision of adequate role models 
. Social intervention (e.g., in the case of poverty) 
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Ill. Marriage before children 


* 


IV. 


A. Influences 
1. Relationship with father of child 
B. Disruptions 
1. Marital conflict 
C. Opportunities for intervention 
1. Couple therapy 
2. Family planning services 
Conception and pregnancy 
A. Influences 
1. Desire for pregnancy 
2. Prenatal attitudes toward the pregnancy, child- 
birth, and the infant 
B. Disruptions 
1. Unwanted pregnancy 
2. Complications of pregnancy 
3. Family crises 
C. Opportunities for intervention 
1. Social work and nursing support for families 
with complications 
2. Childbirth preparation classes providing new role 
models for parenting 
3. Provision of information regarding alternatives to 
childbirth 


. Birth 


A. Influences 
1. Birth experiences 
2. Length of labor 
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B. Disruptions 
1. Environmental disruption 
C. Opportunities for intervention 
1. Support and encouragement for low-r.sk mothers 
choosing alternative birth environments 
2. Avoidance of disruption of naturally occurring be- 
havior of parents during labor 
3. Provision of support services for high-1isk parents 
4, Avoidance of unnecessary obstetrica] interven- 
tion 
5. Facilitation of friends’ and relatives’ involvement 
in labor 


VI. Early postpartum period 


A. Influences 
I. Infant’s behavior 
2. Father’s development of attachment 
B. Disruptions ° 
1. Maternal-infant separation 
2. Environmental disruption 
C. Opportunities for intervention 
1. Avoidance of maternal-infant and femily-infant 
separation 
2. Avoidance of disruption of naturali: occurring 
parental behavior 
3. Teaching new behaviors and providing new role 
models for parents at risk 
4. Aggressive community services anc support for 
families at risk 
5. Involving parents in the care of sick neonates 
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The Role of Infant Observation in Child Psychiatry Training 


BY GEORGE W. GREENMAN, M.D., RONALD BENSON, M.D., LEXINGTON GRAPENTINE, M.D., 


CECILY LEGG, M.S.W., AND IVAN SHERICK, PH.D. 


The authors discuss the role of infant observation in 
the training of child psychiatrists, emphasizing the 
overriding importance of the subtle but crucial 
interactions in the mother-infant relationship. Infant 
observation is valuable in preparing the student as an 
observer of behavior, and developmental concepts are 
taught and learned more easily in programs that 
provide opportunities for observing normal infants. 
The infant study program in the Department of 
Psychiatry of the University of Michigan Medical 
Center is presented as a model. 


BECAUSE OF the numerous reprint requests for articles 
on infant and early childhood research published in the 
Journal of the American Academy of Child Psychia- 
try, the editors of that journal published a collection of 
many of them, entitled (provocatively) Infant Psychia- 
try, A New Synthesis. The editors proposed a new 
subspecialty of infant psychiatry and argued that 
child psychiatry training is a logical starting place for 
such a program (1). An upsurge of interest in the first 
year of life is evident from the large number of recent 
books and articles dealing with various aspects of in- 
fancy (2-6). 

Selma Fraiberg addressed the problem of who 
should provide diagnostic assessment and treatment to 
infants and their families (unpublished manuscript). 
She advocates a subspecialty in infant mental health 
for all professionals who serve babies and their par- 
ents, including psychiatrists, pediatricians, pediatric 
and psychiatric nurses, psychologists, and social 
workers. 

One of the possible reasons for the call for infant 
psychiatrists is that most child psychiatry training pro- 
grams pay scant attention to infancy (7). At best, nor- 
mal and pathological infant development are presented 


This is a revised and combined version of three papers presented at 
the 129th annual meeting of the American Psychiatric Association, 
Miami, Fla., May 10-14, 1976. 


The authors are with the Child Analytic Study Program, University 
of Michigan Medical Center, Children’s Psychiatric Hospital, Ann 
Arbor, Mich. 48109, where Dr. Greenman is Lecturer in Psychiatry; 
Dr. Benson is Clinical Associate Professor of Psychiatry and Direc- 
tor, Outpatient Program; Dr. Grapentine is Instructor of Psychiatry; 
Miss Legg is Lecturer in Mental Health; and Dr. Sherick is Clinical 
Assistant Professor of Psychology in Psychiatry. 
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in didactic lectures. The student rarely sees a normal 
baby and even more rarely is assigned an infant for 
evaluation or treatment. 


DEVELOPMENT OF AN INFANT OBSERVATION 
PROGRAM 


Because of the need for more experience with in- 
fants and their families, infant observation became 
part of the two-year program in child and adolescent 
psychiatry at the University of Michigan in 1974. 
Couples having their first baby are invited to partici- 
pate in the program on the basis of their own interest, 
the probability of a stable family situation, the likeli- 
hood of at least a year’s residence in the area, a deliv- 
ery date in September, and the absence of overt psy- 
chopathology. Preference is given to first-born infants 
for several reasons. The student has the opportunity to 
observe and comprehend, in its inciplency, the com- 
plex phenomenon of parenting. Inclusion of only 
single-child families serves as a means of limiting 
somewhat the number of variables (always large) in 
the study population. More pragmatically, the single- 
child family tends to have greater freedom and flexibil- 
ity for scheduling appointments to synchronize with 
the trainee’s limited availability. An additional advan- 
tage in the use of single-child families is that, for begin- 
ning observers, it is generally easier to carry out an 
infant observation without the distractions provided 
by older siblings. Stable couples give the resident a 
greater opportunity to observe the unfolding of a rela- 
tively normal family and, on a more practical level, 
tend to be home when home visits are scheduled and 
to keep appointments for office visits. The expectant 
couples are referred to us by other participants in the 
program or are recruited by senior staff in contacts 
with childbirth preparation classes, such as Lamaze. 


PRENATAL AND PERINATAL PERIOD 


Each child psychiatry fellow is assigned a family in 
July at the beginning of his secondeyear of child psy- 
chiatric training. He is asked to interview the couple 
separately and conjointly in the weeks before the baby 
is born, obtaining a detailed personal history from hus- 
band and wife. In addition, an attempt is made during 
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the interviews to gather data concerning the myriad 
Hopes, expectations, and worries surrounding the un- 
born child. These parental fantasies, both positive and 
negative, give the resident his first revealing glimpse of 
the elusive ethos into which the infant will be born. We 
have found, for example, that important expectations 
exist regarding the sex, intelligence, motor ability, and 
physical attractiveness of the child. In the months to 
come, this fantasy material can be compared with the 
realities of the young child’s endowment. The attitu- 
dinal changes of the parents in the face of this reality 
can be followed. Often, from the earliest days parents 
attempt to shape the child to fit their conscious and 
unconscious expectations. The student is in a good po- 
sition to learn and to intervene if indicated because he 
knows the prebirth fantasies. 

The resident is encouraged to obtain permission to 
be present at the birth. The delivery experience, which 
usually includes the fathers, affords the resident a 
unique opportunity to observe the earliest mother- 
child-father interactions. At the same time, he can be 
aware of any complications in the birth process and 
can assess the newborn along several measures, from 
the Apgar rating to visual tracking. Also, the resident’s 
knowledge of obstetrics is occasionally a source of 
support to the father. Most important, however, is the 
direct observation of the initial dialogue between 
mother and child. The mother’s affective state and her 
comments about the infant can be most revealing, and 
the newborn’s responses when the mother holds him 
can be an important index of their future interactions 
(8). 

While they are still in the hospital, the mother and 
infant are visited several times. This gives the resident 
a chance to explore in depth the mother’s attitudes to- 
ward the newborn and to contrast them with her ear- 
lier wishes and fantasies. At breast or bottle the child 
is observed in the mother’s care, and many of her bas- 
ic nurturing skills come to light. The resident notes the 
baby’s beginning ability to integrate the complex phys- 
iological functions of sucking, swallowing, and breath- 
ing that comprise nursing. In the nursery or at the 
mother’s bedside the baby can be directly examined 
and held by the trainee for the first time, an intimate 
contact that may be a new and important experience 
for the trainee. He acquires a ‘‘feel’’ for his subject, 
which adds to his ability to assess temperament, alert- 
ness, and the infant’s ability to mold. He can observe 
how primitive and yet how highly organized is the 
newborn’s behavior. Frustration tolerance, output of 
activity, contrasts between states of alert inactivity 
and waking activity (9), and many other characteristics 
are sometimes precursors of later behavior. 

In September, usually soon after the baby’s birth, 
the child psychiatry fellow is joined by a second team 
member, a nurse enrolled in the master’s degree pro- 
gram in parent and child nursing at the University of 
Michigan School of Nursing. The nurses are on a se- 
mester system and therefore miss the beginning and 
end of the family’s year-long participation. 
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HOME AND OFFICE VISITS 


About 2 weeks after delivery, the chile ‘schi. tr 
fellow and nurse make a home visit at a tiri wner the 
father can be present. This offers both tri egs thet 
first opportunity to observe the complete % nay iw its 
natural surroundings, with the rich variat c ¢s offerec 
by the ever-changing circumstances of fani ‘ie. anc 
provides a further chance to sharpen their‘! !] as ~ar 
ticipant observers. The observers are alet d to vote 
the mother’s affective tone, skill, and cor: or as she 
feeds, bathes, diapers, and interacts wit) he: bry. 
The baby’s responses are noted in similar 1-27]. \/1t* 
the mother’s consent and approval, eacl «aseve 
holds the baby and makes observations (f s sc tie. 
responsiveness, muscle tone, and mOlding € ` Fis cad. 
to that of the observer. In addition, they n . ‘he car 
ents about the behavioral patterns of the frat am 
about their attitudes and behavior towa tus en 
family member. The home visit also allows’ e tee 1 te 
make direct observations of the nature of t œ> f ithe:tns 
and to take a close look at the quality of . .e «ct ors 
between the mother and the father conc: yng their 
baby. 

The program is devised for teaching © ‘Fer ‘ia 
service. However, parents occasionally » 2h te ase 
the study situations to further their knowl ṣe of cule 
development or to seek reassurance on th: 
enting styles. Appropriate response is m: 2 ‘o sac 
requests. Although the observers are not ‘ov nr fo 
problem situations, when a possible de: pomete 
hazard is noted it is shared with the parc:: 

Home visits continue at monthly Interv: inro gh 
out the year. The visits are required for t< tise an. 
elective for the child psychiatry fellow, c: civin, o 
the time available in his crowded schedul : 

Each month, after the initial home visit. i 2 rotue: 
father (if he can come), and baby visit tr: sfice A. 
updated history is taken, focusing on suci isuc- a: 
sleeping and feeding patterns, preferred 3 ‘c+ ol pe 
rental interaction with the child, and the fart- in 
creasing awareness of the world arouna r: 

Formal developmental testing is also der (10). Tix 
child psychiatry fellow is responsible fo ^e te- ir: 
procedure. He now becomes familiar witi ni 90> 
of the trade” of infant developmental a. :s.me t- 


bell, colored ring, wooden cubes—and,: ros -hae 
tests are appropriate for the child’s age. /* occse he 
things, he tests for the presence of neon: i ref. xc 


and learns when a positive response shor: =o lenge 
be expected. In general, he becomes adept :t clic wir: 
and understanding the neurophysiolog« ‘igne c 


growth. The test procedure Is videotapec mi cen b 
followed simultaneously by other trainee: “em e dis 
tant monitor. Thus, other residents gain. { ‘st--ar. 
look at more than one infant. In this way x ‘cl ow 


begin to see the variations among infantsi: “itn. IC 
and temperament and come to appreciat? ^è n rr 
and regularities in the unfolding ofeach int: i» m. nti 
and emotional development. In addition, | : -rairze’ 
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INFANT OBSERVATION 


ability to observe accurately and discuss these obser- 
vations is heightened. As the infant matures the test 
data include information about such complex phenom- 
ena as, for example, his ability to relate to human ob- 
jects. The attitude of the child toward complete stran- 
gers and toward the tester can be documented, and 
changes with time in the young child’s response to 
being out of direct contact with the mother can be as- 
sessed. Perceptual ability, gross and fine motor con- 
trol, and cognitive style can also be assessed early and 
followed in detail over several months. 

The nurse is a nonparticipant observer during the 
office visits. The nurse can note and record complex 
interactions between the mother, infant, child psychia- 
try fellow, and video technician during the develop- 
mental testing that might otherwise escape notice. For 
example, the mother’s reactions to the examiner’s 
‘‘taking over” and managing the baby during the test- 
ing are informative. The child psychiatry fellow, as a 
beginner in infant developmental testing, may be too 
involved in administering the test to be attuned to 
these interactions. 

Before the monthly office visits, the resident-nurse 
teams meet with one or more senior staff members for 
a briefing on the administration of the infant tests and a 
discussion of expectable developmental phenomena 
for infants of a particular age. The babies are all close 
to the same age, so normal variation is emphasized. If 
the child psychiatry fellow has not made the home visit 
two weeks earlier, he has the opportunity to read the 
nurse’s written report before the office visit. After the 
families are seen, the students and teachers reconvene 
to discuss the results of the morning’s observation and 
to review the videotape, if desirable. Office space suit- 
able for infant observation is limited, so a maximum of 
three infant-parent pairs is seen on any one morning. 
Supervision is primarily accomplished in these group 
briefing and debriefing sessions. Each fellow is as- 
signed an individual supervisor with whom he can 
meet if a problem arises that cannot be dealt with dur- 
ing the group supervision. 


DATA RECORDING 


Another facet of the infant study experience is docu- 
mentation of data. Following each contact, the trainee 
writes a réport outlining the important observations. 
At the end of the year, each resident gathers together 
his knowledge of the child he has been following into 
an infant developmental profile, a modification of Er- 
nest Freud’s baby profile (11). The profile requires a 
detailed awareness of parental history, the pregnancy 
and perinatal period, the range of parent-child inter- 
action, latent parental attitudes, and neurophysiologic 
milestones. Preparing the profile allows the resident to 
formulate his understanding of the infant’s maturation- 
al unfolding, constitutional strengths and weaknesses, 
and significant environmental influences. The profile 
imposes on the trainee a sense of discipline in his at- 
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tempt to delineate the critical forces that impinge o 
the first year. , 

Infant observation dovetailed neatly with existfng 
opportunities for observation of normal children in our 
toddler groups and nursery school. A basic goal of our 
training program is to enhance a thorough understand- 
ing of the variations and common characteristics of 
normal human development. The influences and atti- 
tudes of the people comprising the environment and 
the elements provided through maturation are closely 
scrutinized. The infant observation opportunities pro- 
vide the trainee with a rare opportunity to follow, from 
the earliest moment, the unfolding of these matura- 
tional and environmental dimensions and to observe 
their manifestations and interactions. 

For many child fellows, involvement with very 
young children is not new. Several of the residents are 
parents; some have come to the child psychiatry pro- 
gram from general practice or a residency in pediat- 
rics, and most have dealt with infants to some degree 
during their medical school years or internship. What 
is unique in the infant study experience is the chance it 
affords to observe objectively essentially healthy in- 
fants over a prolonged period and to assess in detail 
the vicissitudes of early development of a particular 
child. 


VIDEOTAPE USE 


All office visits and many home visits are recorded 
on videotape. A first imperative for the use of video- 
tape is a camera operator who is more than a techni- 
cian. The camera operator must have an interest in and 
some basic knowledge of the psychological develop- 
ment of the infant. In the hands of a skillful trained 
video technician who is fully conversant with the aims 
and goals of the particular study, the video camera is 
an invaluable instrument for recording and collecting 
data that would otherwise be omitted from the record 
or documented only inferentially. 


CASE ILLUSTRATIONS 


The practical value of the infant observations in 
child psychiatric training can be underscored by two 
brief case vignettes. 


Case 1. We began following John A, one of our first in- 
fants, when he was 6 weeks old. His intelligent, well-edu- 
cated parents had heard about the infant study from a friend. 

John grew and developed exceedingly well in all areas that 
we could measure. He was breast-fed and ate well; later he 
accepted solids readily. He was sleeping through the night 
consistently by 18 weeks. Motor and lahguage development 
proceeded at or above the expected rate. His most charac- 
teristic trait, which charmed all who had contact with him, 
was his winning and frequent smile. He was a person-orient- 
ed baby, and he smiled broadly at anyone who approached, 


Am J Psychiatry 135:10, October 1978 


until ‘‘stranger anxiety, which started when he was about 6 
months old, made him a bit more wary. 

A crisis requiring intervention by the child psychiatry fel- 
low occurred when John was about 7 months old. Mrs. A 
had taken John to visit her mother in a distant state. The 
grandmother was described as a compulsively neat woman 
who would not adjust or rearrange her home for her increas- 
ingly mobile grandson. She refused to participate in John’s 
care because he was crawling and required control. Mrs. A 
cut her visit short and returned home feeling dominated by 
John. The demands of his care seemed endless, and she felt 
that she had no time for herself. A few days later, her former 
employer called to see if she could return to work. She felt 
tempted but was ambivalent about leaving John in the care of 
a stranger. During the office visit in which the child psychia- 
try fellow obtained this information Mrs. A had to leave the 
room for about 5 minutes. The change in John was dramatic. 
He had been smiling joyously at every eye contact with his 
mother, the child psychiatry fellow, and the video cam- 
eraman to that point but quickly became somber and started 
looking around as if trying to locate his mother. By the time 
his mother returned he was fussing and, although he was 
comforted when she held him, he would not cooperate in the 
developmental testing. 

The child psychiatry fellow used the above observation to 
underscore the intervention he now made. He told Mrs. A 
that he agreed with her about her continuing importance to 
John but empathized with her, noting how endless the proc- 
ess of child rearing can seem from time to time. He inter- 
preted her desire to return to work, now that John could 
crawl, as being somehow an echo of her mother’s attitude 
during the recent visit. Mrs. A recalled intense conflict with 
her mother about messiness, seemed to settle down, and left 
the office thinking in terms of a part-time job that would give 
her some time for herself. A month later, she had dropped 
the idea of returning to work and contented herself with tak- 
ing some informal classes. 

We believe that John’s despair at discovering his mother’s 
absence in the presence of strangers in a strange place shows 
that at 7 months his cognitive development had proceeded to 
the point at which he could clearly differentiate the strange 
from the familiar. He responded with anxiety when his 
mother left the room because of fear of the loss of the pre- 
object, i.e., the person who reduces tensions through appro- 
priate care. He had recognized his mother as a source of 
need satisfaction, and her absence evoked anxiety. Indeed, 
other observations indicated that John desired his mother for 
more than a source of tension relief, and thus his object rela- 
tionships had started along the developmental line from need 
satisfaction to object constancy. To have been separated 
from her at this point in his development could have been 
particularly traumatic for him and might have resulted in de- 
velopmental interference or more serious problems. The in- 
tervention helped to allow John’s development to unfold 
without hindrance. 


Case 2. Margaret B was conceived 6 months after the 
death, at age 3 weeks, of an infant born with multiple con- 
genital anomalies. Throughout the prenatal interviews both 
parents made repeated references to the first baby and ex- 
pressed concern abaqut the health of the unborn infant. At 
delivery, Margaret was found to be fully intact, but the par- 
ents, understandably, continued to harbor latent concerns. 
By age 6 months, there were slight differences between Mar- 
garet’s development and that of the other infants in the study 
of similar age. Mrs. B became overtly anxious. At this point 
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the child psychiatry fellow made an extra home visit without 
a video cameraman. Parental concerns were explored and 
the death of the first baby was reviewed. Mrs. 3 tied her 
awareness Of Margaret’s slightly delayed motor milestones 
to her own lack of athletic abilities and implied that she 
wanted her daughter to be better endowed thar she had 
been. The child psychiatry fellow reaffirmed his earlier state- 
ments about the baby’s normalcy. Shortly after the home 
visit, Margaret achieved important milestones and the 
mother’s anxiety waned considerably. Since tha: time, the 
parents have periodically used the child psychia'r: fellow in 
“consultation” when questions or concerns haye arisen. 

In this case, the primary cause for the parert:i anxiety. 
which threatened to interfere with optimum pa-‘eniing for 
Margaret, was the earlier birth and death of the multiply de- 
formed child. The mother’s reference to her ow1 “‘unathiet- 
ic” nature and some of her other comments sugzest a self- 
concept of damage or deformity that would have ocen (un- 
derstandably) exacerbated by the birth of a deformed baby. 
The supportive and expressive intervention gave .ne parents 
a chance to once again review their feelings at cut the first 
baby, to express their concerns about Margare:. and to re- 
view the objective evidence indicating Merzaret’s in- 
tactness. 


DISCUSSION 


A comprehensive discussion of the adventages to 
the child psychiatrist, and the adult psychiatrist for 
that matter, of a thorough understanding of r:aturation 
and development (see reference 12) durii> the first 
year of life by direct observation could be te subject 
of another paper, and a few of the most important as- 
pects will be mentioned here (see reference i3). Near 
the top of any list of advantages must be t1< opportu- 
nity to observe that the human infant develops in a 
matrix of object relations and that during tae first year 
the relationship to his mother is of overriding promi- 
nence. The importance of the infant-mothke: relation- 
ship is usually taught so didactically that .4e phrase 
may become meaningless. Its meaning is given imme- 
diate substance when one observes the Int2 action be- 
tween the pair, beginning when the baby is g'ven to the 
mother in the delivery room. The informed observer 
can see that the mother’s role as the !n’ant’s first 
teacher begins then. The teaching may have varying 
qualities within the same mother-infant pair, as seen 
recently when a delighted young mothé-., who was 
very adept at holding, comforting, and nursing her 2- 
day-old baby, stopped the baby from touching his 
mouth, saying that it could develop into a nac habit. 

The relationship is not only in terms of how the 
mother affects the infant. The infant’s characteristics. 
such as sex, health, appearance, activity, and ease 
with which it can be comforted, can have < profounc 
influence on the mother. The trainee is in a unique po- 
sition to observe this phenomenon because of his pre- 
vious knowledge of the mother’s hopes, fer.asies, anc 
expectations concerning the baby. Knowledge of the 
mutual influences of the mother and child from birth is. 
useful to the future child psychiatrist in assessing botr. 
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INFANT OBSERVATION 


infants and children. The skill of unintrusive, non- 
judgmental observation that the trainee learns in ob- 
serving infants will enhance his work as a psycho- 
therapist of children and adults. 

Nearly everything that is learned in lectures, semi- 
nars, and from reading takes on new meaning when 
directly observed. Developmental milestones are a 
good example. Observing the 4-week-old infant smile 
in response to its mother, watching the 16- to 20-week- 
old’s efforts to reach and grasp, noting the transfer pat- 
terns of the sitting 28-week-old, the wariness toward 
strangers of the 40-week-old, and the delight in loco- 
motion of the 52-week-old, provides more powerful in- 
ducements to remembering milestones. Perhaps even 
more important $œ the opportunity to watch the pre- 
cursors of mental functioning taking shape. Primitive 
reactions to displeasure may foretell what kinds of ego 
defenses the infant will use in the future (11). Earliest 
memory for inanimate objects can be seen when, as 
part of the infant test, a toy is hidden. Very early, one 
can see which infants are people-oriented, which are 
thing-oriented, and which show an even balance be- 
tween the two. One can discern styles of cognitive de- 
velopment and the different ways by which early con- 
cept formation is achieved. The teaching and learning 
of all developmental concepts is enhanced by direct 
infant observation. 

We are often asked why families volunteer to be in 
our program and what we give them in return. We do 
not offer service or advice. The answer, in general, is 
on multiple levels. On the surface are such motivations 
as the wish to cooperate in a program that helps to 
train doctors, the opportunity to have their baby seen 
(and admired) by experts, and reassurance that the ba- 
by’s development will be monitored. Slightly below 
the surface is the desire for emotional support during 
the transition from being a separate entity into that ev- 
er demanding and potentially rewarding role as parent. 
Parents often wish, unconsciously, that participation 
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in the program will protect their infant from disasters 
that have happened to family members in the past. 
This was illustrated in case 2. 

A training program like ours is not designed to grad- 
uate infant mental health specialists; rather, it is de- 
signed to acquaint the trainee with the developmental 
vicissitudes of infancy. With that background, the 
graduate can make some interventions and knows 
when to refer more complicated cases. 
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Prediction of Imipramine Antidepressant Response by a One-!_-ay 


d-Amphetamine Trial 


BY DANIEL P. VAN KAMMEN, M.D., PH.D., AND DENNIS L. MURPHY, M.D. 


This study provides additional evidence that there is a 
moderate association between the acute activation, 
euphoria, and antidepressant responses to d- 
amphetamine and the antidepressant response to 
imipramine during a four-week trial. Comparison of 
the responses of 13 patients to d-amphetamine on two 
different days during a double-blind trial indicated 
that differences in d-amphetamine response are 
consistent, replicable characteristics of individual 
depressed patients. The variables of sex, diagnosis, 
diurnal mood variation, platelet MAO activity, and 
MMPI scale scores were of minimal assistance in 
revealing factors that might be associated with 
activation or antidepressant responses to d- 
amphetamine in this small patient group. The authors 
suggest the need for larger-scale studies in this area. 


SINCE THE tricyclic antidepressants became available 
in 1954 (1, 2), attempts have been made to develop cri- 
teria for their most effective clinical use (3, 4). How- 
ever, only a few studies of response prediction have 
appeared in the literature (5). In 1971 Fawcett and 
Siomopoulos (6), in a study with a small number of 
depressed patients, reported that the antidepressant 
response to 1- or 2-day administration of d-ampheta- 
mine provided an indication of the fourth-week treat- 
ment response to tricyclic antidepressants. If a 1- or 2- 
day administration of a drug such as d-amphetamine 
can predict responses to antidepressant drug trials, 
which may otherwise require a 3- to 6-week trial, a 
more rational psychopharmacological approach to the 
treatment of depression could result, rather than pres- 
ent-day trial and error (7). 

Although amphetamine is known to be a CNS stimu- 
lant, there is a wide variation in individual response 
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(8-11). This study is an attempt to replica ¢ the Faw- 
cett and Siomopoulos findings (6) and the szdsequeni 
more extended studies by Fawcett and asscviates (12, 
13) and also to examine some of the Mdivicdt.al charac- 
teristics that may play a role in the respor s< to d-am- 
phetamine. We report on the self-rated efezts of orai 
d-amphetamine in a group of depressed petients and 
compare this response with the fourth-wesk antide- 
pressant response to the tricyclic an.icepressant 
imipramine. 


METHOD 


Subjects 


Thirteen inpatients (7 women and 6 men, Pu 2 di 
agnosis of primary affective disorder, inc tding $ uni- 
polar patients, 1 bipolar I, and 3 bipolar i. depresse 
patients, received trials with both d-ampfe.amine anc. 
imipramine. The patients’ ages ranged fron .8 to 60, 
with a mean of 43 years. Eight additioni patients (: 
men and 4 women, of whom 5 were unu:slar and . 
bipolar I depressives) received d-amphe’::mine trial, 
alone. These 8 patients had all previously -ecetved a: 
imipramine trial before they were admitted to the NIF. 
Clinical Center and were all considerec. -mipramin: 
nonresponders because they were still sı f. “ciently de - 
pressed to require hospitalization after meeting the cr- 
terion of 3 weeks or more of treatment dta tmiprz.- 
mine in doses of 150 mg or more per vay as ou - 
patients. 

All patients were voluntarily hospital zed and hes 
signed informed consent forms before per:icipating ia 
the studies. They were diagnosed accord rg to the Re- 
search Diagnostic Criteria (14) for primary affects: 
disorder. Patients with organic brain synt-ome, alco- 
holism, or medical illness were excluded. .nipolar p :- 
tients were depressed patients without = history of 
mania or hypomania, while bipolar I pati2::ts were d- 
pressed patients with a history of hosp:tulization isr 
mania; bipolar I] patients had a history >` hypoman:a 
that was not severe enough to require hcspitalizatic 1 
for mania. 

Patients were rated daily for depressiogn end mania 
by the research nursing staff using the .2::nney-Har `- 
burg Rating Scale (15). The means of t depressica 
ratings of the week before each drug ».-otoco!l were 
taken as baseline depression ratings for that protoce!. 
All patients had been off psychoactive drugs for zi 
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ONE-DAY d-AMPHETAMINE TRIAL 


least 15 days before any of the drug protocols and had 
been maintained on a controlled monoamine diet. Be- 
fore each drug protocol all patients had had experience 
with the self-rating scales. They received identical 
capsules four times daily during the entire study peri- 
od. 


d-Amphetamine Protocol 


Twenty-one patients went through a 7-day double- 
blind, placebo-controlled protocol. This consisted of 
oral administration at 7:25 a.m. of 30 mg of d-ampheta- 
mine (as the base) on 2 separate days and placebo cap- 
sules on the other 5 days. Placebo always was given on 
the first and last days of the protocol. In every case the 
2 d-amphetamine days were separated by at least 2 
days on placebo. For the evaluation of the subjective 
effects of d-amphetamine, the patients completed a 34- 
item mood and behavior self-rating scale 11 times dur- 
ing the protocol day between 7:15 a.m. and 9:30 p.m. 
(10). Groups of items covered by the scale included 
activation, euphoria, depressed affect, and dysphoria 
(10). The average of the 9:00, 10:00, and 10:30 a.m. 
ratings (the times of peak drug effects) was used for the 
evaluation of the morning drug effect. Previously re- 
ported d-amphetamine levels peaked around this time 
and correlated with behavioral responses to ampheta- 
mine (16). 

The ratings from the first placebo day were always 
excluded from the analysis to eliminate ‘‘first-day’’ ef- 
fects of the study. The self-ratings from the morning 
(9:00, 10:00, and 10:30 a.m.) were compared with 
those from both the afternoon (2:00 and 4:15 p.m.) and 
evening (7:00 and 9:30 p.m.) on the placebo days for 
the evaluation of a diurnal variation in depression. The 
self-ratings from the 4 placebo days were averaged and 
compared with the self-ratings from the same times on 
the d-amphetamine days. The mean of the placebo 
days’ ratings was subtracted from the mean of the d- 
amphetamine days’ ratings to determine the d-am- 
phetamine response. We have previously reported that 
the administration of d-amphetamine on 2 different 
days induced similar behavioral responses, which per- 
mitted the use of the mean of the 2 days’ responses 
(10). The replicability of the effects of d-amphetamine 
on the 2 days was evaluated again in this group of de- 
pressed patients. 


Imipramirte Inpatient Trial 


Thirteen patients received a 4-week trial of imipra- 
mine during their hospitalization at NIMH, with a 
mean daily dose of 230 mg per day during the fourth 
week (range of 150-300 mg per day). Imipramine ad- 
ministration was preceded by 2 weeks of placebo and 
followed by placebo. The response was defined by 
comparing the means of the daily behavioral depres- 
sion ratings on the fourth week with the means of the 
daily ratings before the onset of the imipramine trial. A 
change larger than 1.5 on the Bunney-Hamburg scale 
represented a statistically significant change and re- 
flected a clinically significant improvement (13). Re- 
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TABLE 1 ° 
Correlation Between d-Amphetamine Responses and Imipramine 
Antidepressant Trial Response i 


Correlation (7) 


Group N Activation Euphoria Depression Dysphoria 
Women 7 55 55 —.65 22 
Men 6 64 .70 oat. .08 
Total unipolar 9 48 53 —.46 —.13 
Unipolar 

women 6 45 45 —.60 ~ 15 
Total 13 .61* .61* — ,48** .O9 
*p<.01, 
**¥9< 05, 


sponding patients were divided into 2 groups: moder- 


‘ate improvement (1+) if the mean changes in depres- 


sion ratings were between 1.5 and 2.5, and marked 
improvement (2+) when the mean response was larger 
than 2.5 rating units. Responses to imipramine were 
defined as “‘no change” if a mean depression rating 
decrease of less than 1.5 occurred. This allowed us to 
rank order the patients over a 3-point range. Respond- 
ers and nonresponders received similar mean daily 
doses of imipramine in the fourth week; responders re- 
ceived 235+40 mg per day and nonresponders 216+67 
mg per day (t=0.638, p=n.s.). 


MMPI and Individual Differences in d-Amphetamine 
Effects 


It has been suggested that personality factors may 
play a role in response to d-amphetamine (17-19). 
Twenty-one patients completed the Minnesota Multi- 
phasic Personality Inventory (MMPI) (20). The clinical 
subscale scores were examined for possible correla- 
tions with the individual responses to d-amphetamine. 


Monoamine Oxidase 


Platelet monoamine oxidase (MAO) activities were 
evaluated against d-amphetamine responses. MAO 
platelet activity (in nmol/10° platelets per hour) was 
determined in 21 patients using blood samples ob- 
tained just before the first placebo day of the d-am- 
phetamine trial, according to previously described 
methods (21). 


Data Analysis 


Spearman’s (r) and Kendall’s (r) rank-order correla- 
tions were used for nonparametric data analyses. For 
continuous data Pearson’s correlation coefficient was 
used. Two-tailed t tests were applied for paired and 
nonpaired data analyses. 


RESULTS 


Relationship Between d-Amphetamiue and 
Imipramine Responses in the Imipramine Inpatient 
Trial 


Significant correlations were found between the d- 
amphetamine-induced changes in activation, euphoria, 
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FIGURE 1 
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Self-Rated Change Scores of 13 Patients on Activation, Euphoria, Depression, and Dysphoria Items* 
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*The change scores were recorded 11/2-3 hours after the oral administration of 30 mg of d-amphetamine in the morning. The imipramine responses were observed 


during the fourth week of imipramine treatment for each patient. 


and depression self-ratings and the antidepressant ef- 
fects of imipramine (table 1). Figure i shows the indi- 
vidual responses of these patients to d-amphetamine 
and imipramine. Patients are rank ordered according 
to their responses to d-amphetamine. In general, pa- 
tients with the greatest activation, euphoria, and anti- 
depressant responses to d-amphetamine also tended to 
improve with imipramine. There was no apparent rela- 
tionship between the dysphoria responses to d-am- 
phetamine and imipramine antidepressant responses. 


Relationship Between d-Amphetamine and 
Imipramine Responses in the Total Sample 


The d-amphetamine responses of the patient group 
that had only preadmission outpatient trials with 
imipramine closely resembled those of the inpatient 
imipramine responder group rather than those of the 
inpatient nonresponders (table 2). When these 8 
imipramine nonresponders by history were included in 
the rank-order study, the previously significant corre- 


lations all became nonsignificant. Furthermore, when 
this entire group was divided into male, female, uni- 
polar, and bipolar groups, almost no significant corre- 
lations were observed between the self-rated re- 
sponses to d-amphetamine and the antidepressant re- 
sponses to imipramine, although the small numbers of 
patients and lack of equal numbers of patjents in the 
different sex-diagnosis categories render these com- 
parisons unlikely to be informative. Only the euphoria 
self-rated response in the 7 bipolar patients correlated 
significantly with the antidepressant imipramine re- 
sponses (Kendall’s 7=0.65, p<.03). It is of interest 
that the bipolar and unipolar patients exhibited other 
differences when intercorrelations between the sub- 
jective responses to d-amphetamine were examined 
(i.e., activation versus euphoria versus dysphoria ver- 
sus antidepressant response). While the bipolar pa- 
tients had no significantly intercorrelated subjective 
responses to d-amphetamine, the unipolar patients 
showed highly significant intercorrelated subjective re- 
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TABLE 2 
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Means and Ranges of Self-Rated Changes in Behavior After d-Amphetamine in Imipramine Inpatient Responders and Nonresponders and in 


Imipramine Nonresponders by History 





Group 


Inpatient imipramine responders 
Mean 
Range 

Inpatient imipramine nonresponders 
Mean 
Range 

Nonresponders by history 
Mean 
Range 


Activation Euphoria Depression Dysphoria 
7442.4 7.5+2.8 5.0+2.8 0.3+1.9 
—6.0- 18.3 —1.5-—18.2 —4,4—18.3 —10.7—9.2 
0.9+ 1.6 0.6+1.8 —0,4+0,7* 0+1.0 
= leo). —1.9-8.9 =10- 11 —2.1-2.0 
8.3+3.0 7.92.9 6.0+1.4 —~0.6+1.0 
—0.5-24.8 =3,1— 19.1 1.4— 12.8 —5.6—3.1 


*p<.005 (comparison of imipramine inpatient responders with nonresponders). 


+ 


sponses, with a strong positive correlation between ac- 
tivation and euphoria (r=92, p<.001) and strong nega- 
tive correlations for activation and euphoria versus 
dysphoria (r=—.59, p<.01) and depression versus the 
other self-rated categories (r ranged from —.72 to 
—.77, p<.001). 


Replicability of d-Amphetamine Responses 


Self-rated antidepressant responses on the first and 
second days of d-amphetamine administration were 
significantly correlated at the time of peak drug effect 
(r=91, p<.001, N=19). This was also the case with the 
self-rated activation (r=.52, p<.05), euphoria (r=.63, 
p<.01), and dysphoria responses (r=.87, p<.001, two- 
tailed t test). 


Relationship Between Diurnal Variation in Self-Rated 
Depression on Placebo and Response to 
d-Amphetamine 


To evaluate whether circadian variations in mood 
would affect drug response, we examined the relation- 
ship between d-amphetamine responses and change of 
mood during the day. Differences between morning 
versus afternoon and morning versus evening self- 
rated depression on placebo were not significantly cor- 
related with d-amphetamine responses in the 21 pa- 
tients. 


MMPI Clinical Subscales and Individual Differences 
in d-Amphetamine Effects 


The depression (r=—.47), psychasthenia (r=— .48), 
and social introversion (r=—.46) subscales of the 
MMPI showed significant negative correlations with 
activation responses to d-amphetamine at the time of 
peak drug effect (p<.05). Dysphoria responses to d- 
amphetamine were negatively correlated with the hys- 
teria subscale (r=—.52, p<.02). No other significant 
correlations were observed between the MMPI clinical 
scales and the subjective responses to d-amphetamine. 


MAO and Individual Differences in d-Amphetamine 
Effects 


Platelet MAO activity (mean + SEM) for the men 
was 8.8+0.97 nmol/10® platelets per hour; the women 
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13.2+1.23; the unipolar patients 11.941.2; and the 
bipolar patients 9.4+1.20. MAO activity did not seem 
to be related to the euphorogenic (r=.06) or activation 
effects (r=— .03) of d-amphetamine in this sample, in 
contrast to the findings of a previous report (22). 


DISCUSSION 


We found significant correlations between the self- 
rated responses to d-amphetamine and the antidepres- 
sant effects of imipramine, results consistent with the 
one previous study reporting a significant association 
between individual differences in responsiveness to 
these two drugs (6). We caution that our data and the 
data of Fawcett and his colleagues (6, 12, 13) do not 
necessarily imply that d-amphetamine response will 
predict response to imipramine in all patients, because 
both of these studies used small groups of hospitalized 
patients who were carefully selected for depressive 
features. Larger-scale investigations, such as inter- 
hospital studies, are needed to establish the predictive 
value of d-amphetamine in a wider variety of de- 
pressed patient subgroups. 

The relationship between the responses to the two 
compounds disappeared when 8 additional patients 
were included in the sample after their d-amphetamine 
responses were evaluated. These 8 patients presum- 
ably had not responded to a trial of imipramine before 
coming to NIMH and were currently in the same de- 
pressive episode. One possible explanation for the dis- 
crepancy between the inpatient imipramine sample 
and the imipramine nonresponders ‘‘by history” may 
come from the work of Johnson (23) and Kotin and 
associates (24). These authors reported that depressed 
patients frequently are inadequately treated with anti- 
depressant drugs before hospitalization, often because 
of premature discontinuation, Incomplete compliance, 
or inadequate dosage regimens. Since the 8 patients 
had d-amphetamine responses thaf were similar to 
those of the NIMH imipramine responders, some non- 
responders may have responded to imipramine under 
strict Inpatient supervision and/or with higher doses. 
Careful clinical documentation before and during 
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treatment may also have been lacking with these pa- 
tients. It would seem that quantitative psychological 
ratings could be useful not only in a clinical-research 
setting but also as a part of standard clinical practice. 
Similarly, in our double-blind evaluation of the neuro- 
leptic treatment of schizophrenia, we frequently have 
found that supposed nonresponders may respond to 
neuroleptics if the dosage and treatment course are 
carefully monitored (van Kammen and associates, un- 
published data). 

Our methodology is somewhat different from that of 
Fawcett and Siomopoulos (6) in that we used two ad- 
ministrations of 30 mg of d-amphetamine on two days 
that were separated by two days of placebo adminis- 
tration, while they gave two doses of 15 mg of d-am- 
phetamine at 7:00 and 10:00 a.m. during the study day. 
Furthermore, we used only self-rated data (means of 
three observations) on each of two days. We have pre- 
viously reported significant correlations between anti- 
depressant responses to d-amphetamine found with 
this self-rating scale compared with observers’ behav- 
ioral ratings (10). 

It is known that d-amphetamine acts almost immedi- 
ately, compared with the longer time required for tri- 
cyclic drug effects to appear. The activation, euphoria, 
and antidepressant responses to d-amphetamine are 
significantly correlated with d-amphetamine blood lev- 
els (16). It is intriguing that a correlation was found 
between the two drug responses (amphetamine and 
imipramine) because much of the variance In response 
to both compounds has been reported to be accounted 
for by differences in plasma drug levels among dif- 
ferent individuals (16, 25). This raises the question of 
whether some common factors influencing the blood 
levels of both drugs (e.g., microsomal enzyme activi- 
ty, absorption, and distribution) might be present. 
That a correlation was found between d-amphetamine 
plasma levels and the self-rated response to d-am- 
phetamine (16) and between the latter and the ob- 
served response to imipramine (this report) may indicate 
that those patients with only a moderate response to 
imipramine did not develop sufficiently high blood lev- 
els, for example, on the basis of not receiving an ade- 
quate therapeutic dose. This possibility suggests the 
need for clinically available methods for tricyclic 
blood level determination and for a better understand- 
ing of the kinetics of imipramine metabolism. 

The amphetamines have been used tn the treatment 
of depression, although their efficacy has not been 
consistently demonstrated (24-26). However, the indi- 
vidual response is extremely variable (8, 10, 11). In 
studies with larger groups of patients these individual 
variations may have accounted for the differences in 
antidepressant effects of chronic d-amphetamine re- 
ported by some researchers (27), although not by oth- 
ers (28). : 

Amphetamines may also have unpleasant side ef- 
fects—for example, irritability or loss of sleep—which 
may render more complex the assessment of an antide- 
pressant effect. How sustained the antidepressant 
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properties of d-amphetamine are has apparently never 
been comprehensively evaluated. Since ©O-erall and 
associates (28) reported the similarity b2iween the 
antidepressant effects of d-amphetamine an'i those of 
tranylcypromine (a MAO inhibitor) in des-essed va- 
tients, apparently no reports of attempts at replication 
have appeared tn the literature. Anecdota! reports in- 
dicate that some depressed patients may co well on 
these drugs, while some psychiatrists use c-ampheta- 
mine or its congener, methylphenidate, to overcome the 
lag time in response to tricyclic antidepressants (29). 

Low urinary excretion of 3-methoxy-4-hvdroxy- 
phenylglycol (MHPG) has been associated viih a posi- 
tive response to imipramine (12, 13, 30-32:. Fawcett 
and associates (12) and Maas and associate: (13) have 
also reported that low treatment urinary M. (7G tend- 
ed to be associated with an antidepressant rzsponse to 
d-amphetamine. In a preliminary repor. on 8 de- 
pressed patients receiving d-amphetamine (22), low 
pretreatment MHPG also tended to corre.¢.2 with ar 
increase in activation response to d-amphetamine. 
MHPG is considered to reflect central nor2sinephrine 
metabolism (13). Low pretreatment MHP excretion 
is consistent with the norepinephrine hypo‘!-esis of de- 
pression (33, 34). Schildkraut G0) and Bechmann and 
Goodwin (31) reported that patients wita high pre- 
treatment MHPG excretion values are mor? likely tc 
respond to amitriptyline. A study similar iv ours for 
amitriptyline may clarify this. 

It has been suggested that personality «© :turs cor- 
tribute to individual differences in d-ampt elamine re- 
sponse (17, 19). Other factors, such as slee» depriva- 
tion, may alter individual responses to d-a.r shetamine 
(18). In the present study patients who r:ied them- 
selves as relatively more depressed, an’.tous, anc 
withdrawn on the MMPI tended to experience less ac- 
tivation in response to d-amphetamine. However, ir 
apparent contrast to the report of Kiloh anc associate: 
(17), depressed patients in the present stuc y whe hac 
higher MMPI hysteria scale scores repcried feeling. 
relatively less dysphoric during the ampheti:mine trial. 
It may be assumed that the relationships b:tween the: 
amphetamine response and the personality “actors are 
largely chance findings. 

A worsening of depression in the morn rg has vee 
considered a sign of endogenous (‘‘vital, serious) de 
pression in contrast to neurotic depressior , which mas 
be worse in the evening (35, 36). Endogenc.s depres 
sion responds better to tricyclic antidepr2 sants tha: 
does neurotic depression. Our data do not indicate tha. 
a diurnal variation in depressive symptoms correlates 
with d-amphetamine responses. 
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Third-Party Payers: To Pay or Not to Pay 


BY STEVEN S. SHARFSTEIN, M.D. 


Insurance companies have traditionally been wary of 
providing coverage for mental illness for two reasons: 
1) they fear that people would bring a mental illness on 
themselves or would use treatment for self- 
actualization, and 2) they fear the risk of providing 
never-ending treatment for ‘incurable’ illness. The 
author states that the insurers’ fears are groundless 
but suggests that psychiatrists research the utilization 
and costs of their treatments in insurance plans 
collaboratively with the actuaries who determine 
policy and premiums. Retrospective and prospective 
criteria for outcome and effectiveness of psychiatric 
treatment must be developed and applied. 


THE EXTENT to which health insurance meets the cost 
of psychiatric services is limited. In their landmark 
publication Health Insurance and Psychiatric Care: 
Utilization and Cost, Reed and associates (1) esti- 
mated that only 12.5% of expenditures for mental 
health care in 1968 was paid for by health insurance. 
Although there is some reason to believe that this par- 
ticular figure is expanding, it is still estimated to be far 
below the coverage by insurance benefits for physical 
illness, which represents over 25% of total personal 
health care costs. The historical reasons for less cov- 
erage for mental health care under health insurance are 
complex, and major issues today remain cloudy. It is 
the purpose of this paper to review the difficulties in- 
surance carriers have in ‘‘working through’’ insurance 
coverage for psychiatric care. 

In the early development of health insurance in the 
United States in the late 1930s there was debate over 
which services should or should not be covered and 
the extent of such coverage. One overt concern then 
and perhaps a more covert concern today regarding 
mental health coverage was something called the 
‘moral hazard” of the insured. This is defined as any 
characteristic of an insured person that tends to in- 
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crease the likelihood and/or the severity of z situation 
for which the person has insurance. Insurvnce pre- 
supposes that the covered situation is likel; to be a 
chance event uncontrollable by the insurec ~erson. If 
the insured person finds it desirable to ce 'e'op ‘he 
condition for which he or she has the insur3..ce¢, it un- 
dermines the whole integrity of the insurarc : system. 
A dramatic example of this is setting fire tc -ne’s own 
house in order to collect homeowner’s insu: ance. 

Mental illness and substance abuse in ovr culture 
are not seen or understood in the same w2, physical 
illness is understood. The mentally ill incividual is 
considered more responsible for bringing 01 ätrnseif or 
herself an anxiety state, depression, or £2 alccho! 
problem. Furthermore, there is the cultura ..tereotype 
that relatively healthy people seek psychoanalysis for 
self-actualization or self-fulfillment rathcr than be- 
cause they have developed an incapacitating illness 
that requires treatment. In the 1950s the case “or cov- 
erage of mental disorders under insurarc: was set 
back by the experience of the Actors’ Equit: nany of 
the enrolled population promptly went un. psycho- 
analysis after insurance that covered this ‘reatmen‘ 
was provided to them. Today, in the Feder::: ::mvioy- 
ees Health Benefits Program, which mai.:tcins ex- 
cellent coverage for nervous and mental dis :rcers, the 
discussion rages in relation to longer-term: reatment: 
as to whether the care is medically necesse -y and ap- 
propriate. More and more confidential inic:mation i: 
being required by insurance carriers to <sertain the 
medical necessity of continued treatment; .vecial con- 
cern is voiced about psychoanalysis. 


THE ROLE OF THE PUBLIC SECTOR 


Mental health services contrast with ¢-ner healt: 
services not only in the fact that they repres*ht a lowe’ 
proportion of the cost paid by health insurzrice but al- 
so in the fact that a dramatically higher pı cportion c! 
the costs are paid by the public sector—ceniefiy stat > 
and local governments. Two-thirds of all rental car: 
costs come from this sector, compared v'tin iess tha - 
one-third for all other health care. The pu lic instit- 
tion and the traditional custodial care pro sided in put- 
lic institutions have fixed an ugly image cf ment<’ 
health care and treatment in the public ee. Despit > 
recent developments many people feel ‘2a: seriou., 
mental illness is incurable and drains public and pri- 
vate resources of society. The issue of puvlic suppo: + 
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for the lion’s share of mental treatment is also related 
to the fact that different types of mental illness are re- 
lated to social class. Studies associating the most se- 
vere pathologies with the lower social classes maintain 
the poorhouse image for treatment of the mentally ill. 

Thus at the one extreme private insurance com- 
panies are wary of mental coverage because of the 
‘“moral hazard’ of people bringing a mental illness on 
themselves or seeking self-actualization or self-fulfill- 
ment through mental treatment, and at the other ex- 
treme they are wary of the thousands of “‘incurables’’ 
who languish in custodial institutions. The insurers 
fear that either extreme will bring financial ruin to an 
insurance program. 


EXPLODING THE MYTHS 


Since the 1950s dramatic developments have 
brought mental health care into the mainstream of gen- 
eral medical care. These changes include the develop- 
ment of psychiatric units in general hospitals, the ef- 
fective use of psychotropic medications, and the shift 
in locus of care away from the remote long-term custo- 
dial institutions back to the community. Data from re- 
cent studies of health insurance plans and the commu- 
nity mental health centers program indicate that the 
fears of insurance companies about the utilization and 
costs of mental treatments are groundless. Data from 
the Blue Cross/Blue Shield federal employee plan, for 
example, with its very generous coverage for psychiat- 
ric conditions (with cost sharing), indicate that the pro- 
portion of mental and nervous to total health benefits 
has stabilized at around 7.5% for the past 5 years (2). 
Data from the provincial program of medical care in- 
surance in Canada indicate that the proportion of 
psychiatric care to total medical payments is between 
1.4% and 5.4% in various provinces, depending on the 
availability of psychiatrists (2). 

Furthermore, data from community mental health 
centers indicate that long-term care is much more the 
exception than the rule. The 1973 data from commu- 
nity mental health centers in Kentucky show that 87% 
of outpatients were seen for 10 or fewer visits per epi- 
sode of care (3). Even in state and county mental hos- 
pitals, most inpatient care is now for less than 30 days; 
these hospials thus meet the definition of acute short- 
stay hospitals (3). 

The compelling accumulation of utilization and cost 
information is forcing both private health insurance 
companies and national health insurance planners to 
reassess the role of mental health coverage. Major 
medical insurance coverage almost always includes a 
short-term psychiatric hospitalization benefit (30-45 
days/year) and limited short-term outpatient visits (10- 
30 visits/year). An issue of concern, however, is the 
extent to which mental care can be reviewed in a simi- 
lar fashion to physical care, especially in the out- 
patient sector. The insurance industry must provide 
more evidence of the ‘‘cost legitimacy” of the benefits 
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it pays. The rapid escalation in health care costs en- 
dangers the accessibility to all health care. Therefore, 
third-party payers insist that the provider of care dem- 
onstrate that every dollar spent is for medically neces- 
sary and appropriate care. 


ACCOUNTABILITY OF MENTAL HEALTH 
COVERAGE 


Most inpatient psychiatric care can be reviewed on 
the basis of admission criteria and by length-of-stay 
norms. It is in the outpatient sector that the review of 
psychiatric care becomes more problematical. This is 
especially true in the case of intensive outpatient psy- 
chotherapy and psychoanalysis. The following issues 
are often raised: 

1. What is the validity of the diagnosable condition? 
Is it a medical condition? The fact that most out- 
patients superficially seem to function well in work 
and with their family is inconsistent with the medical 
model, which assumes incapacitation from disease and 
assumption of the patient role. 

2. Is the treatment offered the most cost effective? 
Would shorter term individual treatment or group 
treatments produce an equally good result? 

3. What are the qualifications of the person who 
provides the treatment? Since there is no Board certifi- 
cation for intensive psychotherapy, who is qualified to 
conduct this technically demanding treatment? Why is 
a medical degree necessary for talking treatments? 
Which nonphysicians are qualified? 

4. To what degree does the communication of infor- 
mation from the person who provides the treatment to 
the insurance carrier compromise the privacy of the 
therapist-patient relationship? Most mental health pro- 
fessionals insist on a need for strict confidentiality in 
order for psychotherapy to proceed. If there are many 
questions about'the medical necessity of treatment, its 
length and intensity, and the qualifications of the pro- 
vider, how much and how often must such information 
be provided to an insurance company or other third- 
party payer? How much peer review should be ex- 
pected for this treatment? What about prior authoriza- 
tion? When does providing the information interfere 
with the treatment itself? 

5. Finally, in any open-ended benefit structure, the 
question remains at what point you can say that treat- 
ment has gone far enough and should go no farther. 

Quality assurance efforts and the review of the ne- 
cessity of continued treatment presuppose a model 
that may be antithetical to psychotherapy. The law of 
diminishing marginal return applies to most medical 
conditions: this is to say that in any given medical 
treatment a (usually predictable) point is reached 
where an additional increment of. the medical treat- 
ment will not provide an additional increment of 
health. With psychotherapy, however, it is unlikely 
that a predictable increment of health will be evident 
with each increment of treatment. The phenomena of 
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resistance, regression, and negative transference lead 
to a wave curve of treatment progress. An increment 
of treatment could lead to a decrement of mental 
health over the short term; only much later will the 
progress toward health resume. How, then, is one to 
measure progress in the course of a treatment that 
defies the law of diminishing marginal returns? Also, 
how can the insurance companies and other third par- 
ties be educated about the differences in psychiatric 
treatments without completely throwing out the medi- 
cal model? 

We have little experience in the review of psychiat- 
ric care. Only recently have we been able to demon- 
strate the cost stability and predictability of compre- 
hensive mental coverage under health insurance, and 
this is not enough. Research on the cost-effectiveness 
issue that is related to health outcomes and is con- 
vincing 1s necessary. A model for such research was 
provided in West Germany 20 years ago. 


WEST GERMAN INSURANCE STUDIES 


Duehrssen (4, 5) and her colleagues at the Central 
Institute of Psychogenic Illness of the Berlin General 
Health Insurance Office did an extensive follow-up of 
patients who had had analytic psychotherapy or psy- 
choanalysis. They developed a system for evaluating 
patients at the onset of treatment and at the end of 
treatment and then followed up on nearly 1,000 patients 
after 5 years. The criteria used for evaluating patients 
in this study included 1) a precise description of the 
symptoms of illness as well as its duration, 2) data on 
utilization of general health care, especially in-hospital 
care, 3) data on the work capacity of the individuals, 
and 4) self-evaluations of the treatment by the patients 
themselves. 

The 1,004 study patients who underwent individual 
analytic psychotherapy or psychoanalysis had had an 
average number of 100 hours of treatment. Twelve 
percent ended treatment prematurely, 12% continued 
privately after their insured limit of 200 visits ran out, 
and 10% said they wanted further treatment after 200 
visits but could not afford further treatment. The re- 
searchers could not find 101 of the study patients at 5- 
year follow-up, 13 had died, and 845 of the remaining 
890 patients were evaluated, providing an extremely 
high response rate. Only 45 of the 890 patients refused 
to provide follow-up information. In 5 years 647 pa- 
tients were followed up by direct interviews, 104 re- 
turned detailed questionnaires, and 94 had home visits 
by a social worker. 

In terms of outcome, 13% of the patients were 
judged to have had at least one relapse during the 5- 
year follow-up period. The most interesting statistic 
was that of 845 patients, the hospital rate was .78 hos- 
pital days per year, which compared with a pre-treat- 
ment average of 5.3 days per year and a general aver- 
age for the insured population of 2.5 hospital days per 
year. This included hospital days for any illness, not 
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just mental illness. Prognostic measures bui't in at the 
onset of treatment also had a high degree ef validity 
and reliability: patients wtih favorable prcgazoses had 
excellent outcome measures at the termination of 
treatment and this held true at 5-year follow-up. There 
was also a very high degree of patient s::isfaction: 
81% felt strongly at 5-year follow-up that they had 
been helped by the treatment. 

Although there were some methodologica: problems 
with this study, it is clear that follow-up hai seen con- 
ducted on a large number of patients with a «ufficiently 
long interval between treatment and follev’-up. This 
kind of research helped both preserve anc :xtend the 
national health insurance benefit for the m2~tally ill in 
West Germany and led to a more effigient ano effective 
prior authorization and peer review system (iroughout 
that country. 


WHAT CAN PSYCHIATRY DO? 


Psychiatry is a part of medicine. Together with other 
physicians, psychiatrists must promote tn. value of 
their treatments to the public and must be :cccuntable 
for the costs. Continued study of utilizaticr and costs 
in both private and public insurance plans :s necessary 
and should be done collaboratively with t: actuaries 
who determine policy and premiums. Worl:ing with in- 
surance carriers also means mutual education: psychi- 
atrists could decide on the rationale for verticular 
treatments, especially as they depart from ‘ne ‘*med)- 
cal model.” Standards for claims reviewer. must be 
developed so that there is a system of ac2suntability 
that allows for increasing intensity of review based on 
flagging criteria and leading to timely p2¢r review. 
These standards must include adequate sa’czuards for 
confidentiality. 

Peer review must be more than a ratifica::on of the 
‘‘usual and customary.” It must begin to develop ea 
body of knowledge similar to case law and iser be able 
to apply this knowledge around the country. Outcome 
and effectiveness criteria must be develoo:d ana ap- 
plied—not only retrospectively but prospe :.ively, as It 
was In the West German studies. Both the insurance 
industry and psychotherapists have an inter:st in dem- 
onstrating cost savings as a result of psychistric treat- 
ments. It is astonishing that so little has keen done tc 
demonstrate such savings in the United Ste.es to date 
(6-8). What has been done is tantalizing sult not sc 
overwhelmingly persuasive as to overcont: long-helc 
beliefs on the uninsurability of mental illnes;. As a re- 
sult, generous national health insurance coverage for 
psychiatric disorders in in doubt. As treatriznts depart 
from the perspective of the medical mode! ii is essen- 
tial to make extra efforts to justify their necessity 
and cost effectiveness. If the evidence c“ cost ef- 
fectiveness is unconvincing, national h2«!th insur- 
ance in the United States will not pay fcr treatment! 
for mental illness. This kind of care is cestly. ¥/he 
will pay? 
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Foundations’ Fund Prize for Research in Psychiatry 


The American Psychiatric Association is inviting submissions for the second annual 
Foundations’ Fund Prize for Research in Psychiatry. 


Candidates for the prize should be citizens of the United States or Canada and should be 
nominated by a sponsor. Sponsors should be members of the American Psychiatric Asso- 
ciation. Members of the prize board are excluded from submitting nominations. 


The sponsor should submit a supporting letter justifying the nomination in detail and sum- 
marizing the nominee’s research accomplishments. 


The nominee should submit the following: 


1) An up-to-date curriculum vitae, 

2) An up-to-date bibliography, 

3) A group of representative and thematically linked papers or books published (or 
accepted for publication) in English and dated within 10 years of the deadline for 
submission, and 

4) A summary statement written by the nominee that emphasizes the principal theme or 
themes running through the work and its internal cohesiveness and consistency. 


Six copies of each entry should be submitted to Joel J. Elkes, M.D., Chairperson, Founda- 

tions’ Fund Prize Board for Research in Psychiatry, American Psychiatric Association, 

1700 Eighteenth Street, N.W., Washington, D.C. 20009. Entries will be acknowledged but 

cannot be returned. The award will be presented at the Convocation of Fellows at the APA 
ə annual meeting in May 1979. 


The deadline for submission is December 1, 1978. Any entry received after that date will 


automatically be entered for consideration for the 1980 award unless withdrawn by the 
nominator or candidate. 
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Combat Neurosis in Inner-City Schools 


rh 


BY ALFRED M. BLOCH, M.D. 


The author studied 253 classroom teachers who were 


referred for psychiatric evaluation because of varying 
degrees of psychological stress and physical trauma. 
These teachers had experienced actual assault or the 
threat of assault in inner-city schools. The author 
evaluated these patients’ ego functioning, attitudes, 
current life situations, and the presence of any 
predisposing factors. On the basis of these evaluations 
and using guidelines established in studies of combat 
neurosis, he recommends that individuals who 
experience severe occupational stress be provided 
psychological training to prepare them to handle 
stress, constant support of and access to people in 
administrative positions, and a mechanism for crisis 
intervention. 


THE CONCEPTUAL FRAMEWORK provided by definitive 
studies of military casualties more than 30 years ago 
by Grinker and Spiegel (1) and more recently by Glass 
(2) and others (3-6) established clearly the causal rela- 
tionship between continued environmental stress and 
strain and symptoms of psychological and psycho- 
physiological manifestations of traumatic war neuro- 
sis, or ‘‘combat neurosis.” I have observed a more re- 
cent form of combat neurosis. Classroom teachers in 
inner-city schools are seeking treatment for symptoms 
of continual psychological stress and physical assaults 
that result in temporary and sometimes total decom- 
pensation. A group of these ‘‘battered”’ teachers form 
the data base of this study. These people face environ- 
mental stresses that have been and still are escalating. 
Since 1972, classroom murders have increased 18%, 
rapes 40%, robberies 37%, and physical assaults on 
teachers 77% (7). According to Newsweek (8), the Sen- 
ate Subcommittee on Juvenile Delinquency reported 
that during the academic year 1975 vandalism and vio- 
lence in schools continued to increase: annual destruc- 
tion of school properties exceeded $600 million, and 
70,000 classroom teachers reported serious injuries 
from physical assaults by students. Many more in- 
juries are probably never reported. For a variety of 
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political reasons, the quantitative and quelitative ex- 
tent of such physical assaults is not widely acknowl- 
edged. 

Unless powerful defense mechanisms are used, the 
response to danger is fear, the most, potent source of 
arousal of the autonomic nervous system. Changes are 
effected in respiration, blood pressure, and cate- 
cholamine secretions (increased plasma corticosteroid 
concentrations and urinary steroid excretions). Sus- 
tained arousal of hypothalamic action systems chan- 
neled to differenct target organs has been shown to 
culminate in such diseases as hypertension, peptic ul- 
cer, and diabetes mellitus (9-11). Many of the psycho- 
logical symptoms evident in the teachers who seek 
treatment are also analogous to those observed in 
combat neurosis: emotional tension (anxiety, 1n- 
security, nightmares, excessive startle response, 
phobias), cognitive impairment, and conversion symp- 
toms. 

Although there are many studies of various causa- 
tive aspects of juvenile aggression leading to violence 
in schools, these only illustrate Holt’s concept that 
“the school is the battleground of society” (12). 1 am 
aware of no comprehensive study of the effects of vio- 
lence and its psychological and psychophysiologicai 
sequelae in classroom teachers who have been its tar- 
get. These people are on one of the front lines of so- 
ciety. Others on the front lines include the police, but 
they have chosen to be there, they are better equipped 
physically and psychologically for such duty, and they 
possess devices for self-protection and implementa- 
tion of their will. 


PATIENTS 


The patients selected for this study were 253 class- 
room teachers (158 women and 95 men) from Los An- 
geles inner-city schools. All of these teachers were 
victims of varying degrees of psychologica! stress and 
physical trauma. Evaluated during the period of Octc- 
ber 1971 through June 1976, these patients were white, 
black, Mexican-American, and Oriental and had 
taught in inner-city schools for periods ranging from 3 
months to 14 years. Their average age was 42, with a 
range of 23-61. They were referred to me for psychiat- 
ric evaluation by a variety of sources, including other 
physicians, coworkers, union representatives, and at- 
torneys representing them in Workers’ Compensation 
applications. 
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COMBAT NEUROSIS IN INNER-CITY SCHOOLS 


The evaluations of these patients revealed an evolv- 
ing pattern dramatically similar to that seen in early 
studies of combat neurosis, with implications for diag- 
nosis, treatment, and, more importantly, prevention. 
The teachers themselves referred to the schools they 
worked in as the combat zone. Therefore, I used stud- 
ies of combat neurosis (1-6) as guidelines in assessing 
the results of the psychiatric evaluations of these pa- 
tients and in testing the patients. 

Before each psychiatric evaluation I reviewed each 
patient’s medical record. I then evaluated the patient’s 
ego functioning, attitudes, current life situation, and 
the presence of any predisposing factors. Each patient 
routinely completed a Minnesota Multiphasic Person- 
ality Inventory {MMPI), the Bender Gestalt Per- 
ceptual Motor Test, and the Beck Inventory of De- 
pression. If there was an indication of organicity or 
psychosis, projective testing was also performed. 
Testing was also used as an indicator of progress in 
treatment. 


SIGNS AND SYMPTOMS 
Review of Medical Records 


Because these teachers’ employment contract pro- 
vided medical coverage (usually with the Kaiser Per- 
manente Medical Group), a clear, well-documented 
chronological medical record was sent to me before 
my evaluation of the patient. Therefore, unlike in the 
earlier studies of combat neurosis, I had documenta- 
tion of the fact that 134 of the 253 teachers had exten- 
sive medical histories representing 2~10 years of psy- 
chophysiological response to continued stress. These 
data also allowed a more comprehensive study of 
symptoms developed during their teaching career due 
to the stress response of repeated and sustained arous- 
al of hypothalamic action systems channeled to dif- 
ferent organs, with resulting cardiovascular, gastroin- 
testinal, and respiratory disorders. Important life 
stress events and the development of symptoms for 
which medical consultation was sought could usually 
be correlated. 


Clinical Evaluation 


Twenty-eight percent of the patients had sustained 
actual physical assault on campus. They had suffered 
lacerations, bruises, head injuries, seizures, and deaf- 
ness. Most of the physical injuries were minor, how- 
ever. Those who had been attacked without provoca- 
tion or did not know their assailants seemed to experi- 
ence the greatest difficulties. The majority of assaults 
were of this type. 

The symptoms described by Grinker and Spiegel (1) 
of hypochondriasis and conversion phenomena were 
evident in these patients as complaints of fatigue, 
weakness, blurred vision, tinnitus, irritability, sensi- 
tivity to weather, dizziness, malaise, and a variety of 
depressive equivalents. Almost all of the patients had 
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some psychophysiological manifestations of long-term 
stress. I frequently observed during the interview that 
mental reliving of stressful events reproduced the psy- 
chophysiological responses. Other similarities to pa- 
tients with combat neurosis included predisposing per- 
sonality factors, the patients’ tendency to focus on so- 
matic symptoms, and their impaired morale and sense 
of futility. A relatively minor physical injury or somat- 
ic complaint often became the unconscious focus of 
psychological decompensation with ego-syntonic sec- 
ondary gain. Depending on the particular target organ, 
the symptoms of these patients represented the entire 
spectrum of stress-related illness (see table 1). 

Psychological testing generally indicated obsession- 
al, passive, idealistic, dedicated individuals who were 
unable to cope with or understand the violence direct- 
ed toward them. They were unable to defend them- 
selves or strike back. Unconsciously, these patients 
identified authority figures as parental figures with 
idealized attributes of wisdom, justice, love, and pro- 
tection. The patients’ levels of anxiety and depression 
were consistently high, and they had a tendency to fo- 
cus On various somatic expressions of anxiety. 


Predisposing Factors 


Factors predisposing to neurosis in military person- 
nel were applicable to these teachers (13-15). Primari- 
ly, these centered around an impaired ability to deal 
effectively with fear or anger. Almost 80% of the 
teachers who succumbed to sustained stress were cat- 
egorized as passive, rigid, and moderately obsession- 
al. They were moralistic and had relatively harsh su- 
per-egos. Unable to strike back when they were the 
target of violence or hostility, they internalized their 
fear and rage. 

It is important to emphasize that none of the patients 
in this study had received any psychological or phys- 
ical training to prepare them to face the threat of vio- 
lence in the schools. Without this basic training they 
were unable to facilitate optimal autonomic function 
during crisis or attack (16-18). 


Environmental Stress 


The continuum of violence directed toward these 
teachers included repeated threats of murder and/or 
rape. Actual physical assault and injury occurred, as 
did theft, arson, and vandalism of their property. 
Threats of a brutal attack were often more psychologi- 
cally disabling than the actual event. Campus violence 
not specifically directed at these teachers included 
bombing of school buildings, theft and destruction of 
campus equipment, fights between students and gang 
members, murder, rape, and the presence of weapons 
on campus. Student locker searches revealed drugs, 
dynamite, knives, ammunition, and firearms. The 
presence of anonymous gang members and campus va- 
grants in inner-city schools is a major source of vio- 
lence and has caused continued anxiety to the students 
and faculty. 
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TABLE 1 
Primary Physical Complaints of 253 Teachers Referred for Psychiatric 
Evaluation* 


Number of 

Complaint Patients 
Gastrointestinal disorders: burning, cramping, 

nausea, diarrhea, ulcer, colitis, other 114 
Musculoskeletal disorders: functional overlay to 

injury, backaches, other 34 
Respiratory disorders: asthma, frequent bronchial 

infections, other 3 
Headaches: migraine, tension, other 29 
Cardiovascular disorders: palpitations, hypertension, 

coronary artery disease, atherosclerosis, other 19 
Skin disorders: neurodermatitis, allergies, other 14 
Miscellaneous: hypochondriasis, conversion 

symptoms, other 12 


*Almost all of the patients had symptoms representing more than one system 
involved in the stress response. Headaches and gastrointestinal symptoms 
were extremely common. 


Many of the patients reported that their classrooms 
were overcrowded by as much as 75%. These classes 
often contained a large proportion of violence-prone 
continuation students, many of whom had police rec- 
ords of juvenile delinquency and detention. The teach- 
ers reported that when violence-prone or acting-out 
students became disruptive in class they were sent to 
the administrator’s office. They usually returned 
promptly without having been reprimanded. If they as- 
saulted a member of the faculty, they were suspended 
from school for a few days and then returned, often as 
heroes to their classmates. 

Sixty-eight percent of the patients reported that they 
had been discouraged from discussing the incident 
with other members of the faculty. Thus, they were 
denied an important opportunity for obtaining support 
and reality testing. The majority of the petitions sub- 
mitted annually by teachers requesting transfer to less 
stressful schools were denied. The added stress of no 
exit from what they viewed as an intolerable situation 
contributed to the development of symptoms. Psycho- 
physiological complaints increased until many became 
disabled. 


Morale and Leadership 


The teachers felt especially demoralized when, in at- 
tempting to report an attack, they found the principal 
to be indifferent or, worse, fault-finding. Many, like 
rape victims, were made to feel responsible for being 
assaulted. 

After sustaining a prolonged battering from an angry 
black student wielding a chair as a weapon, a white 
teacher reported the assault to his principal and was 
informed, “‘This [incident] is your fault and reflects 
your inability to communicate with the minorities.” 
The patient has rot returned to teaching. The same 
teacher had survived an even greater physical assault a 
year earlier. In that instance, however, he had felt the 
immediate and complete support of a different admin- 
istrator. He had returned to his classroom the next 
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day. When asked to subjectively correlate | < effect of 
the lack of administrative support in the raore recent 
incident to his inability to resume his teaching career, 
this patient unequivocally acknowledgcec: that he 
would still be in the classroom today if tac situation 
had been handled better. This experience c" crossfire 
is not unique and contributes substantially :c disability 
and the need for psychiatric treatment amc: g batterec 
teachers. 

The teachers said that they were usuaily dis- 
couraged from reporting incidents of vic ance. Al- 
though legally required to do so, they rece ved the im- 
plicit (and sometimes explicit) message trat it was 
“not in their best interest” to pursue the ratier, i.e.. 
that the administrators might consjder ti-m unsuc- 
cessful. They thus functioned under a .wo-edged 
Damoclean sword: the threat to their job tevzurity ana 
the ordeal of facing continued classroom a:d campus 
violence. 


CONCLUSIONS 


These teachers had symptoms of postir.urmatic c 
combat neurosis as clinically defined. The r:lationshiz 
of stress to physiological response and ph“! cal ilines: 
has been well documented in certain disvases. The 
relationship between stress and psycholc p'cel denle- 
tion has also been studied extensively. Z. hcugh the 
psychiatric needs of teachers who succu'r 5 to stres! 
still require further definition, I reviewe:! the effect: 
of trauma and stress on these patients by 1.9. ying the 
guidelines used in studying the survivors « var. The 
consensus of military studies of morbidir, following. 
periods of stress was based primarily on the followiny- 
factors: 1) severity of the event, 2) chron‘city of the 
stimulus, 3) unexpectedness of the even:. 4) lack c` 
counterbalance to unpleasant stimuli, anc <) ‘mpairec 
morale. The patients reported on here hayce skown the 
same correlation between incidence cf symptom- 
atology and factors of stress as was show 1 in the mili- 
tary studies. 


RECOMMENDATIONS 


Careful investigation of etiological fec.ors in th: 
problems of these patients indicates that «2rtain prc- 
phylactic measures can be taken to dimitu-.h or avor: 
the psychological and psychophysioloz za. break- 
downs observed. With appropriate modifizetion, thes: 
measures may be applicable to other individuals whs 
experience severe occupational stress (e.;:., firemer. 
policemen, and social workers). 


Preparedness 


Psychological training to prepare peorirc for stress- 
ful situations must take place to minimize the tmpac.. 
of violence. This training could include rel 2arsing an 
familiarizing the teacher with potential vic ent events. 


e. 


COMBAT NEUROSIS IN INNER-CITY SCHOOLS 


This would develop a qualified rather than a total belief 
in personal vulnerability and would teach methods to 
cope with and diminish the anger of violence-prone, 
acting-out students. The teacher could be taught to un- 
derstand the language of the streets as well as the 
games students play. Skillfully handled, one of these 
provocative games can result in a shared joke that im- 
proves morale. Poorly handled, the game can have cat- 
astrophic results. | 


Morale 


As in war, morale is a critical factor for teachers 
who deal with violence. The opporuntity to share his 
or her experience with another person or with a group 
and to work through some of the problems should al- 
ways be available. This would represent an acceptance 
of the events and consequences of campus situations, 
reduce the psychic load on the battered teacher, and 
facilitate individual development, improving morale 
through constructive attitudes and efforts. ‘‘Rap 
groups” led by teachers with mental health experience 
could be useful in this situation. If assault or break- 
downs occur, leaders with greater expertise must be 
used. 

The teaching staff, especially in schools with high 
profiles of violence, must be able to believe in the ab- 
solute and constant integrity and support of the school 
and district administrators. The teacher must feel the 
support of the school administration. Teachers as- 
signed to schools with high profiles of violence should 
be rotated to less stressful schools after a specified pe- 
riod (perhaps 2 or 3 years). 

Students who have attacked a teacher or staff mem- 
ber should not be allowed to return to the same school. 
Too often, these students return as heroes to the other 
students after 1 or 2 days of suspension. They siphon 
the energy of the teachers and obstruct the learning 
opportunity for the majority of students. 

Classroom teachers should have an opportunity to 
report directly to the school board concerning such is- 
sues as adverse school conditions, unfair administra- 
tors, overcrowding, and violence. This is most impor- 
tant; it enables the individual to sustain the hope that 
someone will be made aware, that some change for the 
better may occur, that there has been some meaning or 
value to their suffering. They should be encouraged to 
report incidents of acute or chronic stress rather than 
discouraged. 


Crisis Intervention 


A crisis intervention team should be assigned to 
each school district. This team would consist of two 
teachers with mental health training who would be su- 
pervised by a psychiatrist or a clinical psychologist. 
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Their function would be to defuse crises by imple- 
menting open-forum discussions at schools where 
teachers and students are involved in conflict. The 
crisis team would offer the immediate and subsequent 
psychiatric care needed to decathect trauma if a teach- 
er’s stress response syndrome is not worked through 
and mastered. A teacher-oriented walk-in clinic should 
be available. To be effective, there must be no conflict 
of interests in the orientation of such a setting. 

The problems described in this paper are increasing 
rather than decreasing. Every effort must be made to 
minimize the violence or stress itself as well as the im- 
pact of that stress on students and teachers. I hope this 
study and its recommendations represent a step in that 
direction. 
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-Patient-[herapist Matching: A Research Evaluation 


BY JOHN G. GUNDERSON, M.D. 


The author tested the predictive power of 10 
hypotheses about the personality qualities of 
therapists that match with those of schizophrenic 
inpatients to affect therapeutic course. The 
personality matching traits predicted with significant 
accuracy the quality of the therapeutic relationship 
and even the type of overall clinical outcome. 
Examination of the data revealed that most of this 
surprising predictive strength derived from a group of 
highly intercorrelated personality qualities. Taken 
together, these qualities reflected a capacity of 
therapists to be comfortable while being involved with 
a variety of strong affects in their schizophrenic 
inpatients. The limitations of this study and its 
advantages over the A-B typology are discussed. 


THIS PAPER describes a research effort to evaluate the 
validity of 10 hypotheses about personality dimen- 
sions of psychotherapists that match well with particu- 
lar personality characteristics of hospitalized patients, 
primarily schizophrenics. The hypotheses about pa- 
_tient-therapist matching arose from discussions in a 
Washington, D.C., psychotherapy of schizophrenia 
study group.: This study derives from the clinical ob- 
servation that the qualities of psychotherapists who 
work well with schizophrenic patients are impossible 
to define without relating such qualities to correspond- 
ing characteristics of the patient with whom the thera- 
pist is to work. The clinical and theoretical back- 
ground of this study has been described elsewhere (1, 
2): 

The best-known effort to distinguish characteristics 
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of good (type A) and bad (type B) therapists with 
schizophrenics is the Whitehorn and Betz study (3). 
That study and the many which followed ‘t (4) have 
attempted to correlate the effectiveness cf treatment 
with the therapist’s score on the Strong ‘/ocational 
Preference Blank. Despite the great amount of work 
that has been done, the significance and meaning of the 
A-B typology have remained elusive. The hypotheses 
tested in the present study differ by focusing directly 
on clinically meaningful personality dimens.ons of pa- 
tients and therapists. The focus on personality dimen- 
sions arises from the belief that it is especiel:y valuable 
to match the therapist’s personality with sznizophren- 
ic and other very disturbed patients because of the rel- 
ative importance of the ‘‘real”’ relationship during the 
critical initial phases of therapy (5). This impression 
has been confirmed by the Menninger psychotherapy 
study (6) and, more specifically with schizophrenics, 
by Rogers and associates (7). The personality dimen- 
sions are intended to be qualities that might exist rela- 
tively independent of the therapeutic situzt:on. 

In clinical practice the subcategorizatio1 of schizo- 
phrenia is more likely to be done accordinz io person- 
ality characteristics than symptoms; that is, patients 
are more frequently described as suspicious, hostile, 
or seductive rather than catatonic, hebep‘irenic, or 
even as having a chronic versus an acute breakdown. 
Just as with therapists, the personality cha-acteristics 
of the patient that are enduring and somewhat inde- 
pendent of the specific symptoms manifest during 
acute regressions are felt to be especially mportant ir 
attempting to match the patient with the therapist. 
Table I indicates 10 qualities of patients anc the corre- 
sponding qualities of therapists that were hypothe- 
sized as making for either a good or bad natch. 


id 


RESEARCH DESIGN n 


The 10 hypotheses about matching listec in table : 
were translated onto separate rating forms ‘or patient: 
and for therapists (1). On these forms eac! of the IC 
personality dimensions for a sample of s:tients anc 
their therapists was rated on a 1-to-5 ancacred scale. 
From these ratings a prediction about the quality of the 
match could be made when the profiles of tne patients 
and therapists revealed evidence of either ». mismatct 
or a particularly good match. In about onc-‘hird of the 
matches no suggestion of either good or pocr matching, 
was apparent and no prediction could be made. Fo“ 
matches where predictions were made, ‘hese were 
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PATIENT-THERAPIST MATCHING 


TABLE 1 


Ten Hypotheses About Matching Personality Qualities of Patients and Therapists 
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Patient Quality Type of Match 


Therapist Quality 


Passivity: submissive, passive, compliant Good Activity: energetic, playful, intrusive 
Bad Passivity: ‘‘analytic,’’ unstructuring, impassive 

Hostility: irritable, belligerent, assaultive Good Comfort with aggression: either as a ““Grandma Moses” or a “‘Napoleon’’ 
Bad Lack of this quality: anxious, ‘“‘chicken’”’ 

Paranoia Good Externalization: blames, antiauthoritarian, sympathizes with victims 
Bad Naiveteé: ready trust 

Sociopathy: addictive, impulsive, manipulative Good Political: adventurous, flexible, power conscious 
Bad Prudishness: conventional, rigid, principled 

Fragility (of defenses): sensitive, Good Gentleness: easygoing, soft-spoken 

regression prone, excitable Bad Intense: assertive, loud, boisterous 
Seductiveness (involvement with sexual Good Grandfatherliness: accepts id material without excitement or Judgment 
id, body matters) Bad Lack of this quality: puritanical or seductive 

Depression: sad, helpless, suicidal Good Comfort with depression: patient knows grief ‘‘inside out”’ 
Bad Lack of this quality: responds with sympathy, anger 

Hopelessness (prognostic): chronic, incurable Good Optimism: charismatic, tenacious, grandiose 
Bad Pessimism: scientific, selective, realistic ` 

Anxiety Good Composure: contained, reasonable, stable 
Bad Frenzied: frenetic, disorganized 

Dependency Good Comfort with dependency: independent, has mastered separation 
Bad Lack of this quality: lonely, needy, guilty 


correlated with the patients’ subsequent clinical 
course. 

To help isolate the matching variable from the many 
factors that influence clinical course, this study used a 
sample of patients who changed therapists during their 
treatment. This design became feasible because of a 
data base provided by a survey of the psychotherapy 
experience at McLean Hospital in the 1960s.? From 
the over 500 psychotherapy cases that were surveyed, 
there was a subsample of 50 patients who had 2 or oc- 
casionally 3 therapists during the course of their hospi- 
talization. About 85% of the patients in this sample 
had been diagnosed as schizophrenic. The usual rea- 
son for a change of therapist was because problems 
had arisen in the psychotherapy work with the first 
therapist. Occasionally there were changes because 
the first therapist had become unavailable. As part of 
the hospital*survey, when therapists finished working 
with a patient they were asked to evaluate two factors: 
the clinical outcome and the quality of the therapeutic 
relationship. 

Ratings on the therapists’ dimensions were done in- 
dependently by two experienced clinicians (Drs. 
Stanley Eldred and Arthur Cain) who knew all of the 
therapists involved. Ratings on each patient’s person- 
ality dimensions were made retrospectively by the 
therapist who had worked with the patient. The nu- 
merical scores provided by the ratings of patients and 


?This work, titled ‘Psychotherapy at McLean,” was prepared by 
Dr, A. Cain in 1973 and is available from him at McLean Hospital. 
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therapists formed the basis for research predictions as 
to the quality of the patient-therapist match. These 
predictions were made without any knowledge of the 
identity of the patients or the therapists, the sequence 
in which the two or three therapists worked with a giv- 
en patient, or the frequency of outcome type (in terms 
of success or failure). 


RESULTS 
Interrater Reliability 


Previous reports on the patient and therapist scales 
have indicated that clinically experienced raters can 
achieve reasonable reliabilities (1). In the present 
study the two trained raters evaluated all therapists in- 
dependently, and their mean score was used for the 
actual study. The interrater reliability of ratings in this 
study was .6 (intraclass correlation coefficient). 


Predicting Matching Success 


The first hypothesis to be tested was that the scores 
would accurately predict that a particular patient-ther- 
apist match would correlate with the clinical outcome. 
Data were available on 49 matches; the predictions 
were correct for 31 of them (p=.044, binomial test). 
Because other treatment and situational factors cer- 
tainly contributed to the overall outcome, the predic- 
tions were then compared with the therapists’ judg- 
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TABLE 2 
Accuracy of Predictions and Therapist Ratings of Clinical Outcome 
and Therapeutic Relationships 








: Predictions 
Therapist ie 
Rating Accurate Inaccurate p* 
Clinical Outcome 
Good 25 4 .00007 
Poor 6 14 979 
Total 31 18 .044 
Therapeutic Relationships 
Excellent 8 2 055 
Good 13 fi .004 
Fair 4 Q .0668 
Poor l 4 .969 
Total 26 8 „0018 


* Binomial test. 


ment about the overall quality of the therapeutic rela- 
tionship. This correlation was felt to test a narrower 
goal that is more specific to patient-therapist matching. 
Judgments about the quality of the relationship were 
available for 34 matches; the predictions agreed with 
the therapists’ judgment of the quality of the relation- 
ship in 26 cases (p=.002, binomial test). This shows 
that the scales were better able to predict the quality of 
the therapeutic relationship than the overall clinical 
outcome. The predictions tended to be more accurate 
when the clinical outcome or the relationship went 
well than when it went poorly (see table 2). Thus the 
scales seemed better designed to indicate good match- 
es than to detect poor ones. 


Predicting the Effect of Changing Therapists 


The second hypothesis to be tested was whether an 
accurate research prediction could be made on the ef- 
fect of a switch from one therapist to another. The 2-3 
therapists were rank ordered in terms of their likeli- 
hood of success with a particular patient without fore- 
knowledge of the actual sequence of the therapists. 
This allowed an unbiased prediction to be made on the 
effect of the switch after the sequence of the therapists 
was made known. Of the 14 cases for which informa- 
tion was available, 11 predictions were correct 
(p=.031, binomial test). 


The Predictive Power of Each Hypothesis 


Two methods were used to determine what predic- 
tive weight should be given to each of the 10 matching 
dimensions. In the first method records were made of 
whether and with what frequency each dimension cor- 
related positively or negatively with the clinical out- 
come (see table 3). The most accurate predictor was 
the dimension of the therapist’s composure in the pres- 
ence of the patient’s anxiety. This was also the most 
frequently used predictor. Other dimensions that 
emerged as havihg strong predictive power—when 
there was either good or poor matching on them— 
were the therapist’s grandfatherliness with seductive 
patients and the therapist’s comfort with aggression 
for hostile, physically threatening patients. That the 
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comfort with depression and the grandfaticrliness di- 
mensions both emerged among the better predictive 
items confirmed the earlier clinical judgme2-ts and re- 
search impressions obtained from listening to case 
conferences (1). The dimensions of sociovathy and. 
especially, of optimism seemed to be pocr predictive 
items. The dimensions of externalizing, pentleness, 
and comfort with dependency showed very little pre- 
dictive strength. 

The second method of determining predictive 
weight was by a multiple regression ana:/sis. This 
analysis confirmed that the variable which accounted 
for most variance in outcome was the Jame one, 
“composure,” that predicted outcome bes: using the 
first method. The second, third, ang four:h variables 
(optimism, gentleness, and externalizaticn} were all 
negative and were among the weakes! predictors 
above. This means that reversing the direc:ion of these 
hypotheses would allow them to add to th2 gredictive 
power of composure. The fifth component of the re- 
gression analysis (comfort with depression) was posl- 
tive but added very little. 


Intercorrelations of the Therapist s Person lity 
Dimensions 


There was considerable interdependence oi ratings 
of some dimensions upon each other. Mest strixing 
was the high intercorrelation between the cimensions 
that were strong predictors; for example. composure 
correlated highly with comfort with =ggression 
(r=.82), comfort with depression (r=.70). and with 
grandfatherliness (r=.52). The fact that the ¿trong pre- 
dictors had generally higher overall rtan Inter- 
correlations with all other dimensions suggests that 
they gain their power by being more globe! or encom- 
passing (see table 2). This was particulzry evident 
with the “comfort with’? dimensions (composure, 
grandfatherliness, comfort with aggressio:, depres- 
sion, and dependency). This analysis then scoports the 
conclusion that the ‘‘comfort with” dimensions all re- 
fiect a global factor in the therapist, and its predictive 
strength is largely captured in the one therasisi dimen- 
sion of composure. 

Despite the generally high intercorrelatisns, there 
were some dimensions that maintained considerable 
independence, e.g., optimism, sociopathy. activity, 
and gentleness. None of these was a good4pnsitive pre- 
dictor. It is likely that the predictive streng?h of these 
dimensions was weakened by their specificity. 


Influence of Overall Similarities 


It is possible that individual hypotheses are not so 
important as the overall similarities between the pro- 
files of the therapist and of the patient on the 10 dimen- 
sions. To test this, the scores of the differences be- 
tween the patient and therapist were total2< and inen 
correlated with the clinical outcome. Those if match- 
es with the largest differences were no more likely te 
have a poor outcome (9 matches) than a good outcome 
(10 matches). Similarly, the 31 matches witk the great- 
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PATIENT-THERAPIST MATCHING 


TABLE 3 
Predictive Weight of Each Dimension 
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Mean Correlation - 


Number of Ratio Rank with All Other 
Dimension Times Used Right: Wrong p* Order Dimensions 
Activity 13 8:5 .2905 5 143 
Comfort with aggression 13 9:4 1338 2 286 
Externalization 13 6:7 -7095 8 .176 
Sociopathy 5 2:3 8125 9 .030 
Gentleness 28 14:14 4247 7 .097 
Grandfatherliness 10 P3 .1719 3 .261 
Comfort with depression 18 11:7 .2403 4 273 
Optimism 10 3:7 9453 10 .094 
Composure 37 26:11 .0107 i .250 
Comfort with dependency 29 16:13 .3717 6 -234 


*Binomial test. R 


er similarity failed to predict good outcome (17 match- 
es) more frequently than poor outcome (14 matches). 
If overall similarities or differences in the profiles were 
important predictors, then a patient having 2 therapists 
could be expected to work better with that therapist 
whose profile was more similar to his or her own. This 
hypothesis was also tested and was not found to be 
valid. These results suggest that the predictive power 
of the research instruments derived from the specific 
clinical hypotheses and not from overall profile simi- 
larities or differences as recorded by the scales. 


DISCUSSION 


The results reported here support the idea that cer- 
tain personality dimensions in the therapist are impor- 
tant predictors of how well he or she can work with 
certain schizophrenic patients. The matching dimen- 
sions that proved to be the best predictors were as 
follows: 

1. Composed therapists work especially well when 
matched with schizophrenic patients who are anxious. 

2. Therapists judged to be comfortable with aggres- 
sion work well with hostile patients. 

3. Grandfatherly therapists do well with seductive 
schizophrenic patients. 

4, Therapists considered to be comfortable with de- 
pression do well with depressed schizophrenic pa- 
tients. ,° 

In retrospect it also seems sensible that the opti- 
mism hypothesis proved to be predictive in the oppo- 
site direction, i.e., to the chronic patient who has a 
sense of failure, a charismatic or optimistic therapist 
may seem intimidating and dysjunctive. In future re- 
search we would retain this matching dimension but 
reverse the predictive direction. The results suggest 
that paying attention to these personality dimensions 
might help avoid particularly bad matches, increase 
the likelihood of good matches, and might provide 
guidelines to changing therapists when a case is not 
going well. 

The results of both a multiple regression analysis 
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and an intercorrelational matrix suggest that an overall 
dimension having to do with being comfortable, 
knowledgeable, and interested in the variety of intense 
affects of schizophrenic patients (anxiety, anger, sex- 
ual feelings, and depression) may be the central quality 
of successful therapists. This interpretation is support- 
ed in a recent study by Geller and Berzins (8), who 
concluded that A-type therapists may derive their ef- 
fectiveness with schizophrenics from their greater tol- 
erance for disturbed communications and behaviors. 
AS a general statement, the present study suggests that 
in the absence of other more specific indications or 
contraindications, the presence or absence of this 
quality in a therapist can significantly influence the 
evolution of a therapeutic relationship and can even 
affect outcome. It should be emphasized that ‘‘comfort 
with” as used here does not imply distance but applies 
only in a context of involvement. This quality is one 
that can be expected to evolve from training, experi- 
ence, and personal treatment, and this gives credence 
and direction to programs that intend to develop psy- 
chotherapists for work with seriously disturbed pa- 
tients. 

A conservative interpretation of the results is neces- 
sary because of the unique patient sample used (i.e., 
patients who during a long-term hospitalization re- 
quired a change in therapist), because incomplete in- 
formation meant that no predictions could be made on 
33%-50% of the possible matches, because the validity 
of therapists as judges of the outcome variables is sus- 
pect, and because some therapist ratings were difficult 
to interpret. 

It may be that successful psychotherapy for schizo- 
phrenic patients is contingent upon finding a good 
match between the therapist and the particular patient. 
The results invite further evaluation of the potential 
impact of the matching variable in evaluating psycho- 
therapy of schizophrenia. If the positive findings of 
this study are borne out, the simplitity of ratings and 
the obvious clinical sense of the concepts used offer 
definite advantages over the A-B typology for thera- 
pists. More importantly, it offers a more rational ap- 
proach to matching than leaving it to chance alone. 
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“No-Commitment Week”: A Feasibility Study 
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BY ISRAEL M. ZWERLING, M.D., PH.D., HOPE R. CONTE, PH.D., ROBERT PLUTCHIK, PH.D., 


AND TOKSOZ B. KARASU, M.D. 


To determine the extent to which involuntary 
hospitalization is overused, a ‘‘No-Commitment 
Week” was set aside, during which emergency room 
psychiatrists committed only patients in absolute need 
of hospitalization. Compared with the week before and 
the week after, there was no significant difference in 
the number of patients committed during No- 
Commitment Week. The authors propose replication 
of the study on a larger scale but suggest that 
decisions about involuntary hospitalization in public 
mental hospitals are the result of societal attitudes, 
which will be subject to change as long as society itself 
continues to change. 


THIS REPORT addresses the controversy concerning in- 
voluntary commitment of patients to psychiatric hos- 
pitals, which continues to divide psychiatrists from 
each other and the mental health system from the judi- 
cial system. At one pole are those who argue that psy- 
chosis is an illness that permits a reliable diagnosis by 
appropriately trained physicians; that psychotic pa- 
tients present a high risk of behavior that is dangerous 
to themselves or to others; that psychotic patients, 
precisely because of their psychoses, are frequently 
incapable of recognizing that they are ill and need 
treatment; and that the judgment that a person is psy- 
chotic and dangerous, and therefore in need of treat- 
ment, with or without consent, is one which a psychia- 
trist must be permitted to make without interference 
by any societal regulation or control beyond con- 
currence by a responsible member of the family of the 
patient. 

At the other pole are those who argue that in- 
voluntary “hospitalization represents a deprivation of 
liberty; that whatever the rationale for its justification 
it must remain, along with any other deprivation of lib- 
erty, an issue to be decided by the societal-agency es- 
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tablished for this purpose, i.e., the judiciary; and that, 
in any event, psychiatric diagnoses and the prediction 
of dangerousness by psychiatrists are highly uncertain 
and cannot be the sole basis for so harsh an action as 
involuntary hospitalization. That this controversy con- 
tinues to be unresolved is eloquently attested to by the 
fact that 18 states! are currently revising or have in the 
past four years revised their statutes governing com- 
mitment. 

The focus of this study is on involuntary com- 
mitment resulting from the certification by two psychi- 
atrists that a person is mentally ill, dangerous, or both 
and in need of treatment. In reviewing the literature, it 
becomes apparent that many factors unrelated to the 
severity of a patient’s illness come into play in the de- 
cision to hospitalize a patient on an involuntary basis. 
For example, there is a greater likelihood of in- 
voluntary hospitalization of individuals who have a 
history of psychiatric hospitalization and whose so- 
cloeconomic status is considerably lower than that of 
the interviewing physician (1). The likelihood is also 
greater for those individuals who appear at the hospital 
during weekends and evenings rather than during 
weekdays, times when the decision makers are usually 
residents rather than staff psychiatrists and when 
many of the family and community’resources cannot 
be mobilized to aid the patient (2). 

Perhaps the single most important determinant in 
the decision to involuntarily hospitalize a patient is the 
psychiatrist’s perception of his or her dangerousness 
to others or to himself or herself. Rubin (3) reported 
that, 


Approximately 50,000 mentally ill persons per year are 
predicted to be dangerous and preventively detained. .. . 
In addition, about 5% . . . of the total mental . . . hospital 
population of the United States . . . are kept in maximum 
security sections on assessment of their potential dan- 
gerousness. (p. 397) 


‘In the past four years, the following states have substantially re- 
vised their civil commitment laws: Arizona, Colorado, Florida, Ha- 
wail, Michigan, Mississippi, North Carolina, Ohio, Pennsylvania, 
South Dakota, Virginia, Washington, West Virginia, and Wiscon- 
sin. In addition, Alaska, Illinois, LouisianaeNew Jersey, and Okla- ` 
homa are considering substantial revisions; and in the following 
states, federal (f) or state (s) courts have invalidated all or major 
portions of the state civil commitment law in the past four years: 
Alabama (f), Hawaii (9, Iowa (f), Kentucky (f), Michigan (f), Ne- 
braska (f), North Carolina (s), Pennsylvania (f), South Dakota (s), 
West Virginia (s), and Wisconsin (f). 
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Ennis and Litwack (4), however, present ample evi- 
dẹnce to support the notion that violence toward either 
self or others is vastly overpredicted and that judg- 
ments made by psychiatrists are not sufficiently re- 
liable or valid to justify nonjudicial hospitalization. 

There can be little doubt that commitment laws and 
the machinery for involuntary hospitalization are open 
to overuse. Perr (5), to cite one recent example, re- 
viewed the cases of 9 hospitalized psychiatric patients. 
In each case, an independent psychiatric review was 
requested by a private attorney, and results indicated 
that in 3 of the 9 cases mandatory hospitalization was 
not justified. 

However, with the exception of extremists such as 
Szasz (6), who deny the concept of mental illness in its 
entirety, most concerned individuals would agree that 
there are situations when commitment of patients is 
necessary. There is also general agreement (7-10) that 
voluntary treatment is preferable to involuntary com- 
mitment under most circumstances. There is at the 
same time, however, the acknowledgment even by the 
most zealous civil libertarians that there are situations 
in which medical] certification may be justified, for ex- 
ample, when a patient who is considered imminently 
dangerous to himself or to others refuses voluntary 
hospitalization or when a patient’s very illness renders 
him incapable of making the judgment that he requires 
treatment. Nevertheless, as Ennis and Litwack (4) 
stressed, medical certification should authorize in- 
voluntary hospitalization only for the limited time 
needed to institute judicial proceedings. 

The controversy over the issue of involuntary com- 
mitment centers, therefore, mainly on ways to ensure 
that the civil rights of psychiatric patients are not cur- 
tailed while at the same time satisfying the psychiatric 
profession’s responsibility to provide care and treat- 
ment for those tndividuals who may be a danger to 
themselves or others or whose mental state is such 
that it is impossible for them to make a judgment con- 
cerning the need for hospitalization. It seems obvious 
that every effort should be made to obtain the patient’s 
consent if hospitalization is deemed necessary. How- 
ever, the limited amount of time usually available for a 
psychiatric evaluation in a busy psychiatric emergency 
room often precludes an adequate discussion with the 
patient of his or her problems and the reasons for hos- 
pitalization. Although administratively cumbersome, 

it is generally quicker to commit. 

With these issues in mind, we undertook a pilot ex- 
periment at the Albert Einstein College of Medicine. 
The week of September 17-23, 1973, was designated 
‘‘No-Commitment Week.” The project was a study to 
determine whether it was possible to decrease sub- 
stantially the number of involuntary admissions to Ja- 
cobi Hospital and Bronx State Hospital while at the 
same time providing appropriate patient care. This pa- 
per reports the procedures followed, the difficulties en- 
countered in establishing such a week, the problems of 
implementation, the results obtained, and the ques- 
tions that emerged. 
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METHOD 


Jacobi Hospital is part of Bronx Municipa. -iocoltal 
Center, which is affiliated with the Albert Eins. 211 Zol- 
lege of Medicine and contains a psychiatric en 2rgency 
room and three inpatient wards, serving approximate- 
ly 100 patients. Bronx State Hospital (now -l.2 <ronx 
Psychiatric Center) is a state facility serving :pzroxi- 
mately 700 inpatients and is also affiliated wit tne Al- 
bert Einstein College of Medicine. It also 1:.3 exten- 
sive outpatient and satellite facilities. Eacan of .hese 
hospitals has its own admission office from v. hicn pa- 
tients may be directly admitted. In addition, © number 
of patients are admitted to Bronx Psychiair': Center 
after having been evaluated at Jacobi Hospiia and cer- 
tified as mentally ill by two psychiatrists. 

Before the project began, a detailed protoc.i was set 
up and efforts were made to notify all rele an. staff 
members that for the stated one-week pe: od com- 
mitment procedures would be altered. The ` asiz pian 
was for the examining psychiatrist to try tc persuade 
all patients believed to require inpatient trentment to 
accept voluntary hospitalization. Should t: 2 patient 
refuse voluntary hospitalization, the > yc! lairist 
would then offer one or more of several ait2~1at:ves to 
hospitalization: crisis intervention, day hostel, cut- 
patient clinic, and home care service. Shot:d ine pa- 
tient refuse these also, the psychiatrist was nstructed 
to discharge the patient against medical adv’ :e. unless 
he believed that the patient was in absolu.e recu of 
hospitalization. The guidelines for such a- a solute 
need were as follows: ‘‘1) the patient has rade a sert 
ous suicide attempt, is depressed, and stil! expresses é 
desire to kill himself; or 2) a patient has :cmrutted ¢ 
serious homicidal or assaultive act and is cc ict rreaths 
diagnosed as psychotic; or 3) a patient Fa @ seriou’ 
disorganization of thought and behavior. n s ro place 
to go, and is unable to take care of hirs: If.” If th: 
examining resident psychiatrist believed ¿ny one c` 
these three criteria was applicable for a given satem. 
he or she was obliged to call one of four se ior psvch - 
atrists who were alone empowered to commit the pi 
tient. The ‘‘on-call’’ schedule for the four wa. postes 
in the admitting rooms of both hospitals. ¿nd the un: 
chiefs in each hospital were instructed tha’ trey weie 
not to accept any patient during that week uriess or: 

of the four senior psychiatrists was a cos.gner of tle 
two-physician certificate. It was hypothes‘zec that tv 
making requirements for involuntary he: pitalizatic. 1 
more stringent the number of patients wke would ha’ è 
been committed under usual circumstan::s y ould c2- 
cline. 


RESULTS AND DISCUSSION 


Table 1 summarizes the data concer-ing the cis- 
position of all patients who came to tue idmitt:g 
rooms of the two hospitals in the we2: bcfore, ‘he 
week of, and the week after the experimental nericd. 
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‘“NO-COMMITMENT” WEEK 


TABLE 1 
Disposition of Psychiatric Patients 
Week 
Sept. 10-16 Sept. 17-23 Sept. 24-30 
Disposition (N= 146) (N= 153) (N= 133) 
Home 86 95 76 


Bronx Municipal Hospital 
outpatient department 4 

Other outpatient clinics 9 

Jacobi Hospital wards 20 415 10 

Bronx State Hospital wards 6 

Other psychiatric hospitals* 6 

Returned to emergency 


room 2 0 0 
Walked out 5 5 8 
Held overnight in 

emergency room 4 ] 0 
Private physician 0 l 0 
Alcohol or drug programs 2 l l 
Crisis intervention 1 } 4 
Medical emergency room 0 2 5 
Other** l 5 2 

*Patient was out of district. 
**Includes men’s shelter, police, and disposition not recorded. 
TABLE 2 
Inpatient Admission Category 
Type of Admission 
Voluntary Court Remand 
or Involun- or 
Week Informal tary Emergency 
Sept. 10-16 

Bronx Municipal Hospital 14 2 4 

Bronx State Hospital 2 4 0 

Total 16 6 4 
Sept. 17-23 

Bronx Municipal Hospial 9 3 3 

Bronx State Hospital 5 3 0 

Total 14 6 3 
Sept. 24-30 

Bronx Municipal Hospital 8 ] i 

Bronx State Hospital 4 6 0 

Total 12 7 1 


The distribution of patients admitted to the wards of 
the two hospitals in the three time periods is summa- 
rized in table 2. There were no significant differences 
in the number of patients committed to the Bronx 
State or “Jacobi Hospital wards during No-Com- 
mitment Week; these numbers are well within the nor- 
mal range of week-to-week fluctuation at both hospi- 
tals. 

This result was somewhat contrary to what we ex- 
pected. The short period of time involved, one week, 
is not sufficient either to generate adequate numbers of 
patients for definitive results or to provide the many 
staff persons involved sufficient experience to insure 
complete familiarity with the protocol and to guaran- 
tee smooth implementation of the alternative dis- 
positions when these are accepted by patients. For ex- 
ample, the senior psychiatrists said that in a small 
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number of cases they would have made a greater effort 
to have patients who were committed accept crisis i$- 
tervention services if they had had more confidence 
that the two crisis intervention teams could be relied 
on to immediately assume responsibility for the pa- 
tients. 

It may, of course, be hypothesized that the senior 
psychiatrists were themselves too locked into tradi- 
tional criteria for commitment to permit any change, 
but given the focus of this study and the diligence with 
which each individual instance of an involuntary hos- 
pitalization was handled, we believe this simply was 
not the case. . 

In our opinion, the factor by far most responsible for 
these results is the resistance of public mental hospi- 
tals, perhaps in all cases but very markedly in the case 
of teaching hospitals, to admitting patients. Wilder and 
Karasu (11) recently described what they refer to as 
“the games institutions play,” 1.e., the devices em- 
ployed to legitimize not admitting patients. Con- 
versely, it has also been our observation that as soon 
as the census of a public mental hospital falls to levels 
that begin to provoke discussion of its not being 
needed—-of its being phased out and closed—admis- 
sions increase and the census stabilizes or even rises. 
It would therefore be essential, in the planning of a 
future large-scale study, to take into full account the 
many nonmedical factors that bear upon hospital ad- 
mission criteria. 

Still another factor that surfaced during the present 
study as a potential danger in future studies is the geo- 
graphic distribution of mental health resources in an 
area. Wilder and Karasu (11) were particularly incisive 
in their description of the “‘where-do-you-live’’ ploy, 
pointing out that a favorite device in dodging the issue 
of involuntary hospitalization of a floridly psychotic 
patient who appears to require treatment but refuses 
admission is to establish that the patient lives outside 
the catchment area or district for which the hospital is 
responsible. A total of 26 patients in our study were 
referred to other hospitals during the 3-week period 
under review-—more than were involuntarily admitted 
to the Bronx Municipal and Bronx State Hospitals. It 
is readily conceivable that the data we have presented 
may have been significantly altered if the areas of resi- 
dence of these 26 patients had fallen inside the bounda- 
ries of the two hospitals concerned. 

Finally, a number of forensic issues were raised in 
the course of this study for which we can provide no 
answers and which would require serious attention in a 
more comprehensive study. To begin with, the legality 
of the very concept of ‘‘no commitment’’ was called 
into question by the residents covering the emergency 
room. What would be their position, they asked, if in 
the face of their professional judgment that a patient 
required involuntary hospitalization and in the face of 
a state law empowering them to commit such patients, 
they nevertheless refused and an unfortunate outcome 
resulted?’ Second, the issue of the validity of a volun- 
tary consent for hospitalization was sharply raised. As 
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pointed out by Schwitzgebel (12), administrators and 
therapists often assume, quite incorrectly, that pa- 
tients adequately understand consent forms. He cites, 
for example, a study by Palmer and Wohl (13) of 40 
patients who signed voluntary admission forms for en- 
try into a public mental hospital. Ten days after admis- 
sion, 24 of the patients were unable to recall ever sign- 
ing the forms, 14 did not recall the content of the form, 
and 2 patients denied having signed it. Schwitzgebel 
proposed a contractual rather than a consensual model 
for the protection of the rights of patients. It would 
appear, however, that a signed contract with an insti- 
tution would be no more or less valid in terms of a 
patient’s ability to understand what he or she has 
signed than would a signed voluntary consent form. 


CONCLUSIONS 


We were left with the impression that, at least in a 
university affiliated municipal or state mental hospital 
unit, the rigorous application of the most restrictive 
standards for involuntary hospitalization is not likely 
to produce a significant decrease in the commitment of 
patients. To the extent that there may remain the fan- 
tasy among civil libertarians that psychiatrists lurk in 
dark corners waiting to grab unsuspecting victims and 
commit them to extended stays in mental hospitals, 
this point should be emphasized. This study patently 
merits replication on a larger scale, perhaps state- 
wide, for a longer period of time (perhaps a minimum 
of a month) and with adequate preparation of all staff 
members with regard to the issues concerned. It is 
possible that more informative data may derive from 
such a study. Our impression, however, is that deci- 
sions concerning the treatment of deviance in a society 


ZWERLING, CONTE, PLUTCH !. ar AL 


result from society’s broadest attitudes ~:g:rding 
man’s obligation to man and that a resolutinn of the 
question of involuntary hospitalization of ratnte'ly il 
persons will be subject to change as long @:. society 
itself, and the structure and organization cf is social 
roles, continues to change. 
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The Internship Year: A Negative View 


BY SEYMOUR L. HALLECK, M.D. 


The decision to add a fourth year of training with 
emphasis ona primary care internship experience has 
created serious problems for most psychiatric 
residency training programs. The logistic problems 
involved in having a department of psychiatry develop 
an internship program are formidable. The 
experiences being provided are less than optimum. 
Conceivably, the logistic and quality uncertainties 
that now characterize some PGY-I programs may be 
a factor in discouraging medical graduates from 
entering psychiatry. The reasons for moving to an 
internship experience are also questionable. There are 
no data which suggest that the new training will 
produce better psychiatrists. Nor can the case for the 
internship be supported by past experience or an 
analysis of the educational needs of today’s 
psychiatrist. Dr. John Romano comments on the 
author's presentation. 


I AM TROUBLED by the decision to require a fourth 
year or internship year of training in psychiatry for the 
following reasons. First, the decision was not made on 
the basis of data that supported a need for an intern- 
ship requirement. Second, it has created formidable 
and as yet unsolved logistic problems for training pro- 
grams. Third, some of the arguments used to defend 
the decision have been based on emotion and ideology 
rather than on a rational approach to meeting training 
needs. 


THE LACK OF DATA 


The failure of our professional organizations to gen- 
erate or to examine data on the need for an internship 


Revised version of a paper presented at the 130th annual meeting of 
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year before making a decision to add that year was 
especially unfortunate. We do not know if those resi- 
dents who were trained during a period when they 
were allowed to omit the internship experience and 
who elected to do so eventually became less, equally, 
or more competent psychiatrists than those who took 
an internship. Some anecdotal material did appear in 
the literature which suggested that residents who had 
not completed internships were having difficulties in 
caring for their patients (1). During the early seventies, 
however, accelerated programs that deleted even 
more years of training than simply the internship year 
reported that their rapidly trained residents were doing 
as well as or better than others (2, 3). My own informal 
effort to evaluate performances of residents with and 
without internships at the University of North Caroli- 
na indicated that those without internships were doing 
somewhat better. Of course, neither studies of a rela- 
tively elite group of trainees in a specialized program 
nor the observation of a single psychiatric training di- 
rector can be viewed as significant data. My point here 
is simply that the limited information we did have at 
the time did not support the need to create a fourth 
year. It would not have been too difficult to generate 
more useful data. By 1973 there were large cohorts of 
doctors with and without internships who had received 
identical training in psychiatry, and the performance 
of these two groups could have been compared. 


LOGISTIC PROBLEMS 


The logistic problems created by the decision to put 
the internship requirement into effect on July 1, 1977, 
have been formidable. The new requirement comes at 
a time when federal funding for psychiatric training is 
being drastically curtailed. For many programs, alter- 
native sources of funding are not available. Some pro- 
grams' have had to deal with this issue by reducing the 
number of residency applicants they accept annually. 
Further, implementation of the internship experience 
is being required at a time when the percentage of 
medical students applying for psychiatric training is 
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declining to a figure that may be as low as 4%. It is 
phssible that the prospect of an additional year of 
training, often of dubious quality, may have been a 
critical factor in discouraging some graduates from ap- 
plying for psychiatric residencies in 1977. 

Major logistic problems developed when psychiatric 
training programs were required to discover positions 
for psychiatric trainees in old internship programs or 
to create positions in new programs. Psychiatrists do 
not have sufficient power to persuade university and 
community hospitals to spend time training psychiatric 
residents in primary care medicine. Departments of 
medicine, pediatrics, and family practice in medical 
schools have limited training facilities that are in great 
demand by residents who intend to stay in primary 
care specialties. In many instances, these departments 
have been unwilling or unable to cooperate in provid- 
ing training experiences for psychiatrists. Only an oc- 
casional and highly fortunate psychiatric training pro- 
gram has been able to develop a quid pro quo arrange- 
ment in which the psychiatry department trains 
primary care physicians in psychiatry in exchange for 
the primary care department’s training psychiatrists in 
medicine, pediatrics, and family practice. The logistic 
problem is less formidable in some large cities, where 
understaffed county hospitals welcome the addition of 
interns, whether or not they are going into psychiatry. 
However, there is some question as to the quality of 
the training experience these hospitals will provide. 

Most departments have had some success in per- 
suading community hospitals to provide primary care 
training for psychiatric residents. At this point, we 
have no way of knowing what the quality of teaching at 
these hospitals will be. Even if the experience proves 
to be good, community hospital training may impose 
additional types of hardships on the trainee. Many of 
the community hospitals that accept psychiatric train- 
ees as Interns are located as far as 30-100 miles away 
from the psychiatric training site. This is not a major 
inconvenience for an unmarried resident, but it can be 
a serious problem for a resident who has a family or 
whose spouse has a career. 

As things stand now, there is little uniformity in the 
duration or quality of internship experiences in psychi- 
atry. This is a source of great confusion to the appli- 
cant. It is also a problem for educators who are seek- 
ing to preserve standards of excellence in training and 
for accrediting agencies that will have to use a wide 
variety of criteria in evaluating the new programs. 

There are also serious logistic problems in some pro- 
grams insofar as the need to provide medical] training 
for residents in postgraduate year one (PGY-D will 
create at least temporary shortages of residents on tra- 
ditional psychiatric services. Even the best psychiatric 
training programs require some service functions from 
their housefellowss but service positions cannot be 
manned when one-third to one-half of the fellows are 
on nonpsychiatric services. This is much less of a 
problem in relatively affluent programs that can recruit 
larger than usual classes, and some of the more crea- 
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tive of these programs began to provide an aternsnip 
in July 1976. Other equally fortunate prog:ams took 
two classes (PGY-I and PGY-II) in July |477. How- 
ever, in less affluent programs service respo~ sibilities, 
particularly in the inpatient sector, may [::ve to be 
taken over for at least a year by medical stu: eats, fac- 
ulty, or second- and third-year resident;. Mone of 
these alternatives is desirable, particularly 0e atier. 
Disruptions in formal lecture and seminar schedules 
created by the internship year are minor bv trvitating 
problems. In programs that have created orly -our te 
six months of primary care internship train: g. a large 
proportion of the first-year residents—as mi 1y 2$ cne- 
third to one-half—will be unavailable for for nn’ didac- 
tic instruction in psychiatry at any given t17.>. : his re- 
quires either twice as much teaching on th2 var. of the 
faculty or a suspension or serious erosicr oʻ forma. 
teaching activities in psychiatry during PG. ~i. 


CONCEPTUAL ERRORS 


Some of the reasons for our professicn.| ¢ssocia- 
tions initiating or endorsing the internship r sui-emen 
have been rational. At a time whs  rsycho- 
pharmacology is an integral part of psycv ttc prac 
tice, it is essential that every psychiatrist pe know! 
edgeable as to contraindications and sice eñects o` 
psychotropic drugs. The more one knows .:bo.it non 
psychiatric medicine, the more safely arc ec cientl: 
he will use psychotropic medication. Itis<] >- ue cha 
some students in the many medical sci ols whic! 
shifted to an elective fourth year chose cu nicula tha 
did not give them sufficiently broad med.:a: knowl 
edge. Many psychiatric educators worre.: that ou’ 
medical school graduates were poorly pre; ure.l to as- 
sume patient care responsibilities. Addirg 2 r2quire 
year that includes some internship experi icc Is cer- 
tainly one way of trying to expand the mec ‘cz: know:- 
edge of psychiatrists. 

The internship requirement may also © sr If-serv- 
ing; psychiatry is currently under attach vcii man 
sources, and most psychiatrists wish to +] rcn thei. 
identity as physicians. A person or an instit ticn unde 
heavy attack relies on what is most famile . inar er’ 
when crucial decisions about third-party p: ymeni ar: 
about to be made and when other professio § ere cor- 
peting with psychiatry for access to third- art; remt- 
neration, there 1s an additional advantaz.: te aliyin- 
ourselves as firmly as possible with our pa ri profes 
sion. Increased medical training requirem> iso sərv. 
to identify psychiatry to the public, to pol! ict ns, ani 
to other doctors as a medical specialty. 

There have been other arguments put fo ve:d to di- 
fend the internship requirement that | be. ve are les. 
than rational. In several years of discussi1- ¢h: intert - 
ship issue with colleagues, residents, anc ..ec'cal stu 
dents, I have repeatedly heard efforts ‘c justify tr.: 
need for the internship on the basis of twc argument... 
The first is that psychiatrists need to be move txe othe ~ 
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physicians and, in particular, to develop modes of 
practice that are more similar to those of other physi- 
cians. The second argument is that much of the future 
role of psychiatry will involve consultation and liaison 
services to primary care specialists, and an expanded 
knowledge of nonpsychiatric medicine is absolutely 
essential if the psychiatrist is to adequately fulfill these 
roles. I believe the cases for both of these arguments 
are weak. 

The first argument is extremely difficult to pin down. 
Its proponents often present it in almost mystical 
terms. The following type of statement is typical: 
‘‘There is something about the endurance, the assump- 
tion of responsibility, and the performance of manual 
tasks required by an internship that makes one a better 
psychiatrist. There is something about the develop- 
ment of a sense of physicianship during the internship 
year that makes one a more mature psychiatrist.” The 
‘“‘something’’ in these statements is never clearly de- 
fined. 

A more understandable form of this argument is 
sometimes presented in terms of the psychiatrist’s 
self-image. Psychiatrists want to be accepted by other 
physicians as esteemed colleagues. Often they are not. 
Many physicians do not consider psychiatrists to be 
“real doctors,” and too many psychiatrists agonize 
over the possibility that their colleagues are correct. 
This situation has changed little in the 25 years I have 
practiced. There have always been a large number of 
physicians who are skeptical of the value of psychiatry 
and a large number of psychiatrists who are disturbed 
by that skepticism. One common approach psychia- 
trists have used to deal with the uncertainty of their 
role is to demonstrate that they can handle medical 
and surgical problems as well as other physicians can. 
An internship experience often assures the young psy- 
chiatrist that he is as capable of mastering medical and 
surgical skills as any other doctor. 

I have little doubt that the internship experience 
may temporarily resolve the image problem for some 
psychiatrists. The ‘‘something’’ about an internship 
that is supposedly good for a psychiatrist may be an 
affirmation of his medical ‘‘machismo.”’ If the psychia- 
trist is too insecure about his identity as a physician, 
he will either avoid certain medically ill patients or will 
be tempted to overcompensate for his perceived in- 
adequacies*by taking on medical tasks that exceed his 
skills. However, I doubt that this problem will ever be 
resolved simply by requiring an internship. Most of 
our psychiatric educators have had internships, but 
many are still preoccupied with their image as doctors. 
Psychiatric educators who are insecure about their 
own identity as physicians communicate this uncer- 
tainty to their students and keep them preoccupied 
with a medical machismo image. This unfortunate situ- 
ation is also unnecessary. There is no reason for psy- 
chiatrists to feel that their style of practice either iso- 
lates them from other doctors or makes them less 
*‘medical’’ than other doctors. 

Sometimes the argument that psychiatrists should 
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practice more like other doctors is put in terms of the 
need of psychiatrists to return to the ‘‘medical mofi- 
el.” Unfortunately, few who make such statements 
carefully define what they mean by the medical model. 
In its most basic form, the medical model simply 
means practice based on efforts to study pathological 
activities of the organism, to discover the causes of 
these activities when possible, and to intervene on an 
empirical basis when etiology is unknown or to treat 
the causes of pathological activity when etiology is 
more apparent. Within this broad definition of a medi- 
cal model, there are many subtypes (4), which can be 
defined in terms of the manner in which etiologic vari- 
ables are considered. In the most reductionistic and 
simplistic aspect of the medical model, attention is fo- 
cused almost entirely on etiology related to biological 
dysfunction. In more sophisticated medical models, 
the practitioner focuses on multidetermination and the 
interaction of a variety of biological, psychological, 
and social factors in eliciting a given malfunction. 

There is a certain efficiency and ease involved in ad- 
hering to a reductionistic medical model. Much of 
medical practice today is focused almost entirely on 
biological variables, and the nonpsychiatric physician 
rarely takes the time to investigate interpersonal or en- 
vironmental variables. The physician is especially 
prone to ignore such variables during his early years of 
training as a house officer. An internship-type éxperi- 
ence in most of the medical settings with which I am 
familiar will continue to emphasize a reductionistic 
medical model. This is not appropriate for psychia- 
trists. Psychiatrists should learn as much as they can 
about biological causes and treatments of emotional 
disorders, but training dominated by a model in which 
the physician is tempted to pay little attention to the 
complexities of interacting variables in producing 
emotional disorders is hardly desirable. 

Psychiatric practice, or any effort to deal with the 
emotional problems of patients, requires an emphasis 
quite different from that currently being taught in most 
other branches of medicine. Even the capacity to 
make a good descriptive diagnosis and formulate a ra- 
tional plan for treatment requires skills that are unlike- 
ly to be taught in most medical settings. The psychia- 
trist must have sufficient sociological perspectives to 
avoid overdiagnosing certain behaviors as pathological 
when they are actually manifestations of sociocultural 
phenomena. He must develop skills in dealing with pa- 
tients who are uncooperative, resistant to treatment, 
and often ungrateful. He must develop a model of as- 
cribing responsibility to patients for some of their ac- 
tions and become skillful in using such a model to elicit 
behavioral change. He must learn to deal with patients 
who mimic, either consciously or unconsciously, 
symptoms of mental or physical illness and to view 
that mimicry itself as a symptom: He must take the 
time to develop enough rapport with the patient so that 
the patient will have sufficient trust to provide details 
on the phenomenology of his mental illness and the 
history of its development. Finally, the psychiatrist 
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must become comfortable in dealing with multiple 
oe in systems rather than a linear model of caus- 
ality. These are not skills that are easily learned in an 
internship. 

There is a great deal wrong with the profession of 
psychiatry, and some psychiatric practice can be care- 
less and sloppy. However, when the psychiatrist 1s 
functioning efficiently and systematically attempts to 
integrate his observations and knowledge of multiple 
etiologic variables in understanding the patient, he is 
practicing the best medicine possible. To the extent 
that psychiatrists practice efficiently, we should not be 
trying to be more like other doctors. We should be urg- 
ing other doctors to be more like us. 

The argument that an expanded knowledge of non- 
psychiatric medicine will make the psychiatrist a bet- 
ter consultant to his nonpsychiatric colleagues is often 
accepted at face value. Too many psychiatrists believe 
that our colleagues will more readily communicate 
with us and accept our recommendations if we can 
demonstrate that we have considerable knowledge in 
their own areas of expertise. Perhaps the best way of 
illustrating the weakness of this argument is to ask our- 
selves what we as psychiatrists are looking for when 
we call in an internist or a surgeon as a consultant. 
This is a role with which I have a great deal of personal 
familiarity because I run an Inpatient unit and deal 
with many patients who have serious nonpsychiatric 
medical problems. When I seek consultation, I am 
looking for help from medical colleagues in areas in 
which I lack expertise. I want the internist to tell me 
about the patient’s degree of cardiac pathology so I 
can assess the advisability of using tricyclics. I want 
the surgeon to tell me about the degree of stress and 

incapacitation that would result from a particular sur- 
gical procedure so that I can assess the manner in 
which the patient will be able to cope with it. The last 
thing I ever look for from a nonpsychiatric medical 
consultant is information about the patient’s psychiat- 
ric status. I expect my consultants to treat the patient 
in a humane and compassionate manner, but I am not 
in the least concerned with their psychiatric skills. Oc- 
casionally, eager young consultants will comment ona 
patient’s psychiatric status. Most of the time their as- 
sessments are grossly inaccurate. 

I suspect that my medical colleagues are looking for 
the same thing in a psychiatric consultant that I look 
for in a medical consultant. They want someone who 
will help them deal with a situation in which they do 
not have expertise. They want a consultant who will 
assess the patient’s degree of psychopathology and 
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provide practical recommendations as to 


with it. Rarely will they welcome a COL 
spends a great deal of time discussing m2 
about which they already possess superior 


In recent years, an increasing number 


have complained to me about younger psy « 
sultants who spend more time attemptir { 


strate their medical knowledge than prov 
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co 1 terns! 
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I aL psycn 


atric assessment and recommendations for +5; chiatr ` 
treatment. It is also interesting to note tha «c: chers 

some training programs in family medicine seim t9 d >- 
velop an easier rapport with behavioral s: ni sts. pe - 
ticularly psychologists, than with psychia ‘it: s. sar, 
family physicians prefer to consult with <. <y: heiog: ° 


rather than a psychiatrist. There mgy 52 .e.:re re - 
sons for this phenomenon, but one expleri iticn ‘s th i 
the psychiatrist is too preoccupied witi Ww. medi \ 
image and is less skilled than many psy 20 og. its 
providing the family physician with p ls: esse 


ments and recommendations. 
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It is my hope that in the future, argum2 ts ‘or cre...- 
ing changes in psychiatric education wi be scrup i- 


lously examined in terms of their logic, ra. on ality, a 
logistic and political implications. Sucn «: anoreach 


rear 


change might even yield dividends in th: 


ture. The current reality of a requiremerst sf! our ye 


pot 
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of postgraduate training in psychiatry 1 “of əmiire! 


burden. The extra training time can be ov te geod? s 


+> 
ked 


if we are able to define what kind of n assychie vic 
medical and psychiatric medical experi: ‘ce: are m +s: 


essential in shaping a good psychiatrist. 
must get back to the troubling questic? 


psychiatrist’s task. We must developai‘it c onelan: 
ysis of what services psychiatrists savu prov. 
Once we can reach some consensus ast tn> psyc i 


trist’s functions, training experiences ir . 
ric and nonpsychiatric medicine can 
shaped to meet the trainee’s functiona 

pectations are that if we use such a ratic 
we will end up with a four-year program . 
mum emphasis on traditional internsh‘r 
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Comment 


BY JOHN ROMANO, M.D. 


Dr. HALLECK is troubled by the recent decision of the 
American Board of Psychiatry and Neurology to re- 
turn to requiring a fourth year, or internship year, of 
preparation for psychiatry. J, too, have been troubled. 
However, my concern dates back to 1970, when the 
traditional internghip requirement (the fourth year) 
was summarily eliminated (1). Since then, I have also 
been concerned with the sometimes valiant but quite 
unsuccessful attempts on the part of departments of 
psychiatry to design, execute, and supervise substitute 
programs to take the place of the freestanding rotating 
internship or the more extended residency preparation 
in medicine or pediatrics of the past. 

Before responding to Dr. Halleck’s ahistorical objec- 
tions, I wish to point out that the psychiatric training 
program was a four-year program from the inception 
of the American Board of Psychiatry and Neurology in 
1934 until 1970. Within that period the major eligibility 
requirements for candidates for certification were 
graduation from an approved medical school with the 
Doctor of Medicine degree; possession of an unlimited 
license to practice medicine in a state, commonwealth, 
or territory of the United States or a province of Cana- 
da; and one year of clintcal internship. These require- 
ments applied to all medical school graduates of the 
class of 1934 and subsequent classes. 

The formal psychiatric training program after the in- 
ternship was for a period of three years, followed by 
two years of practice before a person was eligible for 
examination. This schedule remained unchanged with 
the exception of several years after World War IU, 
when the wartime internship of nine months was ac- 
cepted as equivalent to the one-year internship. 

In 1970 the one-year internship requirement was re- 
moved for M.D. candidates but not for D.O. can- 
didates, and in the following year it was eliminated for 
both. In the intervening years (1970-1977) depart- 
ments of psy¢hiatry accepted candidates for their resi- 
dency progfams who 1) had traditional freestanding in- 
ternship or residency preparation in medicine or pedi- 
atrics, 2) had no internship, and 3) were to be engaged 
in a four-year program variously constituted of assign- 
ments to medicine, pediatrics, neurology, and family 
medicine, often in hospitals distant from the parent de- 
partment and usually with four months or more of psy- 
chiatric assignment to the parent department. In the 
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1977-1978 Directory of Medical Specialists, manda- 
tory training requirements for physicians entering 
training programs on or after July 1, 1977, included 
two patterns (2). The first pattern includes the cate- 
gorical and flexible first-year programs, which include 
experience principally in medicine but also in family 
practice or pediatrics. The second pattern is a four- 
year training program in psychiatry in which at least 
one year is to be spent in an approved program that 
provides direct responsibility for the general medical 
care of children and/or adults. 

Dr. Halleck questions the wisdom of deciding to re- 
turn to the internship requirement without sufficient 
evidence to make the change. This is the very point I 
made at some length eight years ago, when the deci- 
sion was made to eliminate the internship requirement 
(1). He suggests that a survey could have been under- 
taken to evaluate and compare the performance of 
residents who had internships with those who did not. 
I believe such a survey would have little validity if it 
were based on self-report of the residents or on data 
obtained exclusively from those who conducted the 
residency programs. Bias would be almost insuperable 
because of self-selection and the very human trait of 
blessing what one has done, particularly in preparation 
for a professional career. 

Objective tests for the acquisition and retention of 
information, knowledge, and certain skills, similar to 
those used by graduate boards, could be designed. I 
learned from Dr. Lester H. Rudy, Executive Director 
of the American Board of Psychiatry and Neurology, 
that no attempt has yet been. made to compare the ex- 
amination performances, in whole or in part, of those 
candidates for certification who had an internship and 
those who did not (personal communication, March 
20, 1978). He ‘indicated that this may be done in the 


future. Furthermore, at this moment (March 1978), Dr. 
Rudy does not have data on the number of applicants 


for Certification who did not have an internship. 

Obviously, to obtain both reliable and valid apprais- 
als of the operational compétence of the psychiatrist 
would require an intimate surveillance of the day-to- 
day judgments he makes in the study, care, and treat- 
ment of his patient and the patient’s family—hardly an 
easy task. Furthermore, prodigious difficulties would 
be posed by the controls necessary for the systematic 
study of sufficient numbers of psychiatrists, with at- 
tention to their medical school preparation, the nature 
of the internship, the pattern of the residency, and cur- 
rent modes of diagnosis and treatment. 

Dr. Halleck does not exaggerate when he recounts 
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the formidable logistic problems encountered by de- 
phrtments of psychiatry in assuming responsibility for 
the internship assignment. We cannot know with cer- 
tainty that the problems posed by the internship have 
had a major effect on the recruitment of medical stu- 
dents to careers in psychiatry. This is a highly complex 
issue undoubtedly influenced by many determinants, 
but it seems possible that the considerable confusion 
and obviously second-rate quality of many of the in- 
ternships have contributed to the current recruitment 
problems. 

Over the past several years our interns have shared 
with me their experiences, pointing out the patchwork 
quilt design of the internship, the considerable uneven- 
ness in the quality of the teaching and supervisory ex- 
perience and in the nature and breadth of clinical expe- 
rience, the feeling that they do not belong or are ac- 
cepted with sufferance, and, most particularly, the 
distance, both geographic and intellectual, from the 
parent department of psychiatry. Furthermore, a num- 
ber have been dissatisfied with the four-month psychi- 
atric assignment during the internship year. because 
they are asked to assume responsibilities, often in mid- 
year, that are equivalent to those of the more informed 
resident and for which they have not been adequately 
prepared. 

The assumption that the department of psychiatry 
would, or could, be in a position to supervise or be 
responsible for the internship assignment in medicine, 
pediatrics, neurology, or family medicine in hospital 
and clinic services at some distance is not only mistak- 
en but patently absurd. When one considers how such 
an internship could be inspected, examined, or eval- 
uated by review committees, one realizes how impos- 
sible is the task. One has only to remember how per- 
functory and inadequate is the evaluation of psychiat- 
ric residency by the residency review committee. 

Although Dr. Halleck is aware of the reduced clini- 
cal experience of our medical students as a result of 
the fourth-year elective opportunities and of the obvi- 
ous need for today’s psychiatrists to be more informed 
of psychopharmacology and of biological matters in 
general than were their predecessors, he takes issue 
with what he considers the most common justifications 
for the internship. In his view, these are 1) that psychi- 
atrists need to be more like other physicians, and’ 2) 
that the future role of psychiatry will increasingly ih- 
volve consultation and liaison services to primary care 
specialists. He challenges.the general notion of the 
psychiatrist’s learning to be a physician, believing that 
the idea of physicianship is often couched in mystical 
terms. He believes that psychiatrists are unduly con- 
cerned about their image as doctors and that psychia- 
trists would err should they adopt the medical model 
of the practicing physician. Dr. Halleck describes the 
extreme reductionistic aspect of the medical model, in 
which he believes attention is focused entirely on etiol- 
ogy related to biological dysfunction. Although he 
concedes that there are more sophisticated medical 

models dealing with multiple determinants and with 
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the interaction of biological, psychologica’, nr: sorla: 
factors, he believes that most medical pra ‘tic’: is fo- 
cused almost entirely on the simpler recict onistic 
model and, further, that the traditional int: iship mas 
reinforce the reductionistic medical modei. water he 
believes is inappropriate for the education of ‘odcay’: 
psychiatrist. 

Evidently Dr. Halleck and I have had qu ¿e <:fre-en 
experiences. It has never occurred to me ttai ihe les- 
sons learned during the internship could les i ie a mys- 
tical notion of physicianship. From per:.c ial exper - 
ences, from direct observations of severa: e wrasior 
of interns and residents, and from their c1 ‘2ct rerort 
to me, I believe the contributions of the iversshi- 
year to their professional education can be sta ed sim 
ply and clearly, with no vestige of myst! ism. “igi 
years ago I asked each of our residents to ite the five 
most important contributions of their int» assip exp -- 
rience, aside from the obvious increases it know ledi 2 
and skills about medical and surgical con itens. TI 2 
following clusters emerged: 


a) significant change in his perception of Ir se Vind s 
awareness of the perceptions of others that ye :. a phy | 
clan; this was a different perception from thit le bad « 
countered as a clinical student; he became aware of. s- 
suming a new role in terms of responsio ‘tv accou : 
ability, and dependability in the direct cry o pier ~. 
engagement with families of patients. and h wre ag bow o 
work with others in the multiple set of the e>’ rai hea J 
professions; b) repetitive application of thx e ital no 
edge to practical ends, responding to em:e ger gy nee s. 
dealing with the dead and dying and with C 2" acuons o 
their families; remaining responsible to 3 c's charge in 
spite of fatigue, becoming more efficient i 3 2ontiden ir 
problem-solving, decision-making, and penra daily c- 
tivities; c) exposure to senior colleagues n .ne seya 
medical disciplines and learning from nem d ffeicn 
styles, methods of approach. and the >.en of us: u 
knowledge and technique; learning someth-1g of the p od 
lems of other medical persons in dealirg wt) treir ca 
tients; d} additions to one’s store of kno. de: a cout k 
significant psychosocial aspects of patiens inc their fe ax 
lies, both the acutely and chronically ill. <b coavetese sa 
and the disabled, learning something of tl: svecia} p or- 
lems of the battered or burned child and bhi- nar enms. o ch: 
pregnant teenager, the anxiety of the r icf esd “u` 
with myocardial infarction, and the legi n cf other x 
tients for whom the intern becomes dire:ilk. respon oi: 
for study, care, treatment, and dispositicr sx lerde. m 
rience in interviewing and examining pati: ot, Wit; sonz- 
ic and psychological signs and symptoms win parti ik: 
attention to the differential diagnosis ¢ pon and J: - 
ability; e) opportunity for full measure of determ oir? 
choice of career, having kept options cp.n. nd lea cis 
of one’s interests and aptitudes in the arous fiel s c” 
medicine; opportunity to engage in the te: hit go meic 
students, nursing students, and others. ( .p 1874) 
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More recently, in meeting with ourc trent grova oi 
interns, much of the above was restatec Tie “ollo..t 2 
statement of one of our interns (R.M. i uchs, vers ore! 
communication) is quite representative. 
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Becoming an intern involves more than obtaining an M.D. 
after one’s name. The task of the medical student is to 
make the transition from layman to physician by acquiring 
knowledge and becoming comfortable with the label ‘doc- 
tor.” An intern, however, is a doctor. He is forced to make 
critical decisions, to be ultimately responsible for patient 
care, and to deal first-hand with death and grief—all with 
scarcely more wisdom than he had a year previously. The 
intern is the pivot around which revolve the patient, the 
attending physician, the senior house officers, the family, 
and the hospital. He must objectively integrate concerns 
that are often contradictory. The responsibility of coping 


with human suffering is a burden new to the intern. He 


must learn to get beyond his own emotional responses to 
sickness and death in order to deal effectively with his pa- 


tients. 
© 


There can be no argument with Dr. Halleck when he 
indicates the inadequacies of the reductionistic biolog- 
ical model as an appropriate preparation for tomor- 
row’s psychiatrist and, equally important, for tomor- 
row’s physician. Perhaps Dr. Halleck would agree that 
the reductionistic psychological model espoused by 
many psychiatrists 1s also an inadequate preparation 
for tomorrow’s psychiatrist and physician. There are 
those who defend the notion that all human distress is 
explicable in the paradigm of unconscious conflict and 
attempts at its resolution. 

Obviously, modern biology, as well as modern med- 
icine and psychiatry, can no longer be satisfied with 
simplistic reductionistic notions of health and disease, 
whether they emerge from infectious disease or from 
neurotic conflict. In fact, I have been impressed by the 
increasing sophistication of our medical colleagues in 
dealing intelligently and perceptively with multiple de- 
terminants of behavior and with the complex inter- 
relationships of biological, psychological, and social 
phenomena, which play a part in the maintenance of 
health and in the emergence of disease. This 1s appar- 
ent not only among the clinical investigators in the 
fields of endocrinology, toxicology, metabolic dis- 
eases, and neoplasia but also with practitioners in their 
dealings with patients and their families. Like Gill (3), I 
have difficulty understanding what is meant by the 
medical model; I have even more trouble understand- 
ing what is meant by the ‘‘nonmedical model,” what- 
ever that may be. In operational terms, the medical 
model is often, 1f not usually, depicted as one in which 
the physician is active, authoritarian, and directive 
and the patient is compliant, passive, and in general 
nonparticipating. An example would be the administra- 
tion of an antibiotic drug to a patient with an infectious 
disease, in which the body takes over and the patient, 
as a person, has no part. However, as we all know, 
within the medical model are those engagements be- 
tween patient and physician in which the patient is en- 
couraged and expected to take an active, conscious 
part in the treatment of his distress—for example, in 
modifying his diet, in self-medication, elective surgery, 
in bringing about changes in life patterns (smoking, 
recreation, responding to genetic counseling), etc. For 
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that matter, in the nonmedical model, sometimes called 
the psychological model, there are approaches as at- 
thoritarian, if not more so, as any of the traditional 
medical models, e.g., behavior modification treatment 
and the interpretive judgments in psychoanalytic 
therapy. Therefore, in both models we can find the 
idea of patients passively accepting medication, ad- 
vice, explanation of drugs, surgery, etc., but there are 
also other instances in which the patient must con- 
sciously and actively assume responsibility for be- 
havioral change. 

Clinical experience teaches us to be aware of the 
limits of usefulness of the Parsonian model of the sick 
role. This model was designed for those who are acute- 
ly physically ill and has not been useful in understand- 
ing patients with chronic medical and surgical illnesses 
or most psychiatric patients (4). 

I am somewhat puzzled by Dr. Halleck’s criticism of 
psychiatric consultation, and I wonder what relation- 
ship his comments have to the internship preparation 
of the psychiatrist. Psychiatric consultation is a skill to 
be learned during the residency period, and evidently 
those he criticizes did not have adequate preparation 
for their task. 

On reflection, I am left with the impression that Dr. 
Halleck’s negative view does not concern the internship 
exclusively but rather reflects serious reservations as 
to the usefulness of medical education in general in the 
professional training of the psychiatrist. If this is so, I 
would hope that he would clarify his position and ex- 
plain more fully his reasons for these reservations. 

I agree with one of Dr. Halleck’s concluding re- 
marks, when he insists that- whatever changes we 
might make in psychiatric education should be in- 
formed, intelligent, and appropriate to the tasks of the 
psychiatrist as we perceive them today and as we may 
anticipate them to be- tomorrow. The internship, no 
more than any other educational program, should nev- 
er be considered a sacred cow. The curriculum is an 
instrument, a means to an end, never an end in itself, 
and is changed, as it should be, by the introduction of 
new knowledge and the acquisition of new skills. Fur- 
thermore, the internship cannot be dealt with in isola- 
tion because it will be affected by college and medical 
school preparation and, in turn, will affect materially 
the specialty training that follows it. 

Surely there must be by now sufficient evidence to 
warrant significant revision of both undergraduate and 
graduate medical educational programs. It must be 
clear that the various experiments with the curriculum 
in the undergraduate period (particularly in those 
schools that established three-year programs) have led 
to diminished clinical experience and scholarship in re- 
cent medical school graduates. In the past the fourth 
year of medical school provided advanced clinical 
clerkships in all the major clinical disciplines, but with 
the change to an elective year, most students were de- 
prived of the opportunity for sustained responsible 
clinical assignments. Thus, the assumption of the Mil- 
lis Report—that the undergraduate clinical clerkship 
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would be sufficient to transform the student into a phy- 
sician—has not been fulfilled, nor has the expectation 
that there would ensue institutional responsibility for 
graduate medical education (5). As a result, a consid- 
erable number of students face serious problems of 
transition between their role as students and their en- 
trance into the formal specialty training program. This 
is particularly true for psychiatry, but it is also true for 
those who are interested in careers in anesthesia, pa- 
thology, dermatology, physical medicine, radiology, 
and perhaps others. These students wish to obtain a 
full measure of at least a year of clinical internship be- 
fore they embark on their specialty training but have 
serious problems doing so because internal medicine, 
pediatrics, and family medicine, which would be pri- 
mary in the construction of such internships, have un- 
usually great demands on their resources. All of this 
has led, as most of us know, to students being forced 
to make early career choices when they are in- 
sufficiently informed. As a result, students often have 
to lie to convince program directors in internal medi- 
cine, pediatrics, and family medicine of a commitment 
of which they are really unsure. I am vigorously op- 
posed to forcing students to make premature deci- 
sions. On an earlier occasion I wrote, 


I am not one who defends the thesis that there should be 
unbroken continuity between collegiate education, medi- 
cal school, and graduate specialty training. I have learned 
that growth is hardly ever regular or even, and I would 
warmly support the occasional discontinuity or psycho- 
social moratorium that enables the student to free himself 
from the restrictions of the convoy system to examine 
more carefully his objectives and to plan more in- 
telligently for his future career. Whatever changes may 
take place in the future, let us try to give our students 
every opportunity to make intelligent and informed deci- 
sions in their choice of career and special interest. This 
will require curricular planning, with full measures of 
scholarship in all fields relevant to their professional aspi- 
rations, (6) 


I am heartened to learn that these matters are under 
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serious consideration by the Council on Med :a: Eai- 
cation of the American Medical Associatior. 7). Wh 
others, I hope sincerely that this group car = nli.t tne 
interest and support not only of psychiatry s iellow 
sufferers in the clinical disciplines who fc. s milar 
problems with what has been called the flex.t 2ivtern- 
ship but also the assistance and cooperatic: of -hose 
responsible for the primary care programs ir. ieg cire, 
pediatrics, and family medicine. One hopes. .oc , that 
these matters will engage the attention of the faculties 
of our medical schools. Only if there is € onzerted 
attempt to correct the current deficiencies 1 c'inical 
scholarship in the undergraduate period arc .rc obvi- 
ously deficient transitional flexible internsh'> for the 
clinical specialties noted can we hope to ci sur: ade- 
quate standards for professional education. 

As must be evident, I consider the inter isn p. to- 
gether with collegiate and medical educaticr octigsto- 
ry experiences in the professional prepara: on of she 
psychiatrist. I would hope that proper me sures will 
be taken to ensure full measure of the interrs ip assign- 
ment in terms of clinical experience and hig} ste adards 
of educational supervision. 
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Seclusion: Uses and Complications 
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BY MARLIN R. MATTSON, M.D., AND MICHAEL H. SACKS, M.D. 


A total of 7.2% of the patients in a private psychiatric 
hospital were placed in seclusion during a one-year 
study. These 63 patients had a more frequent 
diagnosis of schizophrenia and manic-depressive 
illness, manic type, than a comparison group. 
Significant intergroup differences in age and length of 
hospitalization became insignificant when the seclu- 
sion patients under age 20 were excluded. Although 
seclusion was often used to protect patients, others, 
and property, the most frequent reason was to 
maintain a therapeutic environment. This study 
pointed toward a staff tendency to see the “problem” 
of the patient's behavior as being solved by seclusion 
rather than viewing seclusion as an intensive care 
environment in which the patient’s behavior and 
treatment could be more carefully monitored. 


THE SECLUSION ROOM is a regular part of most psychi- 
atric units. Despite this, its use as a form of treatment 
for disturbed patients has received remarkably little at- 
tention. A computerized search of the psychiatric liter- 
ature from 1964-1975 located only two relevant arti- 
cles (1, 2), both of which viewed seclusion as an ef- 
fective way of managing the destructive behavior of 
severely disturbed patients. Wells (1) reported that it 
was used with 4% of the patients admitted to a univer- 
sity hospital’psychiatric unit but did not make any note 
of complications arising from its use. Fitzgerald and 
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Long (2) commented briefly on the effects of staff dis- 
agreement on the use of seclusion, the importance of 
monitoring the patient’s medical status, and the possi- 
bility that sensory deprivation might lead to a worsen- 
ing of the mental state. One suspects that this paucity 
of reports on seclusion may relate to the discomfort of 
the psychiatric profession regarding its use. It is a top- 
ic that for personal, humanitarian, ethical, and legal 
reasons might lead to an avoidance of discussion and 
investigation. As part of a generalized review of the 
use of seclusion, we thought it might be useful to re- 
port our findings in order to stimulate discussion and 
establish directions for further study. 


METHOD 


A seclusion patient was defined as any patient who 
required the use of a locked seclusion room at any time 
during his or her hospitalization. All seclusion patients 
during 1975 were included in the study. The diagnosis, 
age, sex, marital status, length of hospitalization, rea- 
sons for seclusion, and complications of seclusion 
were recorded. These patients were then compared 
with a random selection of 160 nonseclusion patients 
during the same period. The hospital is a 104-bed pri- 
vate voluntary psychiatric division of a general hospi- 
tal. It consists of six inpatient units, all of which are 
heavily staffed and involved in resident or medical stu- 
dent teaching. 


RESULTS 


During the period under study 63 patients (7.2% of 
the patient population) required seclusion. More than 
one-half of these patients (63%, N=40) were diag- 
nosed as schizophrenic, compared with 38% of the 
nonseclusion group (N=61). The rest of the seclusion 
group received diagnoses of manic-depressive illness, 
manic type (17%, N=11), personality disorder (10%, 
N=6), and other (10%, N=6). In contrast, in the non- 
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TABLE 1 
Types of Behavior Leading to Seclusion in a Sample of 63 Patients 
2 $cqqcrrrrr nen aa 


Number Percent of 

Behavior” of Patients Episodes 
Behavior disruptive to 

therapeutic environment 63 34.4 
Assaultive to others 46 25.1 
Threatening or verbally abusive 14 7.7 
Destructive to property 14 LT 
Dangerous to self 13 7.1 
Other 33 18.0 


*Some patients exhibited more than one type of behavior. 


TABLE 2 


Complications of Seclusion in a Sample of 63 Patients 
E ee tate a a 


Number of Number of 
Complication* Patients Episodes 
Assaultiveness 19 32 
No note with each 24-hour period 

by primary therapist 16 26 
Self-injury 8 10 
Destruction of seclusion room 4 5 
Deterioration of mental status 4 F 
Deterioration of physical status 3 5 
None 33 


*Some patients exhibited more than one complication. 


seclusion group 4% (N =6) received diagnoses of man- 
ic-depressive illness, manic type, and 14% (N=22) 
personality disorder. These diagnostic differences 
were significant (p<.01, chi-square test). 

Comparisons of sex and marital status revealed no 
significant intergroup difference. However, intergroup 
age differences were significant (p<.05, chi-square 
test). In the seclusion group the percentages for the 
10-19, 20-29, 30-39, and 40 and over age groups were 
24% (N=15), 29% (N=18), 29% (N=18), and 19% 
(N=12). Percentages for the nonseclusion group were 
10% (N=16), 36% (N=59), 21% (N=33), and 32% 
(N=52). If the 10-19 age group is excluded, the age 
difference no longer reaches significance. 

Patients who required seclusion had a significantly 
longer length of stay (58 days) than nonseclusion pa- 
tients (38 days) (p<.05, t test). This significant dif- 
ference disappears if patients aged 17 and younger are 
excluded. Table 1 lists the types of behavior that led to 
seclusion. The complications occurring during seclu- 
sion are shown in table 2. 


DISCUSSION 


The use of seclusion in our hospital was greater than 
that reported by Wells (1) (4% versus 7.2%). This dif- 
ference may be even larger, since we defined seclusion 
as a locked room, which excluded quiet room patients. 
The differences noted may be due to patient popu- 
lation, staffing patterns, and attitudes concerning the 
use of seclusion. Greenblatt and associates (3) have 
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documented how changes in staff philosopi, cen have 
a dramatic effect on the frequency with w ic^ seclu- 
sion is used. The general therapeutic phil..sa hy or 
our units might best be described as a coi: Ine tion o 
psychopharmacology and expressive the% a2. (iadi 
vidual, group, and milieu). Seclusion is usab: a las’ 
resort in helping patients to establish cont òl cf ther 
behavior. 

Diagnosis and age had a significant effec.. 2. heihe 
a patient would be secluded. Schizophreri: avd man 
ic-depressive, manic type, patients tendec is be se 
cluded more frequently than others. These ' 3 ‘ngs ar 
in the expected direction. Age also had a sig iifican 
effect on whether a patient would be seciuc d. nut on 
ly if the 10-19 age group was included. 

The mean length of hospitalization for jp: tevis whi 
were secluded was significantly greater th n nat fo 
patients who were never secluded. Howe er if om 
removes the adolescent patients from ti. sc.clusio. 
group, the difference between the mean ier zt of 10s 
pitalization for the adult seclusion group a ‘i t1e aor 


seclusion group is no longer statistically ignificani. 


Since the treatment program for adolesce it oatieni 
emphasized a longer period of hospitaliza.1 n. .he fac 
that a patient required seclusion did not si 2m te pre 
vide an indication of the length of time he o sv opur 
need to be hospitalized. Similarly, neither s xi or me: 


ital status was significant in distinguishir.. seclusic ` 


from nonseclusion patients. 


Although a patient requiring seclusicr wis roi: 
likely to be schizophrenic or manic, the da vir teble. 


provide more specific information regara ap the br 
haviors that actually led to seclusion. Aù! ṣu! ivenes 
and behavior disruptive to the therapeu ¢ 
ment were the most common reasons fo- 
Examples of the latter behavior include | ; apeatc. 
slamming of doors, running up and dowr 


ry rot - 
seslusior. 


1@ sOrride S 


unclothed, and persistent screaming. At ouzh suc: 
behavior is not usually threatening to eithe th: patie . 


or others, it is the most frequent cause c. scelusio: 
Disruptive behavior, as well as threats of assaul 


iveness, are areas in which staff attitude: < av. 
t 


chotic behavior are very relevant in dee miang il: 


frequency with which seclusion is used. J! er var 
ables that may affect the decision to se: ids the p.. 
tient and which require further study are te! -patie 

ratios, availability of staff, general an&.>ty or tl 

ward, and staff training. 

However, we have found that placing t*2 -.ticnt 
seclusion does not entirely restore the tre aj tutis e 
vironment of a ward. The rest of the pet :n:. 
apprehensive and concerned about the paderi vho. 
in seclusion. Fears regarding a similar lo’ + o` centr.: 


TG ps - 


rema ? 


ed 


or the inability of the staff to prevent st :a oenhavi 2 
from occurring are common themes duriva .1is üm.. 


However, the use of seclusion does enabie the unit .s 


place the patient in a quiet environmen vhire re 


she can be more closely observed so thet renuent i» 
evaluation of the adequacy of the treatin. m nolan ccn 
be made. At the same time the opportur ties te hts: 
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oneself, to hurt others, or to damage the environment 
are minimized. These factors have led us to think of 
the seclusion room as an intensive care room, since it 
seems to be more appropriate to the needs of the pa- 
tient at the time he or she requires its use. 

We had hoped in the chart review to evaluate the 
effect of the seclusion room itself on the patient’s be- 
havior but could find no data to support either the tra- 
ditional belief that removing a patient from the stimu- 
lating activity of a ward to a ‘‘quiet room” has a calm- 
ing effect or the contrary hypothesis that the resulting 
sensory deprivation might produce further deteriora- 
tion. What seems to occur is that a patient who is in 
seclusion is rapidly medicated while continuing the be- 
havior that placed him or her there in the first place. 
The sedative and antipsychotic effect of the medica- 
tion, combined with the patient’s tiring himself out, 
may be the principal results of seclusion. This would 


be more consistent with the view that the seclusion’ 


room is not a treatment in itself but simply a place 
where intensive treatment can occur—an intensive 
care room. This approach enables the staff to more 
realistically appraise the function of the seclusion 
room and to explain its use to patients. 

A surprisingly high number of complications oc- 
curred while patients were in seclusion (see table 2). 
One interesting complication was the tendency for the 
patient’s therapist to provide less documentation of his 
or her involvement in the patient’s total care. This was 
evidenced by poor documentation in the medical rec- 
ord of 1) evaluation of patients going into seclusion, 
and 2) reevaluation at intervals thereafter if seclusion 
‘needed to be continued. Although this absence of doc- 
umentation is not a complication in the strictest sense, 
it could result in complications by not providing other 
staff responsible for the patient’s care with information 
regarding the patient’s behavior and the proposed 
treatment plan. These lacunae in the charts of seclu- 
sion patients could be related to a tendency toward the 
decreased involvement of some staff with the patient 
during this period or to uncomfortable feelings about 
placing a patient in seclusion. They seem to mirror the 
lack of attention to the secluded patient in the psychi- 
atric literature. 

We found that assaultiveness was also a common 
complication of seclusion, necessitating reevaluation 
of the patiené’s mental status and the adequacy of the 
current treatment plan. Seclusion alone is not suf- 
ficient to control assaultiveness. In over half of the oc- 
- currences, patients were assaultive to staff in the se- 
clusion room. In slightly less than half of these epi- 
sodes, the assaultiveness occurred while the patient 
was trying to leave the seclusion room when the door 
was unlocked by staff or, if the patient succeeded in 
leaving, during attempts to bring him or her back. 

Self-destructive behavior was also a frequent com- 
plication. Despite staff precautions, some patients 
managed to take a sharp object into the seclusion room 
and others managed with great ingenuity to use the se- 
clusion room itself to hurt themselves. Patients have 
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unscrewed security light fixtures to expose electric 
wires and chipped tiles to obtain sharp-edged in‘ 
struments. Of course, such assaultive or self-destruc- 
tive behavior is often what caused the need for seclu- 
sion in the first place. However, it is clear that seclu- 
sion is not a ‘‘cure’’ but simply a more efficient way of 
enabling the staff to provide continued surveillance. 

Those patients whose mental and physical status de- 
teriorated in the seclusion room are worth further 
comment. One was a 53-year-old acutely schizophren- 
ic woman who appeared to have a marked paradoxical 
response to chlorpromazine characterized by increas- 
ing confusion, agitation, and bizarre behavior that was 
not recognized immediately. The other patient was a 
17-year-old boy who appeared to be acutely in- 
toxicated and became assaultive when examined. 
Once in seclusion he became increasingly unrespon- 
sive. A sedative overdose was diagnosed and con- 
firmed by gastric lavage. In both of these cases there 
was an unexpected organic complication that was not 
immediately considered once the patient had been se- 
cluded. In both situations there seemed to be a tenden- 
cy to regard the seclusion room as a symptomatic 
treatment and the changes in behavior as temporary 
reactions to seclusion rather than as a progression of 
the symptoms that initially required the use of seclu- 
sion. 

The danger in assuming that the seclusion room is a 
treatment in itself is that it may provide a false sense of 
security that the symptoms or their cause is being 
treated. This is also evident in our finding that many of 
the patients who deteriorated while in seclusion were 
not receiving adequate medication. The importance of 
repeated careful evaluations of the patient’s mental 
and physical status, diagnosis (e.g., is there an organic 
component?), and the adequacy of current treatment 
once the patient is in seclusion must be emphasized. 


CONCLUSIONS 


In conclusion, we have found that 7.2% of the pa- 
tients in a private psychiatric hospital were placed in 
seclusion. These patients had a more frequent diagno- 
sis of schizophrenia and manic-depressive illness, 
manic type, than the nonseclusion group. Significant 
intergroup differences in age and length of hospital- 
ization became insignificant when the under-20 age 
group was excluded. Although seclusion was often 
used to protect a patient from himself or herself, from 
hurting others, and from being destructive to property, 
the most frequent reason was to maintain a therapeutic 
environment. Staff attitudes and experience seemed to 
be a critical factor in this determination. The study of 
complications of seclusion pointed toward a staff ten- 
dency to see the ‘“‘problem’”’ of the patient’s behavior 
as being solved by seclusion rather than viewing seclu- 
sion as an intensive care environment in which the pa- 
tient’s behavior and treatment can be more carefully 
monitored. 
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Marijuana Use in Schizophrenia: A Clear Hazard 


BY DAROLD A. TREFFERT, M.D. 


The use of marijuana as the independent variable 
produced a serious exacerbation of a psychotic 
process in four schizophrenic patients whose illness 
was otherwise well controlled with antipsychotic 
medication. Each patient served as his own control— 
the sole substance abused was marijuana and 
antipsychotic medication intake remained constant. 
Each time marijuana use at moderate levels began, 
there was exacerbation and deterioration. The author 
suggests that marijuana use is a special hazard to 
schizophrenic patients and that physicians should 
alert such high-risk patients to the possible untoward 
interaction between their illness and marijuana. 


CONTROVERSY CONTINUES as to the degree of signifi- 
cant adverse medical effects of marijuana on various 
systems in the human body (1, 2). Medical/psychiatric 
studies thus far show that there is a temporal relation- 
ship, at least in some cases, between cannabis use and 
the occurrence of psychotic episodes (3-5). These epi- 
sodes may be 1) toxic psychoses as a result of acute 
cannabis intoxication (6-12), 2) conditions resembling 
mania and dementia as a result of long-term cannabis 
abuse (10-13); or 3) paranoid psychoses resembling 
paranoid schizophrenia in the course of long-term can- 
nabis abuse (13—15). 

Questions remain regarding the number of cases (16), 
the dose relationship, if any (16), and whether mari- 
juana causes a psychosis in an otherwise healthy per- 
son or whether it merely precipitates a latent psycho- 
sis in a predisposed person who already has significant 
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premorbid psychopathology (5, 16, 17). W ‘ile those 
controversies continue, surprisingly little atiẹnton nas 
been paid to the important clinical observa’t::n t at pa- 
tients who are psychotic, irrespective of easlopy, <un 
the risk of relapse and exacerbation of aa otherwise 
well-controlled illness by use of even mcderate 
amounts of marijuana (3, 4). 

Thacore and Shukla (18) found that 25 pa ens vith 
cannabis psychosis responded swiftly to -ño t-term 
antipsychotic treatment, and relapses ocz “red only 
when the patients reabused cannabis. Trea.me it was 
directed at preventing further abuse. To t. e :lready 
psychotic patient the use of marijuana in eyen ‘ncder- 
ate doses presents a clear medical hazard 

I will describe four patients with well-dccu'nentec 
schizophrenia in which the use of marijuana zs te sole 
independent variable produced exacerbation of the 
psychotic process in an otherwise well-co:::ro led ill- 
ness. 


CASE REPORTS 


Case 1. Mr. A, a 23-year-old man, entered a zx 1eral hosp! 
tal psychiatric unit in June 1976 after severel, mutilatin; 
himself with a razor blade. His first psychotic -pisode har. 
occurred in January 1975, when he abruptly” zca ne pre 
foundly withdrawn, stopped eating, could no sicep. ans 
spent hours in bed in absolute silence with covers over hi, 
head to shut out all possible stimuli. He develoo::d well-crys- 
tallized delusions, bizarre behavior, and a fulminatins 
thought disorder. These symptoms followed 1s firs: ir- 
volvement with smoking marijuana (two to thr2e joints a da 
for a period of 2 months). He had no drug history and wa. 
not involved with any other drugs. There was «s rorg famil, 
history of mental illness—his paternal grandfather Fad corr- 
mitted suicide at age 40 and his maternal granc ather and . 
maternal uncle had been hospitalized for many 4 cars for psy - 
chiatric illness. 

Mr. A, blatantly psychotic, catatonic, delusicnal. and pc- 
riodically agitated, was hospitalized at that tne (Januar, 
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1975) for approximately 2 weeks. He impulsively left the unit 
and threw himself in front of an automobile, seriously in- 
juring himself. He was then transferred to a state hospital, 
where he remained for 4 months. He was released on flu- 
phenazine enanthate and was maintained at home on an out- 
patient basis. He was generally active and alert and resumed 
his drawing and painting, which he was involved in prior to 
his first psychotic episode. He participated in athletics, slept 
well, and did some socializing. 

In May 1976, 2 weeks prior to his second admission to the 
hospital, Mr. A began using marijuana heavily (at least three 
times daily on a regular basis) and was on what he described 
as a “‘2-week trip.” He used no chemicals other than mari- 
juana, used no alcohol, and continued to take his psycho- 
tropic medication. It was following the ‘‘2-week stoned trip” 
that Mr. A mutilated himself. At admission he was fright- 
ened, startled, arfti nearly mute; showed remarkably fiat- 
tened affect; and was hallucinating and delusional. The self- 
mutilation occurred as part of an extensive delusional sys- 
tem involving God, the devil, and bisexuality. 

The patient was hospitalized for 3 months and responded 
to a combination of electroconvulsive therapy and high 
doses of psychotropic medication including haloperidol, tri- 
fluoperazine, chlorpromazine, and amitriptyline. With regu- 
lar medication and without marijuana, the remission has 
been maintained over 18 months. Mr. A attributes his re- 
lapse to the resumption of marijuana use even though he had 
been taking his psychotropic medications regularly. 


Case 2. Mr. B, a 21-year-old Marine, began using a variety 
of chemicals, including marijuana, lysergic acid diethyla- 
mide (LSD), mescaline, and heroin, while overseas. He ad- 
mitted to heavy use of cocaine and LSD. In July 1975 he was 
shooting methylenedioxyamphetamine (MDA) at a party, 
and also was taking pentachorlophenol (PCP). Shortly there- 
after he was hospitalized with a “‘toxic psychosis,” which 
included bizarre and manic behavior, severe agitation, a pro- 
found thought disorder, and a well-crystallized delusional 
system. There was obvious liver impairment as well, with 
SGOT levels of 1280 units. He was hospitalized on the psy- 
chiatric unit of a general hospital for approximately 4 weeks 
and responded slowly but regularly to high doses of flu- 
phenazine decanoate, thioridazine, and haloperidol. His 
fragmented thinking slowly cleared, and his confusion and 
the delusional system disappeared. 

He was discharged reasonably symptom-free but on high 
doses of psychotropic medications. The delusions and hallu- 
cinations had disappeared completely. Mr. B did well for 3 
months but then began to smoke marijuana ‘‘to help his de- 
pression.” Nevertheless, he continued his psychotropic 
medications regularly as prescribed. Following the resump- 
tion of daily ‘marijuana smoking, his condition deteriorated 
and his delusional system promptly returned, requiring re- 
hospitalization in February 1976. He remained in the hospi- 
tal approximately 3 weeks, during which time his symptoms 
again were relieved; he then returned to outpatient status. 

During the months following, Mr. B followed the pre- 
scribed medication regimen but periodically resumed the use 
of marijuana (no other chemicals or alcohol). Each resump- 
tion of marijuana use was correlated with a deterioration of 
his condition—-a return of an obvious thought disorder, ideas 
of reference, preoccupation, staring, and withdrawal to bed 
for hours at a time. When counseled about the need to avoid 
marijuana, he would stop use of the substance and his symp- 
toms gradually would clear. After several such episodes he 
agreed with the observation that marijuana was toxic to him; 
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for the next 6 months he did not use marijuana and his psy- 
chotic symptomatology did not recur. He continues to take 
his psychotropic medications regularly, is working, and is 
free of his ideas of reference and delusional material. He is 
much more active, socializes well, and shows no evidence of 
a thought disorder. 


Case 3. Mr. C was first hospitalized for approximately 5 
months at age 15 for treatment of a severe schizophrenic ill- 
ness characterized by catatonic symptoms, profound with- 
drawal, and disorganized thinking. He was maintained on 
antipsychotic medication and was seen on an outpatient 
basis over a period of approximately 36 months. At age 18 he 
required rehospitalization following discontinuation of medi- 
cation and experimentation with, and then daily use of, mari- 
juana. That hospitalization lasted nearly 9 months before the 
agitation, paranoid delusional system, and bizarre behavior 
subsided sufficiently for Mr. C to be released on intra- 
muscular fluphenazine decanoate. 

Mr. C did well for approximately 4 months. However, he 
resumed smoking marijuana heavily 2 weeks prior to his 
third hospitalization; at the time of his admission he turned 
in his ‘‘grass,’’ pipe, and a supply of marijuana to the admit- 
ting doctor. For those 4 months between hospitalizations 
Mr. C was maintained on intramuscular fluphenazine deca- 
noate. At admission he was frightened, anxious, paranoid, 
agitated, and again showed obvious thought disorder. He 
had a sertes of electroshock treatments to which he respond- 
ed favorably; after 6 months he was released on ptperaceta- 
zine and lithium carbonate. As an outpatient, Mr. C did quite 
well; he resumed work, became more socially active, and 
showed no evidence of his delusional system or thought dis- 
order. His affect remained somewhat flattened. Mr. C con- 
tinued regular intake of his prescribed medications; how- 
ever, he resumed the use of marijuana in order to establish 
better social relationships with his friends, who were using 
marijuana on a regular basis. He slowly began to deteriorate 
again and experienced withdrawal, ideas of reference, agita- 
tion, and insomnia. He admitted that he had been using mari- 
juana again in order to feel less depressed and more socially 
acceptable. Over the next 18 months Mr. C had episodes 
during which his illness deteriorated, and each of these was 
correlated with the resumption of marijuana, in spite of regu- 
lar intake of psychotropic medications. In February 1976, 
the patient began to use marijuana very heavily and became 
hyperactive, explosive, uncontrollable, and finally had to be 
transferred to a maximum security hospital. He remained in 
that setting for approximately 4 months. After the delusions 
and agitation ceased, he returned home on lithium and tri- 
fluoperazine, which he has continued regularly. He has 
maintained his remission for approximately 4 months, and 
since he has concluded that the marijuana was responsible 
for his deterioration, he has not resumed its use. 


Case 4. Mr. D, a 24-year-old man, was first seen in July 
1973, after a period of progressive depression and dis- 
organization. In the 3 months prior to admission he had been 
increasingly confused and disoriented, with disorganized 
thinking. At the time of admission he was disorganized, his 
associations were loose, and there was an obvious thought 
disorder. He was agitated, sobbed and cried uncontrollably, 
and experienced a great deal of sexual preoccupation and 
bizarre ideation. Mr. D indicated that he had been using psy- 
chedelics heavily and had taken LSD or mescaline on more 
than 100 occasions. He also admitted to heavy use of mari- 
juana and the use of amphetamines. He responded fairly 
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promptly to fluphenazine decanoate and trifluoperazine and 
Was followed on an outpatient basis. 

After 12 months the medications were gradually de- 
creased. Mr. D finally discontinued both the medication and 
outpatient contacts. He began graduate school 12 months 
later and also resumed the use of marijuana. He indicated 
that he was smoking approximately three to four times per 
week but was using no other drugs or chemicals. He became 
increasingly agitated, developed a fairly elaborate delusional 
system, and went to New Jersey to meet with the president 
of the United Nations. Mr. D became acutely agitated on the 
plane to New Jersey and continued to have delusions; after 
an unplanned stop he was hospitalized at a county receiving 
hospital and was frankly delusional and psychotic. When he 
finally was transferred to a hospital near his own home, Mr. 
D was preoccupied and distant. He spoke slowly and delib- 
erately and talked about his ideas of reference and a fairly 
expansive delusional system. He indicated that he had re- 
sumed the use of marijuana. Mr. D was placed on psycho- 
tropic medications and responded well to them. His thinking 
cleared, he became less preoccupied, and he was discharged 
on a combination of fluphenazine decanoate, haloperidol, 
and diazepam. 


DISCUSSION 


I have not presented these four cases to draw any 
conclusions regarding the relationship between onset 
of the original psychosis and the use of marijuana, al- 
though there was a temporal relationship between the 
use of marijuana and the onset of psychosis in each 
patient. It should, however, be noted that other drugs 
were involved in the original onset tn at least two of 
the cases and that in one case there was a strong famil- 
ial incidence of major mental illness. 

Instead, these cases illustrate that in schizophrenic 
or otherwise psychotic patients whose illness is well- 
controlled with medication, the use of marijuana is a 
clear hazard, irrespective of etiology of illness or in- 
volvement of drugs in onset. Patients who use mari- 
juana run a risk of exacerbating an otherwise well-con- 
trolled illness. In each of the four cases the patient 
served as his own control; i.e., marijuana was the only 
substance used, and each time the patient resumed use 
of marijuana at moderate levels (on his own volition 
and against medical advice), his illness was ex- 
acerbated. Abstinence from marijuana led to improve- 
ment and stabilization. 

All four patients are still under treatment, and each 
has become convinced, through persuasion and his 
own observation, that marijuana use is clearly corre- 
lated with recurrence of psychotic symptoms. Each of 
the four patients now abstains entirely from marijuana 
use, and remission has been sustained. One patient de- 
scribes marijuana as “‘ungluing’’ him, and another 
talks about it being *‘toxic’’ to him. Nevertheless, dur- 
ing rehabilitation each has felt a temptation to use 
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marijuana to deal with the depression freq. en ly elt 
after a major psychotic episode and/or to }.:es abnsh 
better social relationships, particularly if pr. or i0 nOs- 
pitalization the patient was involved in a p.cer group 
where marijuana use was frequent. The sci ‘:ornrenic 
patient is at high risk with respect to maz] tera vse. 
Perhaps some persons can safely use ma iera, put 
schizophrenics cannot. This special risk cf na yuana 
use to the $00,000 schizophrenic persons in .1¢ Jnited 
States has obvious and far-reaching tmplice¢.iors. 

The schizophrenic patient must be alcr.2d to the 
special hazard of marijuana use for the sir 2 rasons 
that the patient on tranylcypromine must te el: -red tc 
the special hazard of foods with high tyranii e ¢ ontent 
or the patient with porphyria to the peci ne vard ol 
barbiturates. It is the physician’s responsiti ‘ty ‘o aiert 
all high-risk patients about the possibi y of ex- 
periencing untoward interactions between t sir iiress 
and the substances they use. 
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Popping and Snorting Volatile Nitrites: A Current Fad for Getting , 


High 


BY LEONARD T. SIGELL, PH.D., FREDERIC T. KAPP, M.D., GREGG A. FUSARO, 


E. DON NELSON, PHARM.D., AND RUSSELL S. FALCK 


| 
t 
: 


In certain social circles a variety of volatile nitrites are 
being used extensively to expand creativity, stimulate 
music appreciation, promote a sense of abandon in 
dancing, and intensify sexual experience. Soon after 
amyl nitrite (the prototype of this group) became a 
prescription drug, legally produced substitutes 
appeared and were sold as room odorizers. Analyses 
of eight of these substitutes showed them to contain 
isomers of butyl or amyl alcohol and a corresponding 
nitrite. The authors describe the context of use of 
these products and their desired and adverse effects. 


AMYL NITRITE and other volatile nitrites have become 
popular street and over-the-counter drugs that are in- 
haled to alter consciousness, enhance meditation, stim- 
ulate dancing, and intensify sexual experience among 
certain groups of the population. They are examples of 
mankind’s never-ending search for behavior-influenc- 
ing agents that will produce a state of ecstacy with the 
utmost enjoyment of all desires and passions. Al- 
though a variety of psychological and physical ap- 
proaches to this end have been and still are in vogue, 
such as transcendental meditation and yoga, the most 
popular means to achieve an altered, state of con- 
sciousness and hoped-for expanded creativeness and 
hyperacuity of sensation has been the use of chemical 
substances. The list of such substances is endless, 
varying from ancient man’s use of the poppy and fer- 
mented fruit juices to such current customs as smoking 
marijuana; snorting cocaine; mainlining heroin; ingest- 
ing downers, uppers, hallucinogens, and deliriants; 
sniffing glue; and, recently, inhaling volatile nitrites. 
Our interest in the effects of and potential for harm 
associated with acute or chronic inhalation of volatile 
nitrites came about because of questions posed to two 
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of us (L.T.S. and E.D.N.) who are involved with the 
Cincinnati Drug and Poison Information Center. The 
center is a hotline program that responded to 36,000 
phone calls during 1976 (80% from the public). Several 
callers (especially users, staff of community mental 
health centers, and psychiatrists) wanted information 
about the contents of these products and their possible 
adverse effects. 

In order to obtain information that would allow us to 
respond to these inquiries we conducted a literature 
search, analyzed the contents of several samples, and 
collected additional information from several users of 
these agents. (We submitted this paper to the Journal 
on September 9, 1977.) 


BACKGROUND 


Amyl nitrite has been used medically since 1867 to 
provide relief from attacks of angina pectoris (1). It is 
packaged in small, thin glass capsules covered by cloth 
webbing that can be easily crushed between the fingers 
and the fumes inhaled when the patient suffers anginal 
pain. In the late 1960s sales of amyl nitrite rose sharply 
due to its nonmedical use as an agent for getting high 
and as an aphrodisiac. It acquired the street name 
““poppers’’ because of the sound created when the 
capsules were crushed just before inhalation of the 
amyl nitrite fumes. 

Since amy! nitrite was made a prescription drug tn 
1968, other liquid volatile nitrites have been marketed 
in bottles containing 10-30 ml and selling for $3-$10 
each. Until recently male homosexuals indulged in 
these drugs more than other groups did. They would 
inhale the vapors just at the time of sexual orgasm, 
claiming that this enhanced their sensation. One au- 
thor claimed that ‘‘poppers’’ are inhaled during anal 
intercourse by the passive partner, presumably to re- 
lax the anal sphincter and thus facilitate intromission 
(2), but they are also used by either partner in associ- 
ation with any sexual act. 

During the past two years the use of these drugs has 
increased considerably among heterosexual men to 
supposedly enhance orgasm, as well as among both 
sexes, Often in groups, just for getting high. Indulgers 
often take them in social situations, particularly to pro- 
mote a sense of abandon in dancing, expand creativity, 
stimulate music appreciation, and enhance meditation. 
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Common settings in which these agents are used in- 
clude the bedroom, parties, backrooms of pornograph- 
ic bookstores, pornographic theaters, bars, and dance 
floors. Some users have told us that a few dis- 
cotheques use special lighting effects to indicate that 
they are about to spray nitrite fumes over the dance 
floor. 

The snorting of volatile liquid nitrites for hedonistic 
purposes in recent years has created a large business 
estimated to total $50 million a year. Sales have report- 
edly averaged 100,000 bottles a week in one city alone 
(3). These substances are advertised in underground 
newspapers and flashy sex magazines, purportedly to 
be used as room odorizers to produce such supposedly 
aphrodisiac odors as the smell of a gymnasium. Since 
their labels state that they are not to be inhaled, they 
are sold legally over the counter in various porno- 
graphic shops, novelty or ‘‘head shops,” or by mail 
order under such suggestive trade names as Heart-On, 
Jac Aroma, Locker Room, Bullet, Rush, Aroma of 
Men, Toilet Water, Ban Apple Gas, and Crypt 
Tonight. Unlabeled preparations produced by small 
manufacturers are also found in many cities. To their 
users they are all known as either ‘“‘poppers’’ or “‘lock- 
er room.” They are inhaled directly from the bottle or 
by way of single or double nasal inhalers. 

The pleasurable sensations that are perceived from 
the inhalation of the volatile nitrites as well as from 
the other chemical agents used to affect mood, 
perception, thought, or behavior result from 
the combined effect of the pharmacology of the specif- 
ic agent, the individual’s expectation of what it will do 
for him or her, and the environment or social setting in 
which it is used. The consequences of drugs taken for 
purposes of affecting the mental apparatus are strongly 
influenced by the reputation they have among their ad- 
vocates as to what effects they are supposed to have 
on one’s psyche and behavior. 

Most of the users we talked with were willing to dis- 
cuss freely their experiences with these agents. Some 
expressed preferences for specific products, citing el- 
ther a favored aroma or a stronger effect. Some report- 
ed experiencing prolonged pulsatile headaches and 
dizziness. Others claimed that they were no longer 
able to perform sexually without the use of these 
drugs. 


CHEMISTRY AND PHARMACOLOGY 


To determine the contents of currently available vol- 
atile nitrite preparations, we analyzed six brand-name 
products and two unlabeled street samples. The re- 
sults indicated that six of the samples contained an iso- 
mer of butyl alcohol, two contained an isomer of amyl 
alcohol, and all had a corresponding nitrite. 

We conducted an extensive search of the biomedical 
literature and found a paucity of clinical reports de- 
scribing adverse effects from acute and/or chronic in- 
halation of these agents. Because of amyl nitrite’s 111- 
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year history of medical use in relieving syr:oti.ms of 
angina, far more is known about its systemic effects 
than about the effects of isomers of amyl an. bt ty! al- 
cohol and butyl nitrite. 

Buty] nitrite was investigated in the late 1-80: as an 
alternative to amyl nitrite for patients with «1g! 1a (4). 
It has essentially the same therapeutic effec‘ s as amy! 
nitrite but has not been used clinically to 3. y cxtent. 
Both amy] and butyl alcohol are used as synt et: food 
flavoring materials, the former in fruit and ‘ict or fa- 
vors and the latter in rum, liquor, and butter “Savers. 
Data, primarily from animal studies, suggest .na. small 
quantities of these alcohols do not produce to <ie ef- 
fects. 

The following is a summary of thecpubli;; 2a effects 
of inhaling the ingredients in these product: (5-8). 

Central nervous system: light-headedre s. weak- 
ness, nausea, ataxia, delirium, headache ‘t 3th short- 
lived ‘‘nitrite headaches’? and prolongec. pulsatile 
headaches), syncope (following profound > usc dilata- 
tion), tolerance, sedation, and anesthesia. (ne ast 
two effects are from reports of animals expo: ec to nigr 
concentrations.) 

Cardiovascular: profound hypotension avd cutene- 
ous flushing followed by reflex vasoconst~ ction anc 
tachycardia, and transient ECG changes (c.g., in- 
verted T waves and depressed ST segmert:). 

Hematological: methemoglobinemia (doeu neztec 
after oral and parenteral administration and epeatedly 
mentioned as a possibility after inhalatior . Ñi no re- 
ports were found when it occurred in assecc atien witt 
the hedonistic use of these substances) and 10rmnocyt- 
ic normochromic anemia after exposure in «1 irdustri 
al setting. 

Ocular: increased intraocular pressure (°c sorted bu. 
quite unlikely) and supraorbital pain. 

Pulmonary: irritation (from reports of ¢ umals ex 
posed to high concentrations). 

We could find little information about tiv. doses anc 
duration of exposure necessary to produc: tn mor 
serious adverse effects. Most of the toxice og: Hiera 
ture on butyl nitrite and amyl and butyl a ceshe! refer.. 
to concentrations in the air breathed by in lusiria 
workers. 

Research regarding N-nitrosation reactions ($} 
raises the issue of whether repeated use of .he:.e prod- 
ucts could increase the risk of developing sanser. Ir- 
haled nitrites could interact freely with end sgerous tri- 
valent nitrogen compounds to produce ri. ‘os.mines. 
Some nitrosamines are known to be carci zers. Itre- 
mains to be determined whether nitros: mines ar: 
formed after inhalation of these preparaticr ». 1 so, ar2 
they carcinogenic, and how much exposare by ir- 
halation would be required to produc tiem 17 
amounts sufficient to increase the risk of c inzer? 
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Comparing Arrest Rates of Mental Patients and Criminal 


Offenders 


BY HENRY J. STEADMAN, PH.D., DONNA VANDERWYST, M.A., AND STEPHEN RIBNER 


The authors compared the arrest rates of former 
mental patients with those of criminal offenders 
released in the same jurisdiction. The data for all ex- 
patients and all offenders released in Albany County, 
New York, in 1968 and 1975 support the contention 
that itis the relationship between prior and 
subsequent arrests that explains the increasing crime 
rate of ex-patients and the three to six times higher 
rate of arrest of released offenders. Since the three- 
quarters of former patients with no arrest records were 
arrested about as often as the general population and 
substantially less often than offenders, care is 
warranted in drawing inferences from overall mental 
patient arrest rates. 


ĪN THE PAST DECADE the literature dealing with the 
arrest rates of former mental patients (1-10) has bur- 
geoned. This interest appears to be linked to concerns 
that expansion of community treatment programs has 
placed or kept in the community more persons who are 
violent or apt to be involved in criminal activity. In 
addition, this growth of research literature has been 
fueled by the finding in all studies published since 1965 
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that former patients are more often arrested for certain 
offenses than the general population. In all of these 
studies inferences have been drawn from differences 
observed between the patient rates and those of the 
general population in the states, counties, or catch- 
ment areas from which the patient samples were 
taken. Given our recent analysis of New York State 
data (11) suggesting that prior criminality rather than 
mental illness may be the root cause of these dif- 
ferences, it may be more instructive for the develop- 
ment of social policy to compare patient arrest rates 
with those of criminal offenders released in the same 
jurisdictions. 

Despite the increasing number of studies about ar- 
rest rates of ex-mental patients, none has provided 
such comparisons. In this report, we will examine the 
experiences of two groups of released patients and two 
groups of released offenders in Albany County, New 
York, as a first step in determining of what use such 
comparisons might be in addressing the volatile issues 
of the criminal behavior of former mental patients. 


METHOD 


In order to make some preliminary assessment of 
the stability in any identifiable trends, we selected two 
groups of released mental patients and two groups of 
criminal offenders. We studied all Albany County resi- 
dents released from New York State psychiatric cen- 
ters in fiscal 1968 and fiscal 1975; *there were 307 in 
1968 and 204 in 1975. The criminal offenders studied 
were all the offenders released in fiscal 1968 and 1975 
from the Albany County jail and all Albany County 
residents released in calendar 1968 and 1975 from state 
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TABLE 1 
Arest Rates for Albany County Released Mental Patients and Criminal 
Offenders and New York State General Population 





1968 Arrests per 1,000 


1975 Arrests per 1,000 





Violent Violent 
Group a Total Crimes Total ‘Crimes 
General population 27.53 2.29 32.51 3.62 
Ex-patients 77.98 2.05 114.18 12.35 
Criminal offenders 267.84 22.63 695.00 87.50 


TABLE 2 

Arrest Rates for Albany County Released Patients and Criminal Of- 
fenders and New York State General Population, by Number of Prior 
Arrests 


Arrests per 1,000 


Group In 1968 In 1975 
General population 27.53 32.51 
No prior arrests (patients) 27.63 37.89 
One prior arrest 
Patients 52.50 120.00 
Offenders 151.20 378.00 
Multiple prior arrests 
Patients 297.82 302.40 
Offenders 275.07 729.91 


prisons. There were 167 offenders released in 1968 and 
252 in 1975. All mental hospitalization records for both 
the mental patients and offenders were obtained from 
the Department of Mental Hygiene’s data processing 
unit. All criminal records for both groups were ob- 
tained through the collaboration of the New York 
State Department of Criminal Justice Services. 

The offender groups in both years were pre- 
dominantly male (93% and 90%, respectively) com- 
pared to the released mental patient groups, which 
were 52% and 61% male. Likewise, the offenders tend- 
ed to be younger and more often black than the mental 
patients. Since the purpose of this paper 1s to examine 
the comparative arrest rates of all released mental pa- 
tients and all released offenders in the same juris- 
dictions, the potential impact of these group dif- 
ferences in the observed rates will not be examined. 
Our intention is simply to answer the question of how 
the rates of arrest of ex-patients and offenders com- 
pare. 


FINDINGS 


As is shown in table 1, as expected, in both 1968 and 
1975 the released mental patients overall had sub- 
stantially higher arrest rates than the general popu- 
lation. For both years, however, the offenders’ rates 
were much higher than the mental patients’. In 1968 
the mental patients “overall arrest rate was about three 
times that of the general population, but the offenders’ 
rate was about three and a half times that of the mental 
patients. Also, in 1975 the mental patients’ total arrest 
rate was about four times that of the general popu- 
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lation, but the offenders’ was six times that oi che men- 
tal patients. For the most part, the same teacs exist 
for violent crime except that in 1968 the mental pa- 
tients were arrested somewhat less often tha the gen- 
eral population. In both years the offenders were ar- 
rested much more often for violent crime then tne 
mental patients. Because of the infrequency f violcnt 
crimes among the former patients, the limited size of 
our two samples did not permit more detailec anvlys+es 
except for total arrest rates. 

While the total rates reported in table 1 :ve i npor- 
tant—particularly the consistently higher reies of ar- 
rest for offenders than ex-patients—there ¢ a critical 
relationship for both the mental patients and finders 
that these rates mask. As was found in cr carter 
work (11), among the ex-patients there wee dr: matic 
differences in arrest rates depending on whe her they 
had been arrested prior to the current hospi. alization. 
As is evident in table 2 this same relationsl > cxisied 
in the two patient samples from Albany Ce un‘y and 
among both the 1968 and 1975 offender gr: ups». fhe 
ex-patients who had no arrests prior to the r carrent 
hospitalization were arrested about as ofter :.; ił e gen- 
eral population. For both 1968 and 1975 thc œe mental 
patients and offenders who had one arrest pr or to ta2ir 
release were arrested substantially more of ea than the 
general population, and those with multiple pr-or ar- 
rests had exceedingly high arrest rates afte- cclease. 
Since all of the offenders had at least one pric: arrest at 
the time of their releases, there are four ccr-birations 
of year and number of prior arrests (one o mt Itinle) 
according to which mental patients and of cxdzrs can 
be directly compared. In three of the four co aperisons 
the offender group remains higher, but in th. multioly 
arrested 1968 releasees the corrections grou- is ‘ower. 
Because the trend toward higher arrest ret.:s «© com- 
pletely consistent with a higher number 3° prior ar- 
rests, if seems that the relationship betweer prior and 
subsequent arrest explains the overall dife ences re- 
ported in table 1 in the offender and mexal patient 
rates rather than something else associat: w th the 
offender. 

In most comparisons between the arre: retes of 
mental patients and the general population. . ne nental 
patients will be more often arrested. This i. pr merily 
because a much higher percentage of tho::> ~ersons 
currently being released from state ment2. hw spitals 
have been arrested previously than is the 2: se among 
the general population, and it is true that i1 .ny ponu- 
lation there is a very strong relationship be: vecn nav- 
ing been previously arrested and being su: sec uently 
arrested. Likewise, then, when the arrest ri.2s cf men- 
tal patients are compared with those of ~ caned of- 
fenders, it is not surprising that the offer‘ler, have 
consistently higher rates of arrest than the erta! pa- 
tients. The offenders all have been arrest*23 <t least 
once and we have seen that among mert: | patients 
with one prior arrest their rates usually sligh ly 2xceec 
those of the general population. Also, a much higher 
proportion of the offender group has multir:2 p-ior ar- 
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rests, which greatly increases the probability of future 
arrests. 


DISCUSSION 


These data drawn from one county in New York for 
two time periods would seem to support the con- 
clusion that as the composition of state mental hospi- 
tals has changed to include more persons with prior 
police records, the rate of arrest of former mental pa- 
tients has increased and now exceeds that of the gener- 
al population. What the comparative data on the crimi- 
nal offenders released at the same time into the same 
areas provide for the first time is documentation that, 
as the proportion of any population with previous 
criminal records increases, so too will their rate of fu- 
ture criminal activity. It would appear that the use of 
the arrest rate data of former mental patients in policy 
discussions revolving around the controversial issues 
of deinstitutionalization and the “‘dumping’’ of mental 
patients must be more specifically formulated in terms 
of subgroups of mental patients and the changing com- 
position of the populations being released. Those men- 
tal patients who have not been arrested—approximate- 
ly three-quarters of all released patients in New 
York—are arrested about as often as or less often than 
the general population. It is the multiply arrested men- 
tal patient who is often arrested after release. Thus, 
when a geographically comparable group of offenders 
is used for comparison, the rates of released mental 
patients become much less intimidating, and it be- 
comes evident that there ts a need for more appropri- 
ate points of reference than the general population for 
comparing the rates of ex-patients given the changing 
composition of state hospital clientele. 
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The issue is not so much that there are more men- 
tally ill people at risk for criminal activity in the com- 
munity; more accurately, the problem seems to be that 
there are more criminals in mental hospitals in the first 
place. 
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eta: Security Income and the Sick Role 


BY H. RICHARD LAMB, M.D., AND ALEXANDER S. ROGAWSKI, M.D. 


Supplemental Security Income (SSI) has given the 
psychiatrically disabled a dependable source of 
income and helped make it possible for them to live 
outside state hospitals. The change to SSI has had an 
important effect on delabeling and decreasing the 
stigma of receiving Aid to the Disabied. However, the 
secondary gain inherent in SSI may interfere with 
social and vocational rehabilitation efforts. The 
authors present recommendations aimed at making 
the SSI system more conducive to social integration 
and rehabilitation. 


FOURTEEN YEARS have passed since eligibility for Aid 
to the Disabled (ATD) was extended to the mentally 
ill. Over three years have elapsed since this program 
was transferred to the Social Security Administration 
and renamed Supplemental Security Income (SSI). 
Has a social, political, economic, and psychological 
phenomenon as important as this one received the 
scrutiny it deserves? The extension of eligibility for 
ATD, now SSI, to the mentally ill in 1963 had a major 
impact on psychiatry. What have been the benefits and 
what have been the adverse effects of this eligibility? 


BENEFITS OF THE ATD TO SSI SHIFT 


The beneficial consequences have been impressive. 
First and foremost, a source of funding became avail- 
able that made it possible for the mentally ill who are 
unable to support themselves through work or private 
funds to move out of state hospitals and be maintained 
in the community. Previously, state governments had 
been willing to bear the cost of state hospitals, making 
only feeble and scattered attempts to provide funding 
for community alternatives. The frequently adverse 
consequences of prolonged state hospitalization were 
evident and were even made known to the public on 
occasion through newspaper exposés (1). However, 
the fear of the mentally ill and the public’s apathy and 
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desire to isolate them in locked and usually sistant in- 
stitutions prevailed. The advent of the phea..thiazines 
and the community mental health movement made it 
more feasible for the mentally ill to live out: de of the 
massive, impersonal institutions, buf only he avail- 
ability of ATD funds enabled resourceles: pərsons, 
who had spent or would have been destinc:' to spend 
many years in state hospitals, to be placed ir a variety 
of community living arrangements. These ra-ge:.: from 
good to poor, from independent living to oad and 
care homes to convalescent hospitals. In some cases 
ATD payments made these patients more iucccptadle 
to their own families; before this financial st spcrt was 
made available the patients had sometimes been re- 
garded primarily as an economic and emo ‘oni bur- 
den. Although there were many indignities to ve suf- 
fered in the process of being approved fer AT, the 
end result was a dependable source of inco ne ‘or the 
mentally ill. We are convinced that many ti -usinds of 
patients could have been discharged from s ite hospi- 
tals years earlier had ATD been available to them. 
Furthermore, the extension of welfare arnt t1come 
maintenance to the mentally ill meant that inei needs 
were at last recognized; prior to this, ATD wa. avail- 
able only for the physically disabled. 

From the beginning, there were concern: about po- 
tential problems with this process, part culerly in 
terms of officially labeling this group “ista: y dis- 
abled’’ and ‘‘mentally ill’? and thereby s gr atizing 
them. Because of this, although the progra 1 vas stil 
called ATD, the abbreviation no longer steel for AiG 
to the Totally Disabled” as it had initially vut simply 
for ‘‘Aid to the Disabled.” To indicate th2 scssibility 
of recovery, a periodic review of eligibilt.y was re- 
quired by the regulations although it was u-ua'ly per- 
formed only in a perfunctory way. Maik thesc 
changes were a step in the right direction, ca 2 tl ink the 
term ‘‘disabled’’ was impressed on the minc 30 recipi 
ents, who generally continued to feel label: 1 aid stig- 
matized. 

The change to SSI, administered by the Social] Secu- 
rity Administration, has had an importar. et ect or 
delabeling and decreasing the stigma of ¢ Tu (2). 4 
recent study (3) revealed a number of impor:an: effect:. 
of the shift from ATD to SSI. Most of the subtecis ir 
this study referred to themselves as being ‘or Socia 
Security” or “on Social Security insu unez, in- 
dicating a delabeling effect. Their financiel suy port ne 
longer clearly labeled them as psychiatrical y d sabled. 
and most no longer considered themselves to be o% 
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welfare. The term Social Security had a more norma- 
tive soundi to the recipients. Thus, SSI has resolved or 
partially resolved some important problems of the 
mentally ill. But have new problems been created? 

There has been a mass exodus from state hospitals, 
and tens of thousands of state hospital patients have 
been discharged. However, it has come to be recog- 
nized that an appreciable number of them are still not 
really integrated into community life (4). They live im- 
poverished, inactive lives ‘‘in the community,” and 
are open to exploitation by a variety of persons who 
take advantage of their helplessness (5). Community 
mental health professionals have by and large neglect- 
ed them, preferring to focus on preventive programs 
and on treating attractive, verbal neurotics and indi- 
viduals with character disorders. Recently, new inter- 
est has developed in treatment and rehabilitation pro- 
grams for long-term, severely ill psychiatric patients. 
A component of such programs is usually social and 
vocational rehabilitation designed to enable these pa- 
tients to ‘‘join in the mainstream of society’’ and expe- 
rience the satisfactions of participation and even pro- 
duction. 


SECONDARY GAIN IN SSI 


To what' extent does the aspect of secondary gain 
inherent in SSI interfere with such an approach? Al- 
though much has been written about compensation 
neurosis, it:is noteworthy that little has been said pub- 
licly about the corresponding, although more subtle, 
problems inherent in the SSI program. Perhaps we do 
not mind paying for mental illness as long as it keeps 
the patients quiet and out of sight. It is the thrust of 
this article that serious consideration should be given 
to all aspects of the impact of SSI on the psychiatrical- 
ly disabled. Let us turn first to problems of vocational 
rehabilitation. 

An event in Missouri highlights the disincentive ef- 
fects of SSI. When ATD was made readily available 
for psychiatric patients, one-third of those enrolled in 
sheltered workshops precipitously quit (Hilary San- 
dall, personal communication, May 1976): Unfortu- 
nately, no follow-up study was done and we do not 
know how these persons fared in the long run. How- 
ever, this event made the problem clear. Large sums 
of money are being appropriated for vocational reha- 
bilitation for the mentally ill, but at the same time there 
is undermining of their already weakened resolve to 
overcome their apprehension and try to deal with the 
everyday demands of life, such as self-support and 
achievement of a measure of independence. 

Frequently, although by no means always, the se- 
verely mentally ill have a reduced work capacity. For 
many, the routine demands of work and social rela- 
tions are major stresses. So much effort goes into their 
struggle with illness that they have little energy left to 
deal with a work situation. Handling interpersonal 
relationships with supervisors and coworkers is a ma- 
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jor stress. The very thoughit or W.. : 

it carries the risk of yet another failure "A 

or at least protective work setting and an aded 
preparatory period of vocational rehabilitation need to 
be made available for many of these precariously com- 
pensated people. 

Those who believe in the value of vocational reha- 
bilitation stress that heightened self-esteem issues 
from experiencing oneself as productive, as making a 
contribution to society, and as achieving at least par- 
tial self-support and independence. Work therapy is 
recognized as being fully as important as talking thera- 
py. Having no reason to get up in the morning and no 
structured day to look forward to causes great voids in 
the lives of the severely mentally ill. Rewarding and 
gratifying use of leisure time is equally important. A 
combination of work and play is both normative and 
curative. 

How does this square with a system in which contin- 
ued financial support at a relatively low standard of 
living is contingent upon the client’s maintaining a sick 
status? When one includes Medicaid, food stamps, the 
supplement to the basic federal grant supplied by a 
number of states, the exemption from taxes, and the 
possibility of pooling one’s resources with another re- 
cipient, the standard of living may not be so low. It is 
not surprising that a large percentage of the mentally ill 
remain “‘disabled’’ and totally (or almost so) depen- 
dent on SSI. Most of these persons could be rehabili- 
tated only into low-paying sheltered employment or 
low-level jobs even if they succeeded in overcoming 
their fear of venturing forth into the world of work. 
Moreover, they fear that such employment will result 
in a reduction of their already marginal standard of liv- 
ing and fear that they will lose one of the cornerstones 
of what little security they have, their SSI status (6). 
The secondary gain of illness, already a problem with 
many long-term psychiatric patients, is thus further re- 
inforced. 


Case Example 


Mr. A, a 26-year-old man, has been hospitalized three 
times with a diagnosis of paranoid schizophrenia. His social 
worker suggested that he apply for SSI during his second 
hospitalization, and he has now been on SSI for 2 years. He 
had held a number of low-level jobs, but none for more than 
6 months and none in the last 2 years. He is now seeing a 
psychiatrist and takes antipsychotic medication on a regular 
basis. He was referred to a vocational rehabilitation counsel- 
or who felt Mr. A could handle a low-pressure job, providing 
that he remained in treatment. The counselor arranged for 
him to be interviewed for a job as groundskeeper at a golf 
course. The foreman there handles his employees well and 
has supervised ex-mental patients tn the past with good re- 
sults. The prospect of being a groundskeeper appealed to 
Mr. A. He liked outdoor work, and the job would involve 
minimal demands to interact with other people. He found 
staying home all day difficult and depressing; time hung 
heavy on his hands. He did not know how to answer when 
people asked what he did. Mr. A was interviewed and hired, 
but later that day he called the boss and quit the job. Why? 
Later he talked with his counselor about his fear of failure. 
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Despite reassurance from both his counselor and the Social 
Security office, he could not be convinced that he would not 
permanently lose his SSI if he accepted the job; he remem- 
bered well the bureaucratic red tape and interminable delays 
involved in getting SSI initially and then again when he was 
discharged from the hospital and had to be reinstated. Be- 
sides, Mr. A told his counselor, his net pay from the job (at 
minimum wage) would be little more than his SSI check 
(which includes the California supplement) plus food 
stamps. He would be taking quite a chance, and he was 
frightened. At this writing, 2 years later, nothing has 
changed. Mr. A refuses to see his vocational counselor and 
is depressed and immobilized. 


The message given to the patient by the SSI system 
is fully as important as the financial remuneration. Es- 
sentially, he is told ‘‘you are sick, disabled, and unable 
to work.” Rehabilitation may be mentioned, but usual- 
ly it does not come through to the patient with any real 
conviction. 

The SSI system thus does not counteract the pull 
toward regression and dependency. Its purpose is in- 
come maintenance, not helping the person act or feel 
like a contributing or significant member of society. In 
terms of his source of income, the person perceives 
that society expects little of him. If the recipients of 
SSI choose to do so, they have the means to live an 
undemanding life with family or in a board and care 
home. There ts little incentive to participate in a treat- 
ment program, either social or vocational. For a signif- 
icant proportion of schizophrenic patients who have 
ego strength sufficient only to cope with minimal de- 
mands and social stimulation (7), this may be entirely 
appropriate. However, such a system undermines the 
already reduced motivation of many mental patients, 
both schizophrenic and nonschizophrenic, who could 
benefit from rehabilitation programs. 


WHAT CAN BE DONE? 


A first step would be to screen persons very care- 
fully for entry into the SSI system and send them in 
this direction only if they are truly disabled. A major 
problem is the pressure from local jurisdictions, cities, 
and counties to divert persons from general relief or 
general assistance (funded entirely by local money) to 
SSI (funded primarily by federal and state money). 
Persons who may need general relief only for a limited 
time of crisis find themselves propelled into a system 
where, despite the perfunctory yearly SSI review, 
they may remain for years or for life. Sometimes the 
mere fact that a person is in psychotherapy seems suf- 
ficient to a welfare department eligibility worker to ini- 
tiate an SSI application for that individual, even 
though he may have functioned well in the recent past 
and is only tempérarily disabled. Such inappropriate 
entries into the SSI system need to be reevaluated, and 
primary consideration should be given to the long- 
range interests of the patient. 

Another way to reduce the occurrence of chronic 
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regression in the SSI system is to make yea’ y ‘SI re- 
evaluations more meaningful. Currently thy ¢ onsist 
of an essentially mechanical financial eligiti ty check, 
with little concern for the patient’s no:-mc.etary 
needs. Instead, each patient should be caretull'’ eval- 
uated by rehabilitation professionals who v suld offer 
the opportunity of social and vocational rek b' ‘tation 
and explore its applicability to the spec í<: ferson, 
with sensitive assessment of his capabilities -na 'imita- 
tions. Patients who are not likely to wil staid the 
stress of such activities should not be pressu'ed or 
made to feel guilty about not participatius, ia them. 
Further, the opportunity to receive retabi itation 
should be seen both by the patient and the Sesia. Secu- 
rity Administration as a benefit, like Medica :!, rotasa 
requirement, and the patient’s participatioi —« r non- 
participation— in rehabilitation programs sł oul.! in no 
way affect his eligibility for SSI. 

To minimize the disincentive effects of So! ind the 
sick role, the law should be liberalized so t-at SSi re- 
cipients are allowed to keep a greater share ‘fe. rnings 
from employment; under the current arrange me it, any 
significant amount of earned income is ded :cte 1 from 
their SSI checks. 

At this time, we cannot predict which of cir r aticnts 
will benefit from a social integration prcgr:m anc 
which might react adversely to such efforts the -efore. 
we suggest that every person at the por: o anph 
cation and approval of SSI be given every cop ‘tunity 
to participate in a comprehensive treatmen ar l reha 
bilitation program. Whatever services av in licatec 
should be made available: individual and re: p psy- 
chotherapy, social and vocational rehabilr< :icr, train 
ing, sheltered work settings, employmeni -ss: stance 
day treatment, linkage to therapeutic Ic 1si.g pro 
grams, and social services. Patients sho... “2 mon 
itored to ascertain how they respond to tre. tre ənt anc. 
to inducements to greater social and occu ).:tio wal par- 
ticipation. If clients react adversely, manifest © recru- 
descence of symptoms, or seem refractcr. ic active 
help, the professional should at any point : i the proc- 
ess be able to reset their goals and accep: .he clients 
limitations and possibly their need for a p iss ve. de- 
pendent lifestyle that will make minimal c :mincs o: 
them. With this perspective, professional w7:'l Ieav-: 
the door open to treatment and rehabilitaticn c oportu- 
nities in the future. In the meantime, they% , 1] « ffer th: 
patient those services that he can or wil act ep4, Ir- 
cluding the option to call at times of cii. s cr gree: 
stress. Efforts must also be made to upgra ie esider- 
tial facilities and bring treatment and supo-_rti-e sery- 
ices to patients who are not ready to com: te them. 

Finally, we advocate discussion and re:ss.:ssmer i 
of the unintended adverse results of a socia pe icy the: 
was conceived in a humanitarian spirit and ‘as srougt: 
about so many favorable developments fr te mer- 
tally ill. The topic is often avoided becat-e +9 man. 
professionals fear that even the raising c` qtesilor< 
will support the arguments of those ex:r.mists wko 
would abolish social programs because th -y «onside 
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any social dependency immoral, even that brought on 
by psychiatric disability. 
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The Mind-Body Dichotomy Reified: An Illustrative Case 


BY MARK SCHOENBERG, M.D., MORTON G. MILLER, M.D., AND CONSTANCE E. SCHOENBERG 


Cartesian dualism, the splitting of human existence 
into mind versus body, is at times reified with 
unfortunate consequences. The authors report a case 
in which a social policy formulation based on such 
diagnostic dualism resulted in the denial of health- 
related facility placement to a patient. They argue that 
this denial was prejudicial and illogical and that 
benefits should be related to a functional disability 
rather than to diagnosis. 





THE CONCEPT of psychic dualism—of psyche as a sep- 
arate entity from soma—has haunted psychiatry since 
its inception. We would like to report a case? that illus- 
trates the reification of this concept in a matter of pub- 
lic policy and discuss the importance of such reifica- 
tion. 


° 
CASE REPORT 


Mr. A was 38 years old when we saw him. He was born in 
New York State in 1938. He had a possible history of use of 
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This presentation was abstracted from the rather sketchy records of 
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instrumentation at delivery. A diagnosis of mental deficiency 
as well as mucus colitis was reportedly made when he was 18 
months old. At the time, he was known to bang his head. At 
the age of 3 he was brought to a major university teaching 
hospital and diagnosed as mentally deficient. Institution- 
alization was recommended when he was 4, and he was ad- 
mitted to a private institution, where his IQ was found to be 
47. 

One year later he was transferred to a state facility with 
the diagnosis of mental deficiency, undifferentiated, imbe- 
cile; his IQ was 35. He was described as clean, tidy, and able 
to dress himself. He lived in a succession of state facilities 
for the mentally retarded until he was 21. At that time he was 
transferred to a state psychiatric hospital with auditory and 
visual hallucinations, hyperactivity, assaultive behavior sup- 
posedly in response to command hallucinations, and periods 
of withdrawal. A diagnosis of psychosis with mental defi- 
ciency was made, and treatment with neuroleptics was insti- 
tuted. He was given phenytoin sodium (Dilantin) and pheno- 
barbital for 3 years, although no specific mention was made 
of seizures. At the age of 30 he was said to be no longer 
psychotic. At the age of 33 he was discharged to a foster 
home and to outpatient clinic treatment. In 1975 his neuro- 
leptics were stopped, and his psychotic symptoms did not 
recur. 

The patient’s family had no recorded history of mental re- 
tardation or major mental illness. Physical examination re- 
vealed that the patient was thin and had multiple burn scars 
from dropped cigarettes. There were no focal neurological 
findings, stigmata of chromosomal damage, or evidence of 
metabolic defect. 

The mental status examination revealed that the patient 
was disoriented to time, place, and person. His speech was 
limited and concrete, and he had a markedly limited fund of 
knowledge. However, he could hold a coherent conversation 
on simple subjects. There were no Schneiderian first-rank 
symptoms, no hallucinations, no delusions, and no apoph- 
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anous phenomena. His affect was restricted, and his mood 
was apathetic. 

While in the foster home Mr. A became increasingly con- 
fused and disorganized. He also started to have fecal and 
urinary incontinence. After a negative workup for organic 
causes, he was started on imipramine, 25 mg h.s., which im- 
proved but did not eliminate his enuresis. 

After a home visit, a social worker judged the foster home 
unable to provide adequate supervision and a request was 
made for an application of transfer to a facility with both a 
health-related and a nursing home component. The request 
was based on the patient’s continuing problems with hygiene 
and self-care, urinary and fecal incontinence, and worsening 
disorientation. The Department of Social Services denied a 
request for placement with the following note: ‘‘Deteriorat- 
ing mental status does not justify Health-Related Facility 
status.” Reevaluation was requested and disapproved on the 
basis of the following policy: 


l. Placement of mental hygiene discharges ina... 
Health-Related Facility shall be prior approved by the lo- 
cal social services district Medical Director. 

2. Patients with exclusively psychiatric diagnoses will 
not be approved for such long-term care. 

3. A physical condition must exist which warrants care. 

4. Not appropriate for. . . H.R.F. [health-related facil- 
ity] because they [patients such as Mr, A] are primary 
[sic] mental patients. These facilities have no commitment 
to care for such patients, and there is no proof that they 
can take care of these patients. 

5. We must assume priorities—physical vs. mental. 


This decision was appealed. Several months later, 
the patient was admitted to a general hospital with 
stasis edema and cellulitis of the legs. He was then 
placed in a health-related facility on the basis of this 
physical condition. The appeal was denied on its mer- 
Its. 


DISCUSSION 


Most of us speak and act as if our existence could be 
neatly divided into mind and body. We recognize that 
many schools of thought do not postulate a mind-body 
dichotomy, but we observe that most followers of 
these various schools usually behave in ways that im- 
ply or assume such a dichotomy. The field of psychia- 
try is polarized into psychodynamics against psycho- 
biology. Psychology is polarized into humanists and 
social psychologists versus behaviorists, neuropsy- 
chologists, and psychobiologists. Psychiatric social 
work is usually identified with a psychic or mind posi- 
tion (attribution or labeling theory, psychological or 
social etiology theory). Caseworkers, however, are of- 
ten relegated to a somatic position when their function 
is purely adjunctive to medical treatment. The lay pub- 
lic continues to stigmatize mental illness as different 
from and more shameful than physical illness. The le- 
gal profession, which is responsible for most of the 
policy making in our society, has been greatly influ- 
enced by Szasz, who, according to Roth (1), argues 
against the disease model of psychiatric illness by pos- 
tulating a fixed mind-body split. 
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We would argue that the mind-body split is «. false 
dichotomy. Human mental function, cons icis and 
unconscious, is integrally connected with th furction 
of the brain in the milieu of the body, and th? in.egrity 
of brain and body is inextricably relatec io -nental 
function. Evidence from the fields of gene:ics (2-4), 
neurophysiology (5), physiology (6, 7), and +. 3ic miol- 
ogy (8, 9), as well as neurotransmitter hypot 1es 2s and 
stress-diathesis and multifactorial theories. ¢ | 3..int to 
the influence of soma on psyche. Conversel, , ¿2e clu- 
cidation of the function of the hypothalami .-pi uitary 
axis, the theoretical basis of somatopsychiz ne ‘icine, 
as well as specific works on life stress (10 . »:ycno- 
social dwarfism (11), and emotional ini ences on 
physical disease (12), all point to tlte cor ‘ue ice of 
psyche and soma. It is also worth noting th t SA/-I/ 
(13), the supposed basis for mental diagnosi». ccntains 
many conditions that are physically based, :.1cr as or- 
ganic brain syndrome, psychoses associated wit. cere- 
bral conditions, and psychophysiological 1e «cit ns. It 
is on this basis that we reject the concept fv mind- 
body dichotomy. 

The case presented is even more poigner’ because. 
even if we postulate a mind-body dichotor-y. Mr. A 
most likely suffered from a physical illness. “he seer- 
ity of his illness, its early onset, the poss ole occur- 
rence of seizures, his visual hallucinations, ¿ne his in- 
creasing disorientation all point to an cranc syn- 
drome. In addition, the patient’s need for 1 ‘rs! xg care 
was due to his physical problems of incort ierse anc 
inability to take care of himself. For this i -ason, the 
denial of care on the ground that the patien. sad a rren- 
tal condition strikes us as illogical and prej dic ial. 

Current proposals to accelerate commu it; place- 
ment of individuals with mental retardation thy ‘*Wil- 
lowbrook Decree’’) and chronic mental illi ss wili ex 
acerbate the consequences of the inconsistency in cur 
rent social policy formulations exemplifiec y t xe case 
of Mr. A. In our experience, individuals v1.4 * prima 
ry diagnosis of mental retardation with a nis ory o 
even one psychotic episode and subsequen: 4 »sp:tal 
ization in a state mental hospital are dou-ly stigma 
tized. Frequently rejected by community piog-..ms fo 
mental retardation because of their histo.. o° menta 
illness, they are likewise often deemed no ur -ble fo 
programs geared to the needs of individuais: weh func 
tional psychoses. oe 

Federal policy provides that services re::d?-ec un 
der Medicaid should not discriminate by cl: gnosis. Ty 
the case cited, clinical facts were ignored 1: fu or of: 
philosophical construct of mind-body duaii' n. The pa- 
tient was penalized for his failure to fit neath into: 
“‘clean’’ category. Continued deterioration of Fis men- 
tal status would almost certainly have res lte lis hi. 
rehospitalization in a mental hospital. A] rcvgh thi. 
result is clearly not consistent with the prec zpt of ieas: 
restrictive alternative, it looms frequently : ; the inev.. 
table consequence of these dichotomous p oliz'es, 

We would recommend that social polic: re‘ieci th: 
unity of mind and body. ‘‘Mental’’ patient: sheula nc! 
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be denied benefits available to patients with ‘“‘phys- 
ical” illness, and “‘organic’’ patients should not be ex- 
cluded from the programs of psychosocial rehabilita- 
tion available to ‘‘mental’’ patients. As a matter of so- 
cial policy, programs and benefits should be geared to 
patients’ functional disabilities—not to their diag- 
noses. 
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GLINICAL AND RESEARCH REPORTS 





This section contains 1) new research findings, including preliminary data from pilot studies, either > linu cal or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome oi Cast xew 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential\c¢.ue or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interveiu.oi:.. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listea n  injor- 
mation for Contributors” in each issue; papers that do not adhere to these criteria will be returned to i^e cuthor. 
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Mental Disturbances During Bromocriptine and Lergotrile Treatment of Parkinson ; 


Disease 


BY MICHAEL SERBY, M.D., BURTON ANGRIST, M.D., AND ABRAHAM LIEBERMAN, M.D. 


In recent years there has been increasing support for 
the hypothesized role of dopaminergic hyperactivity in 
schizophrenia (1). Schizophreniform psychoses char- 
acterized by paranoid ideation, delusions, inappro- 
priate behavior, and, in some cases, hallucinations 
and disorders of thinking and affect have been ob- 
served after the administration of a variety of drugs 
that have a common denominator of dopaminergic fa- 
cilitation (2). Organic confusional syndromes charac- 
terized by temporal and spatial disorientation, agita- 
tion, and delirium have also been observed (3, 4). 

Bromocriptine and lergotrile are newly developed 
dopamine agonists that have shown promise in the 
treatment of Parkinson’s disease (5-7). Early clinical 
trials demonstrated mental disturbances as a side ef- 
fect of both of these drugs (5-9). In view of this we 
thought it would be of interest to report our recent ex- 
perience with a larger series of parkinsonian patients 
treated with these agents. 


Method 


Between 1974 and 1977, 81 patients with advanced 
Parkinson’s disease who gave written informed con- 
sent were treated with either bromocriptine or lergo- 
trile (7, 8). Some received trials of both agents; 66 
were treated with bromocriptine (mean dose=33+2.6 
mg) and 53 received lergotrile (mean dose=3943.1 
mg). Bromocriptine or lergotrile was added to each pa- 
tient’s regimen at an initial dose of 5-10 mg/day. The 


The authors are with the New York University Medical Center, 
New York, N.Y., where Dr. Serby is Instructor, Department of Psy- 
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daily dose was increased by 5-10 mg each 1 y. During 
the course of the study, increased abi dr~a!l in- 
voluntary movements (AIMs) made it nece: sar te re- 
duce the dose of L-dopa by 10% in both cr g ‘cups. 
The dosages of amantadine and/or antic -o!! -ergics 
were kept constant throughout the study. 

Patients with moderate or marked orgi ic neata 
syndromes were excluded. Patients with :r d organic 
mental syndromes or histories of depressi -n or psy- 
chotic behavior were included if their psycl «av .c son- 
dition was stable. All such patients underw it: a FEC 
and a psychiatric evaluation before they w>? i. miitec 
to the study. 

Among the 66 patients treated with bro: .o7 iptine 
17 developed mental changes. In 14 patie1 , ire men 
tal changes necessitated discontinuation o` 0e ‘rug; H 
5 cases the changes were severe enough to ‘ec <ire ad 
ditional psychiatric consultation. In3 of the :7` atent 
the mental changes were transient and © se pearet 
when the dose of bromocriptine was reduc :d. ine oc” 
the 17 patients had exhibited similar che: g2; o1 L- 
dopa. Among the 53 patients treated with « -g: rile, 1" 
developed mental changes. In 12 patients ne ment: 
changes necessitated discontinuation of th^ œ ug. ar: 
additional psychiatric consultation was ie ‘u ed in 
cases. In 2 of the 14 patients, the mental cf ..ni 2s wer: 
transient. Eight had exhibited similar ch: 12.3 on 1 
dopa. The 10 patients with severe mental :h. iges o° 
bromocriptine or lergotrile form the basit of thi; re- 
port. Statistical analyses were performed u» 1g Stt 
dent’s one-tailed t test at the 95% confid ce ‘evel. 


Results 


Comparative data on the 10 patients wi-ssc ment.’ 
changes on bromocriptine or lergotrile vere sever: 
enough to require additional psychiatric cor- ultatic ` 
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TABLE 1 
Ciinical Data on 10 Patients Receiving Bromocriptine or Lergotrile 


| i) 
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Parkinsonism 


: L-Dopa 
Age Duration Treatment 
Patient (years) Sex (years) Stage (years) AIM 

1 72 M 25 4 8 None 
2 72 M 13 4 9 None 
3 73 M 8 4 8 Minimal 
4 52M 8 3 8 None 
5 53 F 12 3 7 None 
6 63 F 14 3 8 Marked 
7 64 °F 13 4 9 Marked 
8 58 M 8 3 7 Marked 
9 74 M {1 4 5 Minimal 

10 64 M 5 3 4 Minimal 


Psychiatric Bromocriptine Lergotrile 
History Dose (mg) Dose (mg) Mental Changes* 

Mild organic 25 OCS 

mental 

changes 

None: 15 OCS 

None | 80 OCS 

Depression 50 SP . 

Depression 50 SP, periods of 

catatonia 

Hallucinations 15 SP 

with amanta- 

dine 

None : 30 | SP 

None ` 50 Florid paranoid 
psychosis, mild 
confusion 

None 60 Personality 
change 

None . 85 Personality 

| change 


*OCS=organic confusional syndrome, SP=schizophreniform psychosis. All schizophreniform psychoses occurred in a clear sensorium. 


are summarized in table 1. Further clinical details of 
drug response patterns are available from the authors 
on request. 

Among these 10 patients, 3 developed an organic 
confusional syndrome and 4 showed a schizophreni- 
form psychosis consisting of paranoid ideation, delu- 
sions, and hallucinations in a clear sensorium. One pa- 
tient showed mental changes with characteristics of 
both syndromes. In this patient the organic con- 
fusional features were mild, and paranoid features (de- 
lusions of being poisoned, filmed, and tape-recorded) 
dominated the clinical picture. The remaining 2 pa- 
tients showed more subtle changes in behavior and 
personality without confusion that were noted by fami- 
lies but not by the hospital staff. 

The mean age (SEM) of the 3 patients exhibiting 
the organic confusional syndrome was 72.3+0.3 and 
that of the 6 patients with nonconfusional syndromes 
was 61.6+3.3, a significant difference. In addition, 2 of 
the 3 patients who developed mental changes in a 
clouded sensorium had moderately abnormal pre- 
treatment PEGs consisting of frequent 3-7 Hz slow 
waves bilaterally. In contrast, only 1 of the 6 patients 
who developed mental changes in a clear sensorium 
showed an EEG abnormality, and this was only mini- 
mal, consisting of 5-7 Hz slow waves accentuated 
over the left temporal region. The patient who showed 
both mild confusional and florid paranoid symptoms 
` had a minimally abnormal EEG, with infrequent 5-7 
Hz slow waves bilaterally. 

There was no correlation between the type of mental 
disturbance and the duration or severity of parkinson- 
ism, the duration of treatment with L-dopa, or the de- 
velopment of abnormal involuntary movement on L- 
dopa. One of the patients who developed an organic 


l 
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confusional syndrome on bromocriptine had a mild or- 
ganic mental syndrome before treatment was initiated, 
and 2 of the patients who developed schizophreniform 
psychoses had previously exhibited depression suffi- 
ciently severe to require psychiatric intervention but 
not hospitalization. 


Discussion 


In this group of patients there was a relationship be- 
tween antecedent organic mental changes and the de- 
velopment of organic confusional syndromes on ler- 
gotrile: or bromocriptine. Not only was the.group with 
the organic confusional syndromes older, but 2 of 
these 3 patients had a mild organic syndrome before 
they were given bromocriptine or lergotrile. Two of 
these patients also had moderately abnormal EEGs be- 
fore they were given the drugs. This finding of an in- 
creased incidence of organic confusional syndrome in 
patients with an underlying dementia is consistent with 
previous observations. In 1971, Goodwin and associ- 
ates (3) reviewed all the published studies on L-dopa in 
Parkinson’s disease in which the nature of psychiatric 
side effects was specified (predominantly patients 
without dementia) and found confusion or delirium re- 
ported in 35 of 1,045 patients (3.35%). In contrast, 
Sachs and associates (10) administered L-dopa to 15 
parkinsonian patients with specifically documented se- 
vere dementia, and all developed organic confusional 
syndromes. 

Although our 10 patients were receiving diues other 
than bromocriptine and lergotrile, the temporal rela- 
tionships between bromocriptine or lergotrile adminis- 
tration and the emergence of symptoms’ suggest that 
these drugs were responsible. This impression is sup- 
ported ‘by the fact that such reactions were noted in 
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previous studies with these drugs (5-9) and by the 
known capacity of a variety of other dopaminergic 
agonists to induce similar psychiatric disturbances. 
Thus, two main conclusions emerge from these ob- 
servations. First, lergotrile and bromocriptine, like 
other drugs that facilitate dopaminergic activity, can in 
some patients act as specific psychotomimetic agents 
producing paranoid schizophreniform psychoses. This 
particular finding constitutes additional support for the 
hypothesized role of dopaminergic overactivity in 
schizophrenia. Second, these drugs, like many other 
agents, can also produce in some patients a non- 
specific organic confusional syndrome, with age and 
preexisting dementia as predisposing factors. 
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Tardive Dyskinesia Reinduced by Lithium Carbonate 


BY BERNARD D. BEITMAN, M.D. 


Reports concerning the short-term effect of lithium 
salts on the symptoms of tardive dyskinesia include a 
number of apparently contradictory findings. In stud- 
ies of 6 and 15 patients, respectively, Reda and associ- 
ates (1) and Gerlach and associates (2) found mild im- 
provement in dyskinetic movements. However, in two 
separate studies of 10 patients each, Simpson and as- 
sociates (3) found no significant change. In a single 
case report Crews and Carpenter (4) described an ag- 
gravation of tardive dyskinesia at toxic doses of lithium, 
whereas Gerlach and associates (2) reported complete 
remission of dyskinetic movements in a patient at tox- 
ic doses of lithium. 

These studies have involved interaction of lithium 
and tardive dyskinesia over pertods of 12 weeks or 
less. The following case report suggests that lithium 
may reinduce a dyskinesia that has been quiescent for 
many years. 


Case Report 


The patient, a 56-year-old woman, had had recurrent de- 
pressive episodes since 1960. These episodes were charac- 
terized by dysphoric mood, lack of energy, 3-4 hours of 
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parkinsonian patients with dementia. Neuroleg (\'inneap) 
22:516-519, 1972 
sleep each night with early morning awakeniry Cc sreasec 


appetite, and weight loss. She was treated wita no t or the 
tricyclic antidepressants, numerous courses of | TZ neuro 
leptics, monoamine oxidase inhibitors, anc art anylety 
agents. Only short courses of ECT were ccr-isicntl, ef 
fective. However, the patient became afraid of os bie or- 
ganic impairment resulting from ECT. After ‘¢.diry abou 
the effectiveness of lithium in certain types of Jer ession 
she came to the psychiatric medication clinic att e«s niversi 
ty of Washington seeking a lithium trial. 

Of note in her medication history is the fact t zi- he iooi 
thioridazine, 25 mg b.i.d., from January 1967 to -tei sh 1973 
She discontinued the medication because she be an 9 devel 
op facial contortions: ‘‘My mouth was moving . II tie ime 
grimacing, my lips moved a lot, and I couldn't sE wit. acom 
posed expression on my face.” Within 2 wee s: tec sh- 
stopped taking the thioridazine, the oral-fac: cs skinesi: 
ceased. om 

The patient was stabilized on lithium carbon... © ai vine De- 
cember 1975 at a dose of 300 mg t.i.d. with a secun Tithiun 
level of 0.9 mEq/liter and experienced no reci:ene o` de- 
pression when she was taking the drug. She da de’ to sto: 
taking lithium in March 1977 ‘‘to see if it was tre ihium c 
my belief in it.’” Within a week she began to ce ‘ec symp 
toms of depression. After a few weeks of i1°-eu ing dis- 
comfort she resumed the lithium and regainec he. normi: 
mood. In June 1977 she began to experience a> oral dysk - 
nesia that seemed to her very similar to the dy ¢:.1ne sta ass- 
ciated with thioridazine. Her neurologist repete. ‘‘sece - 
sional grimacing and spontaneous facial movem :nt -vhich ir- 
creased when specific tasks involving the ex:r:mties wer: 
requested.” The patient described a feeling tiat «er liy- 
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weren't right, they were tight,” in addition to the uncontrol- 
lable grimacing. 

During a short trial of trihexyphenidyl the dyskinesia 
ceased immediately; later, it returned when the anti- 
cholinergic was discontinued. After being stabilized on 2 mg 
of trihexyphenidy! t.i.d. for 3 months, she experienced a 
mild recurrence of symptoms. In order to test the effects of 
the medications on her dyskinesia within the limits she 
would tolerate, she was asked to stop taking the tri- 
hexyphenidyl for 2 days and then to discontinue the lithium 
for 4 days. Without the anticholinergic, the dyskinetic move- 
ments worsened, and when both drugs were discontinued, 
they worsened further. On resumption of both medications, 
the dyskinesia was much reduced but still present. The most 
effective course of treatment has yet to be defined. 


Discussion j 


The physical signs of the movement disorder, its 
time of appearance, and the exacerbation of dyskinetic 
movements on withdrawal of the implicated medica- 
tion are characteristics of neuroleptic-induced tardive 
dyskinesia. Two interrelated explanations may be of- 
fered for the role of lithium in this case. First, lithium 
may simply unmask certain pathological conditions 
(5), suggesting that the previous neuroleptic adminis- 
tration had created an abnormal neurochemical sub- 
strate on which the lithium acted to cause the clinical 
picture. Second, lithium salts may reduce dopamine 
activity in a manner parallel to but weaker than the 
neuroleptics. For example, lithium may accelerate the 
reuptake of dopamine by synaptosomes, thereby re- 
ducing the total amount of dopamine (6). This neuro- 
leptic-like activity of lithium might explain the short- 
term amelioration of tardive dyskinesia by lithium (1, 
2) as well as the appearance of dyskinetic movements 
later in lithium therapy, as occurred in the case report- 
ed here. There have been no reports of lithium alone 
being associated with the appearance of tardive dyski- 
nesia, so the best explanation may be a weak neurolep- 
tic-like activity combined with a preexisting pathologi- 
cal substrate. 

In reviewing this case report one must also consider 
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the possibility that the dyskinetic movements might 
have recurred without the influence of lithium carbọn- 
ate. Unfortunately, too little is known about the natu- 
ral history of those tardive dyskinesias which remit on 
withdrawal of the offending medication. The temporal 
association of lithium with the reappearance of the 
dyskinetic movements suggests a causal connection. 
This connection implies that lithium, like neuroleptics, 
might have to be discontinued to prevent the dyski- 
nesia from becoming chronic. 

It should be noted that trihexyphenidyl was used in- 
stead of, for example, deanol because evidence is 
mounting that there are at least two pharmacologically 
distinct subtypes of tardive dyskinesia. In one type 
there may be a relative dopamine excess, while in the 
other there may be a relative cholinergic excess (7). 
The existence of multiple pharmacologic subtypes 
may also explain the reported variety of responses to 
lithium salts. At present, the only way to differentiate 
the subtypes is through pharmacologic trials with po- 
tentially helpful medications, including deanol and the 
anticholinergics. 
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Successful Treatment of Thalamic Pain with Apomorphine 


9 
BY DENNIS P. MILEY, M.D., ALAN A. ABRAMS, M.D., J. HAMPTON ATKINSON, M.D., 


AND DAVID S. JANOWSKY, M.D. 


Evidence exists suggesting a role for a cate- 
cholamine neurotransmitter, dopamine, as a moder- 
ator of analgesia and pain perception. L-Dopa, a dopa- 
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mine precursor, elevates pain thresholds (1), and am- 
phetamine, an indirect dopamine agonist, Increases 
morphine analgesia (2). Also, in animal models, 
opiates stimulate dopamine biosynthesis (3). Apomor- 
phine, a ligand for dopamine receptors, is structurally 
related to dopamine and acts directly as a dopamine 
receptor agonist (4, 5). Based on the hypothesis that 
apomorphine might have analgesic properties, we test- 
ed the effect of apomorphine on thalamic pain. 
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Case Reports 


Case 1. A 24-year-old man with dystonia musculorum de- 
formans was hospitalized because of intractable pain. Two 
bilateral cryothalamectomies (2 and 3 years previously) 
ameliorated the patient’s movement disorder, but a severe 
left-sided dysesthesia developed after surgery. Over a 2-year 
period, attempts to achieve analgesia with opiates, anti- 
convulsants, neuroleptics, and tricyclic antidepressants 
were unsuccessful, as was implantation of a dorsal column 
nerve stimulator. 

At the time of his admission, the patient was bedridden, 
complaining of excruciating left-sided pain. Mild dysarthria, 
spasmodic torticollis, myoclonus, and severe left arm fiexor 
spasm were present. Sensory examination demonstrated in- 
creased threshold to vibration, pinprick, and touch, as well 
as dysesthesia in the left arm. EEG findings were unremark- 
able. The patient’s pain was refractory to intramuscular me- 
peridine in a dosage of 200 mg every 3 hours. 

Meperidine detoxification was accomplished by meth- 
adone substitution and withdrawal, and the patient was se- 
dated with chlorpromazine. Thalamic pain syndrome was in- 
dependently diagnosed by the neurology service on the basis 
of sensory loss associated with hyperpathia, intractable 
pain, and movement disorder. 

Sequential drug trials were initiated for pain management. 
Drug trials were evaluated by 1) pain estimate and visual 
analogue scores as described by Sternbach (6), 2) behavioral 
observations recorded daily by both nursing and physician 
staff, 3) the McGill-Melzack Pain Questionnaire, and 4) the 
Profile of Mood States (POMS), all administered three times 
weekly. 

Chlorimipramine, 5 mg/kg p.o. for 2 weeks, Jed to an in- 
tensification of pain complaints, deterioration in mood, man- 
ifest agitation, and a fourfold increase in chlorpromazine 
requirements from 300 to 1200 mg p.o. q.d. Therefore, chlor- 
imipramine was discontinued and amitriptyline and chlor- 
prothixene were started. Shortly thereafter, the patient had 
a left aversive seizure. An EEG demonstrated an irritative 
right anterior and parasaggital focus, so diphenylhydan- 
toin was started. His severe, constant pain was unabated 
sO amitriptyline and chlorprothixene were stopped after 
10 days. Transcutaneous nerve stimulation afforded no 
relief, 

Treatment with up to 5 mg/kg p.o. q.d. of apomorphine for 
10 days resulted in a decrease of approximately 40% in pain 
estimate and visual analogue scores over baseline (from 
a weekly average score of 80/100 to 45/100), associated with 
enhancement of vigor (POMS vigor raw score increased 
from a pretreatment score 10 to 17 on apomorphine, and the 
T score increased from 48 to 59, p<.01 for both com- 
parisons). There was also some alleviation of depressed 
mood: the POMS depression raw score decreased from a 
pretreatment score of 20 to 12, and the T score decreased 
from 49 to 43 (p=n.s.). The patient’s chlorpromazine re- 
quirement decreased to 200 mg q.h.s., given for sedation. By 
the end of the 10-day study period, the patient could function 
independently, walk with a cane, and actively participate in 
recreational and physical therapy. As his pain complaints di- 
minished, his self-care and interpersonal relationships im- 
proved. Apomorphifie-induced pain reduction was not re- 
versed by naloxone, 0.2 mg I.V. 


Case 2, A 55-year-old woman was transferred from anoth- 
er hospital for treatment of thalamic pain secondary to a 
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right cerebrovascular accident suffered 4 months p.eviously. 
Drug trials (carbamazepine, pentazocine, anu Jinienyl- 
hydantoin) and transcutaneous nerve stimulation ad failed 
to moderate the patient’s pain. Her medications ©. the time 
of transfer included flurazepam, diazepam, pe -tazocine. 
phenobarbital, and diphenylhydantoin. 

The patient complained frequently of intense pi `n iad ex- 
hibited extreme lability of mood. Left-sided Feia opsta 
and palsies of cranial nerves 7, 11, and 12 wer. present. 
Hemiplegia, hyperreflexia, ankle clonus, and a fiz: or: Jantar 
response were also present on the left. Appreci: ior of all 
sensory modalities on the left was profoundly © nirished, 
with hyperpathia to light touch and cold. 

Analgesic and psychoactive medications wer: siopped. 
She had had cortical seizures in the interval sinc: th. cere- 
brovascular accident, so the anticonvulsants væ ‘e contin- 
ued. An EEG demonstrated right hemispheric y1..de 2 dys- 
rhythmia. A trial of chlorpromazine treatment f'r ner tna- 
lamic pain was aborted because of severe ani ncl nerzic 
side effects. Subsequently, the patient had anotk rs izure, 
so carbamazepine was restarted and diphenylhyd nti n was 
discontinued because of subtherapeutic serum le els 

Apomorphine, 0.5 mg subcutaneously every é ‘our, for 3 
days, was given in a double-blind, crossover d> gn. When 
compared with placebo (subcutaneous saline sol tiv.:) apo- 
morphine resulted in resolution of spontaneous sgi: com- 
plaints, reduction in subjective estimates of pi : irfensity 
and frequency, a predominance of pain-free irt:rve-s, and 
increased tolerance for physical therapy. Cognitive leficits 
precluded quantification of pain rating and mocc sta e. 


Discussion 


Conventional analgesic treatment routire'y ‘ uls in 
the management of thalamic pain. Phenothie ines may 
afford some relief (7) and diphenylhydantoia s s .orad- 
ically effective (8). Stereotaxic thalamotomy is «f ben- 
efit, but in the majority of cases pain recurs :9). In the 
patients we have described, despite phat na: ologic 
management (including phenothiazines and diphenyl- 
hydantoin) and prior neurosurgical interven:‘ic~ in the 
first case, sustained analgesia was not achi2 ed before 
or during hospitalization until apomorphine vas added 
to the treatment. 

Apomorphine has been used medically for ‘ts ventral 
emetic effect. Advantage has also been ta en of the 
drug’s dopaminergic potentiation in the tri.atr-ent of 
Parkinson’s disease (10) and neurolenp c-i -dutec 
movement disorders. Although it is a morph ne leriva- 
tive, apomorphine lacks intrinsic narcotic fi alg sic ef- 
fects. Autoinhibition and reversible azotcr-1a it high 
doses limit the clinical use of apomorphin: i0'; how- 
ever, neither of these side effects was 3-se' ved ir. 
these cases. 

Although it is possible that drug interacio :s witl 
apomorphine resulted in analgesia or tha. cha.iges ir 
mood may have altered pain tolerance, we Lelie ve tha: 
apomorphine was helpful in controlling the»? patients 
chronic pain. Since the pain was unrespor.s:ve ‘o mul 
tiple treatment modalities, it is unlikely th .t 12e apo 
morphine effect was a placebo response. Fuctner siud- 
ies of apomorphine’s usefulness in the tr.:atrient o` 
thalamic pain are in progress. 
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Intravenous Diazepam in the Treatment of Neuroleptic-Induced Acute Dystonia and 


Akathisia 


BY DINSHAH GAGRAT, M.D., JAMES HAMILTON, M.D., AND ROBERT H. BELMAKER, M.D. 


Dystonia and akathisia are two major extrapyramid- 
al side effects of neuroleptic treatment. Dystonia, char- 
acterized by acute spasm of a muscle group, usually 
occurs during the first few days of neuroleptic treat- 
ment. Although it may remit spontaneously, dystonia 
is considered a medical emergency, and treatment 
with intravenous diphenhydramine is usually recom- 
mended (1). A major danger of diphenhydramine treat- 
ment is urinary retention or exacerbation of glaucoma 
or cardiac arrhythmias in predisposed patients (1). 

Akathisia is an inner feeling of restlessness that may 
be accompanied by pacing and inability to sit still. It 
usually develops after weeks of neuroleptic treatment 
but is often seen earlier with the more modern high- 
dosage or parenteral neuroleptics. Standard treatment 
has been to administer anticholinergics orally, which 
does not take into account the often acute nature of 
akathisic restlessness. In addition, anticholinergics are 
often only partially effective in this syndrome (1) and 
carry the risk of the side effects mentioned above. 

Diazepam has been anecdotally reported to be ef- 
fective in neuroleptic-induced dystonia and akathisia 
(2-6). However, controlled study is necessary because 
these syndromes are often self-limiting or responsive 
to suggestion. Recent knowledge of the interactions of 
dopamine, acetylcholine, and GABA in the basal gan- 
glia (7) make it seem logical that a GABA agonist like 
diazepam (8) might be equivalent to an anticholinergic 
in the alleviation of syndromes that result from dopa- 
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mine receptor blockade. We therefore performed a 
double-blind trial of intravenous diazepam versus in- 
travenous diphenhydramine in the treatment of acute 
neuroleptic-induced dystonia and akathisia. 


Method 


Subjects were selected from patients who developed 
acute dystonia or acute akathisia requiring immediate 
(intravenous) relief. Patients were excluded from the 
study if they were already on anticholinergic or ben- 
zodiazepine medication or had serious physical illness, 
especially glaucoma, prostatic hypertrophy, or cardiac 
or pulmonary disease. 

Subjects were rated on a 4-point scale for dystonia 
or akathisia before the intravenous treatment and then 
5 minutes, 15 minutes, 30 minutes, and 120 minutes 
afterward. The scale was defined as follows: 0=no 
dystonic or akathisic symptoms, 1=subjective feeling 
of muscle tightness or desire to contort (dystonia) or 
subjective inner restlessness (akathisia), 2=objective 
muscle spasm (dystonia) or objective restlessness (aka- 
thisia), and 3=severe objective muscle spasm (dys- 
tonia) or severe objective restlessness (akathisia). So- 
lutions of diazepam (5 mg) or diphenhydramine (50 
mg) were given slowly over 1 minute in syringes cov- 
ered to conceal the different colors. Syringes were pre- 
pared according to a prearranged random order by one 
of us (R.H.B.) and administered by another author 
(D.G.), who was blind to the nature of the solution and 
who made the clinical rating observations. In addition 
to the symptom ratings noted above, D.G. rated 
drowsiness (absent, mild, severe) at each time point. 
After acute intravenous treatment the patient was usu- 
ally started on oral anticholinergic medication for one 
to two weeks as clinically indicated according to the 
recommendations of Bassuk and Schoonover (1). Pa- 
tients became eligible for re-study if the symptom re- 
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Effects of Diphenhydramine and Diazepam on Akathisia and Dystonia Severity Ratings 


Mean Severity Rating* 


Number of gS a ee ah el ae 

Symptom and Treatment Treatments Baseline 5 Minutes 15 Minutes 30 Minutes 1:0 M nutes 
Dystonia 

Diphenhydramine 10 Al 0.00 0.0 4 

Diazepam 10 2.5 0.10 0.10 0.70 
Akathista 

Diphenhydramine ll 2.36 1.09* 0.82 0.55 0.4 

Diazepam 9 2.22 1.44* Gil 0.89 0.36 


*All values for posttreatment severity ratings represent significant improvements over baseline ratings (p<.01, paired t tests). 


turned after cessation of anticholinergics or if they had 
been treated for dystonia but later developed aka- 
thisia. Some patients were studied during more than 
one admission. Thus, a total of 40 intravenous treat- 
ments were given to 27 patients. Of these 27 patients 
who developed neuroleptic side effects and satisfied 
the other criteria for conclusion in the study, 26 were 
treated with haloperidol. This figure represents 30.6% 
of the patients treated with haloperidol in our unit over 
the period of study. 


Results 


Table 1 shows the effect of intravenous diazepam 
and diphenhydramine on the mean severity ratings of 
dystonic or akathisic symptoms. Both treatments are 
effective in both syndromes, with a significant reduc- 
tion in symptom scale scores by 5 minutes post- 
treatment (p<.01, paired t test) that continued through 
120 minutes. There were no significant differences in 
effectiveness between the two treatments at any time 
point. Drowsiness rating scores did not significantly 
differentiate between the two treatments (data not 
shown), although there was a trend for diazepam- 
treated patients to be drowsier. 


Discussion 


The present study suggests that intravenous diaze- 
pam is as effective as a standard anticholinergic drug in 
the treatment of acute neuroleptic-induced dystonia 
and akathisia. Three factors have made these neuro- 
leptic side effects increasingly important: 1) increasing 
use of high-potency neuroleptics with considerable po- 
tential for inducing extrapyramidal disorders, 2) the 
spread of rapid tranquilizing techniques, which in- 
volve parenteral administration and rapid dosage in- 
crements, and 3) the realization that prophylactic use 
of anticholinergics may interfere with the efficacy of 
neuroleptic therapy (9) or cause another set of unwant- 
ed side effects. Safe and rapid treatment of extra- 
pyramidal disorders has thus become increasingly im- 
portant, especially for dystonias and akathisias, which 
are frightening to patients and may affect their future 
compliance with néuroleptic treatment (10). Diazepam 
seems to be an effective treatment for these syndromes 
and has the advantage of being familiar to psychiatric 
personnel, perhaps more so than diphenhydramine, 
and of being safe for patients with glaucoma or pros- 


tatic hypertrophy. Low doses of intravenous ierepam 
are sufficient, although the drug should be g*\ 2n - lowly 
over the course of 1 minute to avoid danger of apnea. 
Although we did not see any Instances of aone with 
this low dosage, and apnea is very rare in pal‘en{s who 
are not receiving other sedatives, clinicians „houle be 
aware of this possible risk when administ2 ing intra- 
venous diazepam to patients with pulmoner, G:sease, 
alcohol intoxication, or multiple sedative treatment. 

Our study does not provide data on the us: cf diaze- 
pam orally over days or weeks in the follov -upy treat- 
ment of patients with dystonia. For example. a satient 
with complicating severe prostatic hypertrovny would 
require follow-up treatment with diazeper’ because 
diphenhydramine and anticholinergics wou i => con- 
traindicated. Our clinical experience sugge:ts ‘thai it 
may be effective. Diazepam does not sem .o act 
merely as a sedative in akathisia or as a mu-cle relax- 
ant in dystonia as we have also seen cases of severe 
neuroleptic-induced akinesia, approaching s'aper, tnat 
have responded to intravenous diazepam. & :ce it data 
on the interaction of diazepam with GABA i th» brain 
suggest that the mechanism of action may `e svecific 
and central (8) and that diazepam may have ite ‘esiing 
and important interactions with the neuropl irr acolo- 
gy of schizophrenia. 
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Hyperthermia Associated with Chlorpromazine and Full-Sheet Restraint i 


BY PHILIP GREENLAND, M.D., AND WILLIAM H. SOUTHWICK, M.D. 


Disturbances of thermoregulation are well-recog- 
nized side effects of phenothiazine tranquilizers and 
constitute some of the most serious reactions to these 
drugs. There have been reports of both hypothermia 
(1), especially in elderly patients during winter 
months, and hyperthermia (2), generally associated 
with high ambient temperatures and/or excessive 
physical activity. A number of reports of fatal heat 
stroke in association with phenothiazine emphasize 
the clinical significance of these thermoregulatory ab- 
normalities (3). 

We report here the case of a patient in whom the use 
of full-sheet restraint led to profound hyperpyrexia. 
Chlorpromazine appeared to be the only drug the pa- 
tient had received that had the potential for harmful 
effects on thermoregulation. To our knowledge, this 
association has not previously been recorded in hu- 
mans. 


Case Report 


The patient, an 18-year-old man, was admitted to the psy- 
chiatry service of Strong Memorial Hospital because of 
acute agitation and combative behavior. He had been in ex- 
cellent health until he became depressed, withdrawn, con- 
fused, and irritable 2 weeks before his admission. Five days 
before admission, he developed a blank stare and delusional, 
paranoid thinking. He also expressed considerable guilt 
about recent frequent marijuana use. He did not use any oth- 
er licit or illicit drugs, including alcohol. On the day of ad- 
mission he became quite agitated and combative and was 
brought to the emergency room by his family. 

The family history was remarkable in that his father had 
died suddenly of a myocardial infarction almost exactly 2 
years before the patient’s admission. His medical and psychi- 
atric history was negative and he had no known allergies. 

The initial diagnosis was schizophrenia, paranoid type. 
The patient was given chlorpromazine, 400 mg/day, which 
was gradually increased over 7 days to 2000 mg/day. He was 
intermittently secluded during this time because of com- 
bative behavior, but no other drugs were used and he was 
not restrained. A complete physical examination could not 
be done duréng this time, but vital signs, including temper- 
ature, were consistently normal. 

On the 6th day of his hospitalization a full-sheet restraint 
was ordered because of severe agitation and self-destructive 
behavior, most notably tongue biting and flinging his body 
against the walls of his room. The Posey ‘‘restraint net,” 
made of heavy nylon mesh, exposed only the head, arms, 
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and lower legs. He remained agitated and thrashed about de- 
spite the restraint. Five hours later, the patient was diapho- 
retic, and his axillary temperature was 104.6°F. He had re- 
ceived one 10-mg dose of haloperidol 1.M. approximately 20 
minutes before the fever was recorded. He was on no anti- 
cholinergics and ambient room temperature was 70°F. 

An examination was remarkable only for the fever and 
diaphoresis in addition to continued agitation. He was placed 
in a cool bath and his temperature rapidly returned to nor- 
mal. Cultures of urine, blood, and sputum were all negative; 
his white cell count was 10,000 with a normal differential; 
and a chest X ray obtained the next morning was normal. His 
T, was also normal. 

The next morning he was again put in restraints as a pre- 
cautionary measure, but he was not at all active and vital 
signs were normal. A complete physical examination was 
unremarkable. He remained afebrile and calm, and the re- 
straints were removed until approximately 6:00 p.m. when he 
became agitated and was again placed in full-sheet restraint. 
At 8:00 p.m. his axillary temperature was 105.0°F. He was 
subsequently given 5 mg of haloperidol I.M., but he had not 
received the drug previously that day. Physical examination 
and all laboratory measures were unchanged, and a cool 
water bath again led to rapid resolution of his hyperpyrexia. 

Throughout the remainder of his hospitalization the pa- 
tient received no additional phenothiazines, and his agitation 
and psychotic behavior were well controlied on haloperidol 
and benztropine mesylate. Restraints were no longer re- 
quired, and fever did not recur. 

He was discharged after 49 days of hospitalization with the 
diagnosis of acute schizophrenic episode and possible schiz- 
ophrenia, paranoid type. He has remained well during 3 
months of follow-up on low doses of haloperidol. 


Discussion 


Thermoregulation in humans is thought to involve a 
complex interaction between central and peripheral 
regulatory mechanisms. Central mechanisms probably 
occur in the caudal hypothalamus (4) and are mediated 
by both dopaminergic and serotonergic receptors (5). 
Peripheral mechanisms include vasoconstriction and 
dilatation, piloerection, and sweating, leading to in- 
creased or decreased heat loss by convection, radia- 
tion, or evaporation (4). Hyperthermia occurs when 
heat production exceeds heat loss by these various 
mechanisms (4). 

A number of drugs are known to disturb these ther- 
moregulatory mechanisms (6-8). The phenothiazines 
may affect thermoregulation by both central and pe- 
ripheral mechanisms, although the impairment of hy- 
pothalamic thermoregulation is probably the major 
pathogenic mechanism (5). Severé hypothermia and 
fatal episodes of hyperthermia have been recorded in 
patients treated with phenothiazine. The hyperthermia 
is invariably associated with elevated ambient temper- 
atures and/or excessive physical activity in humid en- 
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vjronments (2, 8). The risk of hyperthermia with phe- 
nothiazines is increased when phenothiazines are giv- 
en in combination with anticholinergics, which impair 
sweating and thus abolish a potent mechanism of heat 
loss (9). 

The patient we have described demonstrated pro- 
found hyperpyrexia on two occasions shortly after he 
was placed in full-sheet restraint. On one occasion, af- 
ter 7 days of high-dose chlorpromazine therapy a 
single intramuscular injection of haloperidol was given 
20 minutes before the fever was recorded. The second 
febrile episode occurred when the patient was receiv- 
ing chlorpromazine but no other medications. It would 
thus appear most likely that chlorpromazine was the 
drug involved, although haloperidol has also been 
known to produce thermoregulatory impairment (5). 
The significant and previously unreported feature of 
this case is the association of fever with restraint in a 
patient treated with a phenothiazine. The presumed 
mechanism of fever was a chlorpromazine-induced ab- 
normality of central thermoregulation, combined with 
the inability to evaporate sweat due to the heavy nylon 
restraint, a situation analogous to that of a patient who 
is receiving both chlorpromazine and an anti- 
cholinergic. The agitated behavior appeared necessary 
for Increased heat production since fever did not oc- 
curr in its absence, even when the patient was in re- 
straint. That the stress of restraint in patients taking 
phenothiazines may lead to hyperthermia via central 
mechanisms alone has been suggested by experimental 
study of rabbits treated with apomorphine (10). How- 
ever, full-body restraint did not produce hyperthermia 
in these animals, probably because it was also associ- 
ated with sedation, which precluded excessive heat 
production. Hyperthermia did occur when these rab- 
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bits were put in neck restraints; those rest:% 
associated with aggressive behavior and ther 
Increased heat production. 


This case illustrates yet another potenti ; 


cant clinical situation in which hypertherii 
cur in association with phenothiazine the~. 
ciousness in the use of full-sheet restraini ' 
tated patient can now be added to av>; 
elevated ambient temperatures and cauti) 
anticholinergics in patients receiving acute í 
phenothizaine therapy. Recognition of tht: 

tion will expedite proper management an] 
appropriate treatment of fever of obscure 9 
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A Single-Blind Study of ECT in Patients with Tardive Dyskinesia 


BY GREGORY M. ASNIS, M.D., AND MICHAEL A. LEOPOLD, M.D. 


Tardive dyskinesia is a neurologic disease caused by 
neuroleptic medication. The syndrome usually con- 
sists of mild involuntary movements (1, 2) but occa- 
sionally becomes medically disabling, causing dysarth- 
ria, dyspnea, cyanosis, or dysphagia (3). 

Most authors agree that when patients develop tar- 
dive dyskinesia, the dose of antipsychotic medication 
should be lowered or discontinued as the patient’s 
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mental condition permits in an attempt tc’ | 
disease process and to avoid possible co 


(4, 5). A problem arises, however, when a] :: 
tardive dyskinesia becomes acutely psyc 1 


one treats such patients with neuroleptic 1 
he is using the agent that caused the patie: 1 
ic disorder, which may increase the like! 
irreversible disease. 

The use of ECT in tardive dyskinesia ix. 
are psychotic is now being considerec. 
ECT’s effects on the dyskinetic process < 
One early report suggested that tardive d; < 
resulted from ECT for 4 of 33 tardive d\: 
tients assessed (6), which raises the po; 
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ECT worsens tardive dyskinesia. However, recent re- 
ports of the beneficial effects of ECT on Parkinson’s 
disease (7, 8), another extrapyramidal syndrome, raise 
the possibility of improving tardive dyskinesia symp- 
toms by treating the psychosis with ECT. 

This study was undertaken to evaluate the effects of 
ECT on the acutely psychotic patient with tardive dys- 
kinesia. 


Subjects and Method 


Four women with tardive dyskinesia were admitted 
to an acute hospital ward because of psychotic decom- 
pensation. All patients had an oral-facial and limb dys- 
kinesia that was first noted in the previous 6 months. 
Their prior neusoleptic use ranged from 2 to 8 years, 
with a mean of 3.5 years; their ages ranged from 43 to 
69 years, with a mean of 56 years. All medications 
were discontinued 3 weeks before commencing ECT. 
If medication was absolutely necessary during the 
study, a minor tranquilizer was given. 

Patients gave informed consent for the treatment 
and evaluation procedures. Bilateral ECT was given, 
preceded by intravenous sodium methohexital and 
succinylcholine HCl. Treatments were given three 
times a week. The total number of treatments ranged 
from 6 to 13. 

Each patient’s oral-facial dyskinesia was evaluated 
by the frequency count method of Kazamatsuri and 
associates (9). Patients were videotaped in a room 
alone for a 3-minute period. Every movement in the 
oral-facial region, such as tongue protrusion, lateral 
movement of the jaw, or lip smacking, was counted, 
and the number of movements per minute was ob- 
tained. Assessments were made at least twice during 
the baseline period, after every other ECT treatment 
(on the day of the treatment), and at | week and 2 
months postECT. Recordings were made at the same 
time of the day and in the same setting. The move- 
ment frequency counts were done blindly from the 
videotapes. by one of us (M.A.L.); tapes were shown 
in order. A 25% change in either direction was con- 
sidered to be within the normal day-to-day variation 
and thus was considered as no change. 


Results 


As can be seen from table 1, the average oral fre- 
quency cont of four patients did not change signifi- 
cantly during and after ECT from the initial baseline 
measurements. Patient 4 was the only one who 
showed a significant change during ECT (—27%) and 
after ECT (+50%). This patient had fluctuating pre- 
ECT baseline recordings varying as much as threefold, 
whereas the other patients’ baseline recordings fluc- 
tuated only. + 20%. 

At no time during or after ECT did a new area of the 
body develop a dyskinetic process, and no pre- 
exlotomy dyskinetic symptom disappeared. 

Initially, all four patients benefited from a course of 
ECT and were discharged from the hospital. Patient 1 
(manic-depressive illness, depressive type) after an ini- 
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TABLE 1 
Mean Oral Frequency Counts ° 
Patient Before ECT During ECT After ECT 

i 60.7 52.8 47.7 

2 140.1 125.1 114.1 

3 81.9 101.6 103.2 

4 20.1 14.8 31.7 
Mean Pel 73.6 74.2 
Mean excluding 

case 4 94.2 93.2 88.4 


tial 2-month follow-up was successfully treated with 1- 
2 ECTs every month for a total of 6 months. Patient 2 
(schizo-affective schizophrenia, depressed type) was 
treated successfully with minor tranquilizers for an ad- 
ditional 6 months. Patient 3 (organic brain syndrome) 
and patient 4 (acute paranoid schizophrenia) deterio- 
rated shortly after discharge from the impatient serv- 
ice (approximately 2 months). Both were then treated 
with neuroleptic medication. 


Discussion 


The findings reported in this study suggest that ECT 
had a negligible effect on the dyskinetic process. In 
one individual patient the dyskinesia significantly 
worsened during the post-ECT period. This particular 
patient had as high as a threefold difference in dyski- 
nesia ratings during the baseline period, whereas the 
other three patients’ baseline ratings varied less than 
20%. Gardos and Cole (2) recently reported on pa- 
tients whose dyskinesia fluctuated markedly in a short 
period of time even when their dosage of medication 
was unchanged. The authors thought this might cause 
false positive or false negative results and suggested 
eliminating such patients from studies on dyskinesia 
(2). When patient 4 is removed from consideration, the 
finding that ECT has a negligible effect on dyskinesia 
appears stronger (table 1). This stands in contrast to 
recent work demonstrating that ECT has a beneficial 
effect in Parkinson’s disease (7, 8). 

A real dilemma exists on how to treat the psychotic 
patient with tardive dyskinesia. Although tardive dys- 
kinesia is frequently irreversible, recent reports have 
suggested that stopping the neuroleptic medication in 
patients whose tardive dyskinesia is in the early stages 
can reverse the symptoms (7). The importance of mak- 
ing every attempt to reverse tardive dyskinesia is high- 
lighted by a recent report suggesting an increased mor- 
tality in tardive dyskinesia patients (10). It is our hope 
that an alternative antipsychotic therapy can be used 
in psychotic patients with tardive dyskinesia which 
would not negatively influence their iatrogenic dis- 
ease. This report suggests that ECT might be such a 
treatment for some patients. 
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Post-ECT Asterixis Associated with Primary Hyperparathyroidism o 


BY MAURICE W. DYSKEN, M.D., AND ANGELOS E. HALARIS, M.D., PH.D. 


Asterixis is a neurological sign commonly associat- 
ed with hepatic encephalopathy. First described in 
1949 by Adams and Foley (1), asterixis consists of 
quick, asynchronous, flexion-extension movements of 
the hands from an initial position of hyperextension at 
the wrists. These involuntary movements represent 
momentary lapses in the patient’s ability to sustain a 
fixed posture and are associated with electromy- 
ographic evidence of periodic electrical inactivity. 
Asterixis may also appear in a variety of nonhepatic, 
metabolic encephalopathies and has been reported in 
patients with chronic pulmonary insufficiency, uremia, 
malabsorption syndromes, bromism, and magnesium 
deficiency (2). In this paper we will report on a 
patient who developed post-ECT asterixis, a compli- 
cation that led to the detection of primary hyper- 
parathyroidism. 


Case Report 


A 48-year-old woman with no previous psychiatric com- 
plaints entered the hospital with a 10-day history of manic 
behavior characterized by pressured speech, flight of ideas, 
hyperactivity, and preoccupation with religious concerns. 
She gave a positive family history for affective illness: both 
her father and brother had committed suicide during depres- 
sive episodes. Physical examination including neck palpa- 
tion was entirely normal. Serum calcium was 10.8 mg/dl, 
which is at the upper limit of normal (8.8~11.0 mg/dl). Pro- 
tein electrophoresis was entirely normal. She was diagnosed 
as manic-depressive, manic type, and started on 300 mg of 
lithium carbonate t.i.d. Because of persistent nausea and 
vomiting, lithium carbonate was discontinued at the end of 
10 days and the patient was treated with 20 mg of tri- 
fluoperazine daily. Her elevated mood returned to normal 
over the next 3 weeks and she was discharged on 50 mg of 
fluphenazine decanoate every 2 weeks. 


Le] 
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The patient functioned well at home for appro ir. tely 10 
days and then began to experience depression associated 
with anorexia, insomnia, fatigue, and suicidal ticugl.1s. She 
was rehospitalized 2 weeks after discharge wit) .. ciagnosis 
of manic-depressive illness, circular type, and we- gi. en lith- 
ium carbonate, 300 mg t.i.d. She tolerated the a1 g wis time 
because 250 mg of trimethobenzamide (Tigan) vas piven 30 
minutes before lithium was administered. A - ev: y-slate 
plasma level of 1.04 mEgq/liter was obtained on '.00) ng/day 
of lithium carbonate. The trimethobenzamide we . di.contin- 
ued after 1 week without recurrence of nausea c -\cmiting. 
Because the patient’s depression was quite se ‘e : ad was 
characterized by marked weight loss and psych) :o% r retar- 
dation, ECT was started on the 10th day of lithnir ci.sbonate 
treatment. ECT was administered three times: .ee. (f/on- 
day, Wednesday, and Friday) while she was ru nti ned or 
lithium carbonate. A total of 10 ECTs was giv-n: he frst 
was bilateral and the subsequent ones were ¿` uvilatera 
over the nondominant hemisphere. Pretreatria:at nedica- 
tions included intravenous atropine, 0.4 mg: th ope ital. 7 
mg; and succinylcholine, 40 mg; as well as re-al oxygen 
After the third ECT the patient showed increase. im srest ir 
her appearance and in ward activities. Because ¢ in. rensing 
agitation she was started on thioridazine, 10 mg 1. rec times: 
day and 50 mg at bedtime, and experienced re'ic ‘of tenstor 
and less frequent periods of wakefulness durr:. tr: night 
Her depression continued to improve with eac CI Imme 
diately upon regaining consciousness after the ° hind 10u 
ECTs, she developed bilateral upper limb astei as taat cast 
ed for approximately 2 hours. o 

Since the development of asterixis suggested ‘3 metabolie 
encephalopathy, a search for the underlying ci .e vas init 
ated during the period of asterixis after the 10th CT Arter! 
al blood gases and pH were normal. Assisted v2iula.con dur 
ing the 10th ECT had appeared adequate. The x. ier. had no 
history of liver disease, and liver enzymes an. blood am- 
monia level were normal. Serum glucose, BUN anc magne. 
sium were all within normal limits. The EEG showe J genei- 
alized slowing, a pattern consistent with the p-es2ice of u 
metabolic encephalopathy. Skull films and a bre 1+ an wer: 
normal. The plasma calcium, however, was atc: e rormal ¢. 
12.0 mg/d! with normal albumin, phosphorus, znd alkaline 
phosphatase levels. Parathyroid hormone (P ) .: vel, de- 
termined from a sample of blood drawn 2 weeks after thz 
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10th ECT, was elevated at 44 uEq/mi and was associated 
with elevated calcium level of 11.5 mg/dl. A presumptive di- 
agnosis of primary hyperparathyroidism was made. When 
we examined her chart for past calcium and phosphorus de- 
terminations, we discovered that 3 years before admission 
she had had a calcium level of 9.7 mg/d] and a low phos- 
phorus level (2.4 mg/dl). Two years before admission her cal- 
cium level was 10.6 mg/d] and phosphorus was 2.6 mg/dl, 
and I year before admission the calcium was 11.3 mg/dl and 
phosphorus was 3.1 mg/dl. Because the patient had been 
medically asymptomatic, neck exploration for a parathyroid 
adenoma did not seem warranted at this time, and arrange- 
ments were made for the patient to be followed in the endo- 
crine clinic after her discharge from the hospital. 

Upon completion of ECT, the patient was started on des- 
ipramine, which was increased to 150 mg/day. She was dis- 
charged much improved on desipramine, thioridazine, and 
lithium carbonate. Thioridazine was discontinued 1 month 
later and desipramine was stopped 5 months later. The pa- 
tient has continued on lithium carbonate for the past 18 
months and has not experienced depressive or manic epi- 
sodes. A repeat PTH level 1 month after discharge was 35 
wEq/mi, with a calcium level of 10.5 mg/dl. These values re- 
main compatible with a diagnosis of primary hyper- 
parathyroidism (3). 


Discussion 


Since asterixis began immediately after the 7th and 
10th ECTs, we conclude that ECT was necessary for 
the development of asterixis, but we doubt that ECT 
alone was sufficient to produce it. Other variables that 
may have interacted to produce the asterixis include 
the hyperparathyroidism and associated elevation in 
calcium, psychotropic medications, pre-ECT drugs, 
properties of the ECT stimulus, and post-ECT ventila- 
tory assistance. However, the absence of any report in 
the literature describing post-ECT asterixis suggests 
that the hyperparathyroidism may have been the sig- 
nificant factor in the development of the asterixis. 

Administration of lithium carbonate to animals and 
humans has been associated in some studies with no 
change in serum calcium (4, 5) and in others with an 
increase in serum calcium (6, 7). Mellerup and associ- 
ates (6) examined lithium effects in thyroparathyroid- 
ectomized rats and concluded that the calcium ele- 
vation was independent of PTH secretion. It appears 
unlikely that lithium produced our patient’s hyper- 
parathyroidism. Calcium and phosphorus levels 
before lithiim treatment suggest that hyperpara- 
thyroidisn? developed over the 3 years preceding 
hospitalization. 
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Recent studies have demonstrated a fall in urinary 
and serum calcium after ECT (8, 9). Carmen and asso* 
ciates (9) described decreases in both CSF and serum 
calcium after 3-5 treatments. They reported a single 
case in which the serum calcium decreased at 5 and 20 
minutes post-ECT but returned to the pre-ECT level 
by 90 minutes. In another patient a modest increase in 
plasma PTH was measured 5 minutes after ECT, but 
the increased value was still within the normal range. 
The authors suggest that the increase in PTH ts a sec- 
ondary effect that results from the decrease in serum 
calcium. We wish to point out that in our patient both 
PTH and serum calcium were abnormally high, which 
suggests that the PTH increase was a primary rather 
than a secondary change. Follow-up calcium level 
determinations over the past 18 months have re- 
mained above normal, and phosphorus levels have 
continued to be below normal. These persistently 
abnormal laboratory values support a diagnosis of 
primary hyperparathyroidism. 

The development of post-ECT asterixis focused at- 
tention on the possibility that an underlying metabolic 
disorder was present. To our knowledge, this is the 
first report not only of asterixis following ECT but also 
of an association between primary hyperparathy- 
roidism and post-ECT asterixis. 
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Pyroluria: A Poor Marker in Chronic Schizophrenia 


BY RICHARD CRUZ AND WOLFGANG H. VOGEL, PH.D. 


Carl Pfeiffer and associates (1) claim that 30% of 
schizophrenics have elevated urinary pyrrole excre- 
tion indicative of higher pyrrole levels in the body. 
This endogenous pyrrole can combine with the alde- 
hyde group of pyridoxal phosphate to form a Schiff s 
base, which complexes with zinc. The result of these 
reactions is a syndrome of Bg and zinc deficiency (1). 
B, is a cofactor in the synthesis of various neurotrans- 
mitters such as serotonin, norepinephrine, dopamine, 
and GABA, and deficiencies in these neurotransmit- 
ters could contribute to psychoses and neurologic 
problems. We have tested morning urine samples from 
nine chronic schizophrenic patients for urinary pyr- 
roles (the ‘‘mauve spot’’) by thin layer chromatogra- 
phy (TLC) and have evaluated these patients for the 
clinical picture described by Pfeiffer and associates as 
characteristic of pyridoxine and zinc deficiency. 


Method 


The urinary pyrrole analysis used was Irvine’s pro- 
cedure as modified by Sohler and associates (2-4) to 
eliminate false positives due to the presence of pheno- 
thiazine metabolites. 

Internal and external standards and blanks ensured 
accuracy in the determination of pyrrole. TLC spots 
were judged positive or negative by visua] comparison 
with internal standards. The urinary pyrrole determi- 
nations were carried out on 10 healthy controls and on 
a group of 9 chronic schizophrenic inpatients at Jef- 
ferson Hospital. The controls (9 men and 1 woman) 
had an age range of 20-47 years, with a mean of 27. 
The schizophrenic patients (7 men and 2 women) 
ranged in age from 23 to 57, with a mean of 31. All 
patients were taking either phenothiazines or haloperi- 
dol. The diagnosis of schizophrenia was based on a 
history of a first psychotic break before age 35 and at 
least two hospitalizations in two different years, plus 
at least two of the following symptoms: auditory hallu- 
cinations, delusions, flat or inappropriate affect, and 
looseness of associations. We looked for the following 
symptoms and signs, described in detail by Pfeiffer and 
associates (1) as characteristic of Bẹ and zinc defi- 
ciency: schizo-affective type schizophrenia, history of 
major stress preceding the psychotic break, inability to 
remember dreams, sallow complexion, photosensitiv- 
ity, dermatitis, cutaneous stretch marks, unexplained 
fever and chills, morning nausea, chronic constipa- 
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tion, upper left quadrant pain, barbiturate ir 
amenorrhea, impotence, paresthesias, trer’ 
ing, muscle spasms, convulsions, malforma 
knee, white spots on nails, hypoglycemia 
sponsive anemia. 


Results 
Table 1 shows a comparison of pyrrole 1 


and the Pfeiffer and associates clinical crite: < 


and Bs deficiency. Only 2 of the patients ix 
tests for urinary pyrrole excretion. One n: 
not remember dreams and the other patient 
tory of constipation and amnesia. However 
tients with negative urine tests had 3 or mod 
fer’s symptoms of B, and zinc deficiency. ( 
patient with a negative urine test had m: 


symptoms described by Pfeiffer: her psyct-st. 


was preceded by the stress of her father’s ci 
schizo-affective and says her knees bec 
jointed” during childhood, and she has +: 
plexion, dermatitis, amenorrhea, and per f 


ropathy. The patient’s blood level of Bẹ v.: 


(67 ng/ml). 
Only 2 of the 10 controls were positive fc 
when tested again, they were found to bet 


Discussion 


It is our feeling that pyroluria is a poc 
chronic schizophrenia for Pfeiffer’s symp 
and zinc deficiency. The comparable pie 


pyroluria in our patient and control grovj » 


that pyroluria is unrelated to chronic sci 
Furthermore, the finding of both positive ai 


test results in the same individual (2 contc: 


might suggest a dietary origin for pyrolur < 


It is possible that Pfeiffer’s observation; ¥ 


on patients who had acute schizophreni> 


but whose overall syndrome is a disease o: 


similar to porphyria. Pfeiffer and asscc 


found that patients with “‘pyroluric schi < 
have increased urinary coproporphyrin ex 


as do patients with porphyria (5). Patients 
intermittent porphyria and patients with 
variegata may have psychotic symptom:. 


colic, and neurologic symptoms (5). Patie1 s 


phyria variegata may also have symptor. 
sensitive dermatitis and barbiturate intol 
Hamefelt and Wetterberg (6) found decie 


concentrations of pyridoxal phosphate In 3 ; 
‘ae at 
g-ceficien. 


acute intermittent porphyria (AIP). No 
provement was found when two of these 
patients with AIP were treated with low do: 
day) of pyridoxine. Pfeiffer and associates 
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TABLE 1 


TLC Results, B, Deficiency Symptoms, Medications, and Demographic Data* 


Jtem l 2 3 


TLC test for pyroluria + i 
Selected symptoms of pyroluria 
and B, and zine deficiency 
Sallow complexion = an — 
Striae = = 
Dermatitis a = 
Photosensitivity = ee 
Unexplained fever 2 7 E 
and chills 
Constipation re = 
Irregular menstrual = 
period or amenorrhea 
Amnesia ° -+ re 
Tremor, shaking - — 
Muscle spasms — + -- 
Paresthesias = = 
Convulsions, seizures 
Malformation of knee = 
cartilage 
White spots on nails = + re 
Major stress preceding = a = 
breakdown 
Failure to dream or — 
remember dreams 
Schizo-affective S aa 
Medications P P P 
Demographic Data 
Age (years) 57 37 
Sex F M 
Race W W 


*n.a.=not applicable, P=phenothiazine, H=haloperidol. 


EZA 


megadose of pyridoxine (2 g/day) for patients with 
pyroluria. There have been no reports on the clinical 
effects of such larger doses of Bẹ on patients with a 
diagnosis of acute intermittent porphyria. 
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“Experimental” Self-Mutilation 


BY STEVEN L. DUBOVSKY, M.D. 


Patients who habitually injure themselves without 
suicidal intent are often encountered on medical and 
psychiatric services. Wrist cutting is the most frequent 
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type of self-mutilation (1, 2), but abrasion, burning, 
head banging, ingestion of medications and various ob- 
jects, jumping from heights, hair pulling, insertion of 
foreign bodies into the urethra, self-enucleation, self- 
castration, and removal of the tongue have been re- 
ported occasionally (1, 3-5). The following case report 
represents a type of self-mutilation that as far as I 
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know has not been reported previously and that pro- 
vides some additional insights into this disturbing 
symptom. 


Case Report 


The patient was a 22-year-old man with congenital sensory 
neuropathy and an inability to appreciate pain, temperature, 
proprioceptive stimuli, and other surface sensations because 
he lacked peripheral sensory nerves (6). He did not know 
when he had hurt himself, so his injuries often went un- 
treated, and he developed numerous chronic infections of his 
extremities that could be controlled only by amputation. 
The patient’s care was further complicated because he ig- 
nored wounds or interfered with their healing by picking at 
them or refusing to change dressings. Angry confrontations 
by the surgical staff resulted in a worsening of this behavior. 
He eventually explained to the psychiatric consultant that if 
he tried to heal his wounds and failed, he would experience 
overwhelming disappointment and anger. He had therefore 
decided to make his wounds worse so that the outcome 
would at least be predictable. 

By the time the patient was 21, three fingers on his left 
hand, two fingers on his right hand, and his right leg had been 
amputated, and he had developed chronic osteomyelitis in 
his left leg, which he knew would eventually require amputa- 
tion. At this point, he began to cut his wrists and forearms 
systematically, always in different locations. He initially said 
that he had been depressed about the possibility of losing his 
remaining leg and thought that life would not be worth living 
without it. On closer questioning, however, he described an 
entirely different motive. He said that he had noticed that 
healing of hts extremities was worse distally, and he won- 
dered whether he would experience difficulty healing in his 
thighs after his left leg was amputated too, and in his arms 
after he lost his hands. He had decided to experiment on his 
arms in order to examine this question systematically. Be- 
cause he thought that this would sound like a ‘‘crazy’’ rea- 
son to cut himself, he had decided to give a more under- 
standable explanation, i.e., that he was suicidal. After he 
had satisfied himself that his wrist wounds healed quickly, 
this self-mutilation ceased. 

A year after his left leg was amputated, the patient devel- 
oped chronic osteomyelitis of his left index finger. Antibiot- 
ics did not seem to help and he asked his surgeon to ampu- 
tate the finger. He was angered by the constant reminders of 
his body’s inability to heal and felt that the finger was ‘‘only 
in the way.” The surgeon did not feel that the patient was in 
a position to formulate an accurate diagnosis and treatment 
plan and refused to amputate. Three days later, the patient 
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cut a hole in a shoe box and put the healthy finge ~ i: .ide the 
box. He stuck the infected finger through the hole anc calmly 
sawed it off with a hack saw. He saved the fing? in: plastic 
bag in the freezer for later ‘‘study.”’ 


Discussion 


Unlike borderline or chronic schizophrer .c vatients 
who cut themselves to relieve feelings of dipe: sonali- 
zation (1), lessen inner tension (7), solve e:nitsi con- 
flicts (8), or to be reassured that they cr. a ‘ve by 
seeing or feeling their own blood, (1, 9), th. prtient’s 
acts had specific ‘“‘experimental’’ and “‘su*;-cz.’” sur- 
poses. This unusual attitude seems to hav: veil :cted ¢ 
wish to deny his inability to control his boc y 5/7 piay- 
ing an active role in its destruction. He coi {then rec 
that he was losing body parts because F's v'as hi: 
wish. He also acted as though only a part of aimsel: 
(e.g., his finger) was incapable of healing it 21° inc re- 
moved the helpless part by amputation. 

Few psychiatrists can expect to encount.:» ch un 
usual symptoms in a patient with such a % e iedica 
disorder. However, the wish of patients wa. f2 21 help 
less or victimized to assert control over a pit <f them 
selves may play a role in many forms of el’ mutila 
tion. 
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The Catatonic Dilemma 


BY IRA BRENNER, M.D., AND WILLIAM J. RHEUBAN, M.D. 


High-potency neuroleptic treatment of schizophre- 
nia can be complicated by the onset of putative extra- 
pyramidal signs, which can be indistinguishable from 
catatonia (1-7). Clinicians are warned to stop medica- 
tion for noncatatonic patients who become catatonic 
during treatment (1) because such patients are prone to 
serious complications, e.g., pulmonary emboli and 
pneumonia (7). The following case details our dilemma 
in treating catatgnic schizophrenia and superimposed 
neuroleptic. catatonia. To our knowledge, this combi- 
nation, although it has been assumed to occur, has not 
been reported previously. 


Case Report 


A 19-year-old college student, previously in excellent 
health but with a family history of schizophrenia, developed 
increasing inability to concentrate, anxiety, anorexia, and 
indecisiveness several weeks before his admission. He be- 
came preoccupied with his sexual identity, and tension de- 
veloped between him and his roommates regarding whether 
or not he should move out. He decompensated to the point 
that food had to be placed in front of him. He was referred to 
the emergency room, where he exhibited motor ambiva- 
lence, agitation, and loosened associations. He refused to be 
admitted and was given haloperidol, 5 mg p.o. The next day 
he agreed to admission: he was almost mute, with fixed star- 
ing, posturing, ideas of reference, thought rushing, and audi- 
tory hallucinations. Physical examination, CBC, SMA-12, 
SMA-6, EEG, CT scan, and a neurology consultation ruled 
out organicity. Haloperidol was increased to 30 mg/day, re- 
sulting in an acute dystonic reaction. Benztropine, 2 mg 
I.M., was effective in treating the reaction and 4 mg/day p.o. 
was added. His stupor worsened, and he demonstrated waxy 
flexibility, automatic obedience, rigidity, reaction at the last 
moment, abnormal compliance, and forced grasping. Halo- 
peridol was increased to 80 mg/day on day 4 and amantadine, 
200 mg/day, replaced benztropine. The patient became pro- 
gressively more autistic and developed a ‘‘paralysis’’ of the 
left arm. He believed that moving his left side made him a 
woman and moving his right side made him a homosexual. 
Male aides made him agitated, and we wondered whether he 
might erupt into catatonic excitement. Amantadine was dis- 
continued on,day 7 and the patient regressed further. Uri- 
nary incontinence and food refusal coincided with family 
visits. The patient appeared to have difficulty with secretions 
and the gag reflex was decreased, although his lungs re- 
mained clear. Haloperidol was discontinued and 1Vs were 
started. By day 10, there was gradual improvement in motor 
activity and the patient began to eat, but his difficulty with 
secretions continued. His WBC increased to 16,000 and a 
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chest X ray showed bilateral lower lobe infiltrates. Pulmo- 
nary consultants confirmed the diagnosis of aspiration pneu- 
monia and felt that the psychiatric service had missed an un- 
derlying systemic illness that warranted further evalua- 
tion. The patient was then transferred to the medical ward 
for treatment. 

The patient’s rigidity, mutism, and posturing continued to 
improve gradually without medication. Penicillin, 10’ U/day 
in continuous infusion, was started, and the infiltrates re- 
solved uneventfully. He was transferred back to the psychi- 
atric service 6 days later, at which time there was marked 
improvement in his rigidity and mutism. Hallucinations and 
thought rushing disappeared. but loosened associations, per- 
plexity, denial of illness, and ‘‘paralysis’’ persisted. He also 
remained delusional about the consequences of moving his 
body. Thioridazine was instituted in a dosage of 75 mg/day, 
which was slowly increased to 500 mg/day over 3 weeks. At 
the time of discharge, his thought disturbance was improved 
and his motor involvement resolved, except for weakness of 
the left arm. 


Discussion 


The patient’s conflict over movement demonstrated 
analogic action, which is seen in disorders of volition 
(8). Moving out of his apartment meant failure, which 
he equated with being a failure as a man and becoming 
a woman or a homosexual. He felt he would have to 
return home to his schizophrenic mother and brother, 
submitting himself to a lifetime of psychosis. Con- 
sequently, his immobility served the dual magical pur- 
poses of preventing his move and preserving his male 
image. The persistent weakness of his arm seemed to 
contain his psychosis, encapsulating his struggle over 
moving. Such volitional conflicts are characteristic of 
catatonic schizophrenia (8) and would not be seen in a 
pure neuroleptic-induced stupor. 

As the patient’s clinical course progressively deterio- 
rated, the staff began to experience his dilemma, feel- 
ing helpless and indecisive. Distinguishing between 
the increasing drug side effects and the psychosis was 
very difficult. Did he have iatrogenic catatonia, or was 
his underlying schizophrenia refractory to treatment? 
Then, when he developed aspiration pneumonia, the 
staff experienced guilt followed by indignation and loss 
of esteem when the consultants implied we had failed 
and “‘must have missed the underlying illness.” Al- 
though he improved, the patient remained psychotic 
and regressed when he returned to our ward. Con- 
sequently, the staff's feelings about ‘‘missing the diag- 
nosis” were relieved, and the iatrogenic overlay be- 
came clear. 

Catatonia accounts for more than 5% of first diag- 
noses of schizophrenia (9) and the incidence of neuro- 
leptic-induced catatonia is estimated by some clini- 
cians to be less than .5% (personal communication 
with Salman Akhtar, M.D., David Rosenman, M.D., 
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and William J. Rheuban, M.D.), so the probability of 
encountering this combination is quite small. Even 
though catatonic features do not appear to predispose 
patients to extrapyramidal effects such as akinesia and 
rigidity (10), high-potency drugs should be used cau- 
tiously in catatonics until methods are developed to 
predict those especially at risk. One possibility is as- 
say of pretreatment urinary dopamine excretion, 
which is negatively correlated with the probability of 
developing such toxicity (10). If neuroleptic catatonia 
is indeed a severe extrapyramidal reaction, such mea- 
surements could identify the low dopamine excreters, 
who might comprise the high-risk group. 


REFERENCES 


1. Weinberger DR, Hyatt RJ: Catatonic stupor and neuroleptic 
drugs. JAMA 239:1846, 1978 


10. 


CLINICAL AND RESEARCH R1 PCRTS 


. Gelenberg AJ, Mandel MR: Catatonic reactions to ‘igh-potency 


neuroleptic drugs. Arch Gen Psychiatry 34:947-95«:, [¢77 


. Behrman S: Mutism induced by phenothiazines. Bi J Ps ychiatry 


121:599-604, 1972 


. May RH: Catatonic-like states following phenoth'a:‘ine -herapy. 


Am J Psychiatry 115:1119-1120, 1959 


. Rifkin A, Quitkin F, Klein DF: Akinesia: a poor!. recogn:zed 


drug induced extrapyramidal behavioral disorce A'ch Gen 


Psychiatry 32:672-674, 1975 


. Weinberger DR, Kelley MJ: Catatonia and maligrait s\ drome: 


a possible complication of neuroleptic administ ‘tion J Nerv 
Ment Dis 165:263~268, 1977 


. Regenstein GR, Alpert JS, Reich P: Sudden cet: oni. stt por 


with disastrous outcome. JAMA 238:618-620, 167 


. Arieti S; Interpretation of Schizophrenia, 2nd ed Nev York, 


Basic Books, 1974 


. Guggenheim FG, Babigian HM: Catatonic schizopl:. eri. : epide- 


miology and clinical course. J Nerv Ment J9is 158:2' -305, 1974 
Crowley TJ, Hoehn MM, Rutledge CO, et al: Dop: nir_ excre- 
tion and vulnerability to drug-induced parkinsonis: :. A ch Gen 
Psychiatry 35:97-104, 1978 


1243 


Am J Psychiatry 135:10, October 1978 


LETTERS TO THE EDITOR 





This section contains reactions to Journal articles, statements of opinion, comments on Association activities, 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes all decisions 
regarding publication. Letters must be typed double spaced throughout and should not contain more than 500 
words and 5 pertinent references. Criticisms of published articles will automatically be sent to the author(s) for 
response. Letters will be edited for clarity and conformance with Journal style. We regret that we cannot inform 


writers of the disposition of letters or return those which are not printed. 


Safe Use of Haloperidol in a Patient with Cardiac Dysrhythmia 


Sir: Often it is necessary to treat with antipsychotic medi- 
cation patients who have cardiovascular disease. The hypo- 
tensive side effects of phenothiazines and thioxanthenes, a 
well-documented problem (1, 2), usually compel one to turn 
to another class of agents. Butyrophenones, primarily halo- 
peridol, are often recommended because of their allegedly 
low rate of cardiovascular effects, both on blood pressure 
and the cardiac conduction system (2-4). However, evi- 
dence of haloperidol’s safety is anecdotal and not well docu- 
mented. It seems helpful, therefore, to report an example of 
the safe use of haloperidol to treat an acute psychosis in a 14- 
year-old boy with a severe genetic disorder of cardiac 
rhythm. 

The patient was 13 years old at the time of his first cardiac 
arrest. He was admitted to the hospital 1 year later, after his 
third cardiac arrest, during which he had developed ven- 
tricular fibrillation, required electroconversion five times, 
and had also vomited and aspirated, which led to a severe 
pneumonia. He had had an older brother who died from a 
cardiac dysrhythmia and two younger brothers who were al- 
so suspected of having cardiac conduction abnormalities; 
there were no female siblings. He was diagnosed as having 
Romano-Ward syndrome (prolonged Q-T interval). 

During his hospitalization he had multiple medical prob- 
lems, including several episodes of cardiac dysrhythmia, 
sepsis, aspiration pneumonia, hypoxia, gastrointestinal 
bleeding, persistent hypokalemia, transient liver enzyme ele- 
vation, a positive direct Coombs’ test, and agitated psycho- 
sis (presumably secondary to one or more of his other prob- 
lems or medications) with apparent hallucinations. During 
his hospitalization he was treated at various times with ceph- 
alothin, digoxin, amikacin, chloramphenicol, intravenous 
lidocaine, prgpranolol, tocainide, cimetidine, carbenicillin, 
potassium supplement, amino-phylline, multi-vitamins, folic 
acid, antacids, and ferrous sulfate. He also received blood 
transfusions. His cardiac dysrhythmias included recurrent 
ventricular premature beats, ventricular tachycardia, supra- 
ventricular paroxysmal tachycardia, ventricular fibrillation, 
and multifocal bigeminy. He required a cardiac pacemaker. 

During the second week of hospitalization the patient de- 
veloped an agitated, delirious psychosis with apparent hallu- 
cinations. He was originally treated with a combination of a 
barbiturate, a narcotic, and a benzodiazepine; these pro- 
vided sedation. However, when he was awake it was clear 
that the psychosis did not respond to this regimen. There- 
fore, haloperidol was administered in a previously described 
regimen (5), except that in this patient it was given orally 
through a nasogastric tube. Maintenance medication was 10 
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mg b.i.d. with further 5-mg doses as needed. The average 
daily dose was approximately 30 mg. The agitation, dis- 
orientation, and hallucinations resolved in about 3 days. 
Within 2 weeks haloperidol was stopped. By this time the 
patient’s medical status had markedly tmproved. There was 
no return of psychotic or delirious symptoms throughout the 
remaining hospitalization or thereafter for at least 6 months 
(the time of last follow-up). 

With the exception of a mild tremor that resolved with im- 
provement of the medical problems, the patient had no unto- 
ward reactions to haloperidol. Specifically, there was no de- 
terioration of his cardiac status. The successful use of halo- 
peridol in this patient with a very severe cardiac rhythm 
disturbance supports previous statements that haloperidol is 
free of cardiovascular side effects and is the antipsychotic 
drug of choice in patients with cardiac rhythm disorders. 
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OLIVER G. CAMERON, M.D., PH.D. 
Ann Arbor, Mich. 


Wedded Bliss Between Professionals? 


Sir: I read with dismay the article ‘‘The Successful Pro- 
fessional Woman: On Being Married to One” (October 1977 
issue) by Theodore Nadelson, M.D., and Leon Eisenberg, 
M.D., in which two male psychiatrists purport to describe 
the joys they have found in being married to women who are 
also psychiatrists. They conclude, ‘We consider ourselves 
the most fortunate of men.” However, the tone of the paper 
is so cloying and effusive that only the most naive (or psy- 
chologically insensitive) reader would take the message at 
face value. 

What comes across to me is a hymn of praise not to their 
wives and their marriages, but to themselves for being such 
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great guys about putting up with the inconveniences and 
downright foolishness inherent in their wives carrying on as 
though they truly are their husbands’ professional peers. 

The most telling vignette is the one in which L describes, 
with obvious delight, the way he handled himself while at- 
tending a professional meeting in the role of spouse. His idea 
of social grace was to upstage his wife by delivering a life-of- 
the-party after-dinner speech in which the big joke was the 
absurdity of his being cast in the role of mere faculty spouse. 

My husband is a radiologist. Over the years he’s been my 
greatest source of support. At times we’ve had our tensions 
over who’s pulling, or not pulling, his/her share of the 
spouse, parent, and professional loads. But never have | 
sensed in him the kind of competitiveness that I sense in the 
Nadelson and Eisenberg marriages. My husband has never 
felt it necessary to be the star at my professional gatherings. 
Nor has he sought to increase his list of professional presen- 
tations or publications by writing about how capably he has 
dealt with me over the years. 

You show-cased the article as though you saw it as a para- 
digm for wedded bliss between professionals. I propose you 
would have done better to offer it under the classic women’s 
magazine feature: ‘‘Can These Marriages be Saved?” 


JEAN L. ROBERTS, M.D. 
Bedford, Tex. 


Trimipramine and Relapses of Symptomatic Drinking 


Sir: I have seen puzzling relapses of heavy drinking in 
patients given trimipramine who correspond to the diagnos- 
tic category proposed by Hagop S. Akiskal, M.D., and asso- 
Ciates, ‘‘intermittent bipolar affective disorder” (‘‘Cy- 
clothymic Disorder: Validating Criteria for Inclusion in the 
Bipolar Affective Group,” November 1977 issue). 

The first, a 52-year-old man, was treated on an outpatient 
basis for social phobia with a variety of antidepressants, 
neuroleptics, and combinations of the two classes of drugs. 
For the past 8 years he had fared reasonably well, with only 
a few drinking bouts. Because of his history of chronic inca- 
pacitation and the clinical picture of agitated depression, 
trimipramine was started in a single oral dose of 100 mg at 
bedtime. He reported considerable gain in subjective well- 
being and demonstrated self-confidence that deteriorated in- 
to occasional paranoid vindictiveness within a few weeks. 
Almost simultaneously there were signs that he had resumed 
his secret drinking. Within about 6 weeks of the introduction 
of trimipramine, which was then at 150 mg/day, he was in 
an acute detoxification center because of legitimate fears for 
his own and the household’s safety. 

The second patient, an unemployed 35-year-old artist with 
a history of heavy periodic drinking, had been treated on an 
outpatient basis for almost 8 years with minor and major 
tranquilizers without too much success. Because of his un- 
derlying depression and definite periodicity, trimipramine, 
75-100 mg/day, and lithium carbonate, 900 mg/day, were 
started. He reported a subjective increase in well-being and 
improved sleep within a few weeks, but within a month he 
slipped into an unusually heavy and prolonged episode of 
drinking that ended with hospitalization for a predelirious 
condition. 

The third example was a 52-year-old laboratory technician 
who had been sober for almost 11 years. He had been treated 
for 6 years during which time he had at least two bouts of 
reckless spending and traveling that were controlled with 
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phenothiazines. His presenting complaints wer ~ nevily 
neurotic, but he also showed a definite impulsi < ie. . ith 


ready vindictiveness and some paranoid attituces Joon v2e- 
ognition of the periodic pattern of the seemingly ty. »)man- 
ic episodes superimposed on chronic ‘“‘anxiely-de ore sien.” 
trimipramine, 150 mg/day, was prescribed, unc Je patum 
reported that he felt better within a few week, (i. ever, 
he has since slipped back into fairly heavy drisk a. 

All of these men had a long-standing afiectis« tm. alaice 
with discernible periodicity, compounded by ¿© 7. nenia. 
Introduction of trimipramine to treat the anxioi s le~ ession 
uniformly produced initial subjective improveri i. omis 10 
result in a return to heavy drinking within about } >w. teks. 

Is this merely a series of coincidences? Doi 2 wi of 
drinking represent (atypical) manic episodes t1 c uli be 
triggered by any tricyclic antidepressant? Could y > «1 spect a 
similar idiosyncratic reaction to trimiprafnine ii il; ‘cc 1ol- 
ics? Or is it that the combination of intermitten. ipi ar -lis- 
order with a history of alcohol abuse provides ar vi tuvate 
metabolic background for the specific dibenzaze iro? 


ANDRZEJ Kiu ©. AD). 
Bathurst, N.L. ldd 


Dr. Akiskal Replies 


SiR: Dr. Kubacki’s clinical vignettes are re vi csc Ie 
with sufficient detail to enable one to decide a el tr wey 
exemplify what my associates and J descens dJ > cy- 
clothymic disorder.’’ Dipsomania is a known ¢ iri Ita for 


of bipolar disorder, occurring more commony di ong the 
hypomanic or manic phase. Nevertheless. itis: te tt de 
termine whether these relapses of drinking beh «1° reore- 
sent a hypomanic “‘equivalent’’ in the absence ) scor ‘rin 


cal features suggestive of a bipolar disorder. Pe 3 2%: at 
able information, it would be more parsimonici to sugges 
that the patients reported were simply experien ng it reiur 
of pretreatment behavior. 


Pharmacologically induced hypomania has fx i 2purtes 
with the tricyclic drugs, monoamine oxidase 1 11° .07s. | 
dopa, sympathomimetic drugs, ECT, and sleen ‘er ivotio 
(1-3). The available evidence suggests that iti rgi y omi 


ed to bipolar depressives. The occurrence of ih . pe enome 
non with drugs or procedures that suppress R Vo aleen o 
mobilize limbic system catecholamines sugges (cu XE‘ 


suppression or neurotransmitters Involved in te r cess ar 
integral to the switch process from depress: «o manie 
However, drugs with relatively selective actio ‘a ie cere 
tonergic system (e.g., 5-hydroxytryptophan alts ip: cipher 
decarboxylase inhibitor or tryptophan plus ait Za ) iphis 
itor) have also been reported to induce hypon's: c eb. vic 
(4). lam not aware of reports of trimipramine- rou: d hype- 
mania. However, since it suppresses REM sleep ik. the ot? 
er tricyclic antidepressants, it would be logic: © aArect . 
pharmacologically induced shift from depress n o hype 


mania upon trimipramine administration. 
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Hacop S. AKISKAL, M.D. 
Memphis, Tenn. 


Speech Blockage: Therapeutic Side Effect? 


Sir: In their article ‘Speech Blockage: A Tricyclic Side 
Effect’? (May 1978 issue) Alan Schatzberg, M.D., and asso- 
ciates stated that ‘to our knowledge this tricyclic side effect 
has not been des¢ribed in the literature.” This effect was 
described in my paper titled “Anxiety Revisited” (American 
Journal of Psychoanalysis , volume 37, pp. 299-308). On page 
306 of the article I stated, ‘“Some of my patients taking anti- 
depressive drugs (tricyclics) have described forgetfulness 
and difficulty in word or idea finding; this may help break the 
circular associative circuit both in obsessive-compulsive 
symptoms and in depressions.”’ 

I did not emphasize this as a side effect but more as a ther- 
apeutic effect. I would assume that a therapeutic effect can 
blend into a side effect depending on the sensitivity of the 
particular patient to the effect, the quantity of tricyclic, the 
specific tricyclic (in any patient the response and side effects 
differ with different tricyclics), and other drugs taken simul- 
taneously. Other variables that can cause episodes of time- 
related blocking are whether the tricyclic is taken on an emp- 
ty stomach or as a single bolus. I have always been fasci- 
nated by so-called side effects that in a different context are 
called therapeutic effects (for a discussion, see reference 1). 
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JACK SCHNEE, M.D. 
Briarwood, N.Y. 


Dr. Schatzberg Replies 


Sır: We read Dr. Schnee’s letter with great interest. It has 
been our feeling that tricyclic antidepressants may have 
significant effects on various cognitive functions including 
learning and memory (1). The symptoms described by Dr. 
Schnee appear similar to those described in our communica- 
tion. We must point out, however, that many of these pa- 
tients experienced the effect as a hesitance in speaking rather 
than an inability to think of a particular word. This phenome- 
non may be different from certain forms of anomia or apha- 
sia, but it is conceivable that the various effects noted are all 
related under one umbrella. An important difference be- 
tween our report and Dr. Schnee’s is that our patients who 
experienced speech blockage or some memory disturbance 
were uncomfortable and complained that the symptoms in- 
terfered with their functioning. 

It is difficult to cull from the literature all reports of drug 
side effects. However, to our knowledge Dr. Schnee’s paper 
appeared while ours was in press. We also received an inter- 
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esting letter from Dr. Francis Kane, who apparently de- 
scribed this phenomenon some 14 years ago (2), certainfy 
before our paper was in press! Dr. Kane’s report raises an- 
other dimension to this phenomenon. Cited are references to 
a syndrome of stammering, jerky speech, and involuntary 
jerks of the head and extremities (3, 4). These have occurred 
with imipramine-phenothiazine combination and with 
imipramine overdose. This phenomenon ts similar to the 
myoclonic seizures on high-dose chlorpromazine-imipra- 
mine combination, described by Kramer and associates in 
1962 (5). This phenomenon may be quite different from our 
patients’, who did not show such myoclonus. Again, how- 
ever, an argument could be made that the two phenomena 
are related in some way. At any rate, it is important for clini- 
clans to be aware of less frequent untoward reactions to the 
tricyclics, and we were pleased to read the letters. 
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ALAN F. SCHATZBERG, M.D. 
Belmont, Mass. 


An Educational Approach to Short-Term Hospitalization 


Sir: In “‘Brief Versus Standard Hospitalization: The Dif- 
ferential Costs” (June 1978 issue). Jean Endicott, Ph.D., and 
associates presented a good case for brief hospitalization. 
This concept has been successfully used at the Mandala Cen- 
ter, a private psychiatric hospital in Winston-Salem, N.C., 
where the average length of stay ts 18 days. The focus on 
short-term treatment uses a novel approach to mental ill- 
ness, 

The patients attend mandatory classes six times a week for 
1 hour. Classes, which are both didactic and experiential, 
cover the following topics: ‘Thinking Yourself Out of De- 
pression Using the ABCs of Rational Emotive Therapy” 
(RET), ‘‘Assertive Training” (AT), “Transactional Analy- 
sis’? (TA), ‘‘Coping with Stress,” and “‘Relaxation Train- 
ing.”’ 

These five areas are taught each week, so therapists and 
patients talk the same language. The hospital bookstore sells 
self-help books dealing with each of these topics, and pa- 
tients are encouraged to read them as part of their daily 
homework assignments. Families are encouraged to read the 
same books. Therapy sessions focus on the patients’ prob- 
lems along with the self-help techniques that they have 
learned. Because the average length of stay is only 18 days, 
the treatment ts intense, with a focus on increased self-help 
skills to use outside the hospital setting. An example of this 
treatment approach follows. 

A 37-year-old woman came to the hospital with extreme 
depression resulting from a poor marital relationship and 
boredom with her life. In addition to antidepressants, the 
treatment program called for daily education classes, activi- 
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ty therapy, individual sessions with the therapist, and group 
séssions with her psychiatrist. During individual and group 
sessions, the focus of therapy was on her negative cognitions 
leading to depression (RET) and her helpless ‘‘child’’ ego 
state (TA). Once a degree of insight was obtained, the action 
stage of therapy involved assertive techniques (AT) and re- 
laxation exercises to help her cope with her anxiety. Her 
base of knowledge was the education classes, which the 
therapist and psychiatrist channeled to her personal situa- 
tion. The patient was not only treated by mental health pro- 
fessionals but was also able to talk with some of the other 
patients about her problems because they all spoke the same 
“language.” 

The use of education groups can be a valuable adjunct to 
therapy; patients can learn basic coping strategies that are 
then made specific to their own personal problems. Follow- 
up with patients supports the assumption that this is one of 
the most helpful aspects of the brief hospitalization treat- 
ment program. 


RICHARD BLUE, PH.D. 
Winston-Salem, N.C. 


CHAMPUS Payment Limitations 


Sır: I would like to respond to the Letter to the Editor on 
“*CHAMPUS Coverage” (April 1978 issue) by Jonathan G. 
Solomon, M.D. Dr. Solomon objects to CHAMPUS limita- 
tions of payment for five visits per week. It is hard to believe 
that this is not more than adequate reimbursement. 

Analyzing the letter briefly. Dr. Solomon’s emotionalism 
is evident in such words as “‘arbitrary,’’ ‘“‘unwarranted,”’ 
“galling,” and “‘intrusion.’’ He states that his hospital (Bay- 
berry Psychiatric Hospital) typically has provided 7-11 
hours of therapy per week; undoubtedly the hospital has 
been reimbursed for this. It is hard to see justification for 
that kind of treatment and one wonders if anyone can afford 
to be ill. The only way one could pay for such therapy is 
through third-party payments, i.e., CHAMPUS, which Dr. 
Solomon is so vehemently berating. 

It would seem he wants it both ways, and has been used to 
getting it so in the past. I can think of better places for my tax 
dollar than the situation Dr. Solomon describes at Bayberry 
Hospital. 


E. WILLIAM HAUSER, M.D. 
Newport Beach, Calif. 


Dr. Solomon Replies 


Sir: I plead guilty to the charge of emotionalism on the 
important issue of the intrusion of third-party carriers into 
the doctor-patient relationship. The thrust of my previous 
letter was to protest the arbitrary curtailment of insurance 
coverage by CHAMPUS for psychiatric patients. I strongly 
feel that psychiatric patients are entitled to medical care on 
the same basis as other medical patients and should not be 
discriminated against. Further, depriving psychiatric pa- 
tients of mental health care is an unproductive attempt to 
effect cost-curtailment because they then overutilize medi- 
cal facilities (1-2). 

It is unclear what Dr. Hauser means by ‘‘that kind of treat- 
ment” but he seems to object to spending 7-11 hours a week 
with patients and feels that 5 visits a week should suffice in 
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treating hospitalized patients. It seems peculia’ o 1 :strct 
the therapy portion of a 168-hour week to an arkitiary maxi- 
mum of 5 hours. There is always the chance that Z 1/4, APUS 
will discover that it is cheaper to establish a m>imua o* 4 
hours weekly, and then perhaps none at all. The et mina- 
tion of the number of reimbursable therapy hour. pe week 
seems an unwarranted intrusion by third-party ce rie syw ho 
are not licensed to practice medicine. Their busine sis insur- 
ance; their primary interest to curtail costs. The lin cien’s 
primary goal is to provide quality health care. .\ :07 lici of 
interest may ensue. 

There are safeguards in existence to prevent abı e. “se-v- 
ices. For example, at Bayberry Psychiatric Hcs ita there 
are overviews by an active utilization review com wit ce, the 
Colonial Virginia Foundation for Medical Care, ¿ u. its 3y ihe 
Joint Commission on Accreditation of Hospitais Mi dicare 
and others, and chart reviews by insuran€e com; inv s who 
can and do request photocopies of entire charts. ‘h::., only 
those patients who require intensive treatment ve he spital- 
ized. 

In a previous communication (3) l expressed ta’ View that 
a wide variety of community-based alternatives > li spial- 
ization should be available. Unfortunately. CH’ wir JS re- 
cently curtailed the benefits of partial hospitaliza on rom 5 
days a week to 2. So much for “The Parado:i al Jnder- 
utilization of Partial Hospitalization” (4), a moda !.y e f teer- 
apy that is effective and less costly than resident: treatment 
but which is undermined by the counterproduct.\ > px liey of 
the carrier. 

I recognize the importance of third-party carries nat pro- 
test a unilateral determination of medical practice .: ee: the 
health care providers should be consulted with tier than 
informed of policy directives. We are not yet s: arid em- 
ployees of the government and may have cona .1'ons to 
make in establishing policies. Accountability s-suid be a 
two-way Street and is best served by an ongel 2 d aloyue 
between the carriers and the health care prov ccrs. whose 
goal is to establish policies that maximize the uel ty and 
availability of care while restraining escalating :os.s. “he 
practice of medicine is sufficiently challenging a d <-duous 
without an adversary relationship between the n d“ al rro- 
fession and the insurance industry. 
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JONATHAN G. Soio N. VLD. 
Hain tor Va. 


Persistent Lithium-induced Nephrogenic Diabetcs ns icus 


Sirk: Nephrogenic diabetes insipidus is an unu ual out im- 
portant side effect of lithium carbonate therapy 1: is typu 
cally associated with nontoxic serum levels 3. ihbium. is 
thought to result from an idiosyncratic effect o llihium or 
the biochemical mediation of the action of vasop~2s5 n in the 
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renal tubular cell, and is generally thought to clear within 
three weeks of discontinuation of lithium therapy (1-3). A 
case we reported in the medical literature (4) and another 
case report (5) indicate that nephrogenic diabetes insipidus 
secondary to lithium does not always clear rapidly and may, 
in fact, persist for up to 20 months after lithium has been 
discontinued. 

We are drawing attention to this because, to our knowl- 
edge, persistent lithium-induced nephrogenic diabetes insip- 
idus has not been reported in the psychiatric literature. 
Awareness of its existence may be of considerable clinical 
value in the management of lithium-associated polyuric and 
polydipsic states that do not clear with termination of lithium 
therapy, especially in view of the recognized efficacy of thia- 
zide diuretics in such circumstances. 


d 
REFERENCES 


1. Angrist BM, Gershon S, Levitan SJ, et al: Lithium-induced dia- 
betes insipidus-like syndrome. Compr Psychiatry 1141:141-146, 
1970 

2. Lee RV, Jampol LM, Brown WV: Nephrogenic diabetes insip- 
idus and lithium intoxication—complications of lithium carbon- 
ate therapy. N Engl J Med 284:93-94, 197] 

3. Ramsey TA, Mendels J, Stokes JW, et al: Lithium carbonate 
and kidney function: a failure in renal concentrating ability. 
JAMA 219:1446-1449, 1972 

4. Price TRP, Beisswenger PJ: Lithium and diabetes insipidus. 
Ann Intern Med 88:576-577, 1978 

5. Simon NM, Garber E, Arieff AJ: Persistent nephrogenic diabe- 
tes insipidus after lithium carbonate. Ann Intern Med 86:446- 
447, 1977 


TREVOR R.P. PRICE, M.D. 
PAUL J. BEISSWENGER, M.D. 
Hanover, N.H. 


Tardive Dyskinesia or Not? 


Sir: I consider the article “A Survey of Tardive Dyski- 
nesia in Psychiatric Outpatients’? by Gregory M. Asnis, 
M.D., and associates (December 1977 issue) to be suffi- 
ciently misleading as to require some discussion. The central 
issue is whether the condition the authors evaluated was in 
fact tardive dyskinesia. The bulk of the evidence indicates 
that it was not. 

Tardive dyskinesia, although not precisely defined, is gen- 
erally considered to be a dyskinesia associated with long- 
term use of neuroleptics. Typically, it worsens on neurolep- 
tic withdrawal, improves on reinstitution of neuroleptics, 
and is often worsened by anticholinergics. It must be distin- 
guished frorf{ a variety of other dyskinesias, some drug-re- 
lated, some not. 

The paper by Dr. Asnis and associates reports no associa- 
tion between years of neuroleptic use and the presence of 
dyskinesias (in fact, the dyskinetic group had non- 
significantly fewer years of use). This suggests that the dys- 
kinestas involved were not tardive dyskinesia; if a dyskinesia 
results from long-term neuroleptic use, one would expect a 
correlation between presence of dyskinesia and years of use. 

Similarly, the fact that age did not correlate with the pres- 
ence of dyskinesia and the trend (not statistically significant) 
suggesting that the use of antiparkinsonian agents was asso- 
ciated with a lower incidence of dyskinesia indicate that the 
condition under investigation was not tardive dyskinesia. 

This 1ssue is of considerable importance. Studies of tar- 
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dive dyskinesia should carefully define the condition in order 
to obtain homogeneous populations. Factors such as re- 
sponse to neuroleptic withdrawal and reinstitution and re- 
sponse to anticholinergics or to dopamine agonists such as 
amphetamines can help to identify relatively homogeneous 
subgroups of dyskinetic patients and perhaps to define tar- 
dive dyskinesia more precisely. The approach used by Dr. 
Asnis and associates lumps together patients with dyski- 
nesias of various etiologies, which will retard any efforts to 
understand the pathophysiology underlying tardive dyski- 
nesia. Moreover, calling these various dyskinesias ‘‘tardive 
dyskinesia’ and claiming a 43% prevalence of tardive dyski- 
nesia in psychiatric outpatients will alarm many psychiatrists 
unnecessarily. Certainly, psychiatrists should be aware of 
the possibility of tardive dyskinesia, but the dyskinesias dis- 
cussed by the authors have no proven relationship to classi- 
cally described tardive dyskinesia, which is often irrevers- 
ible and hence of considerable concern. 

Finally, mention might be made of some of the difficulties 
involved in the use of videotapes as described in the article. 
The authors report excellent reliability, but this must be dis- 
tinguished from validity. Their raters clearly agreed on what- 
ever they were measuring, but there is no evidence that what 
they measured was tardive dyskinesia. Moreover, the per- 
son making the videotapes apparently was not blind to 
whether a patient was dyskinetic or not. Naturally, when 
videotaping a dyskinetic subject, one would attempt to dem- 
onstrate the dyskinesia as clearly as possible and would look 
for moments of dyskinesia to videotape. This would not be 
the case with control subjects, although some dyskinetic-like 
symptoms would be expected occasionally in normal con- 
trols. Therefore, the apparent distinction between dyskinet- 
ics and normals might be an artifact of the selective attention 
of the person doing the videotaping. 


JEFFREY A. MATTES, M.D. 
Forest Hills, NY. 


Dr. Asnis Replies 


SIR; Dr. Mattes suggests that there are commonly accept- 
ed associated findings for tardive dyskinesia, i.e., years of 
neuroleptic use, age, and concurrent use of antiparkinsonian 
medication. Because our survey did not support these asso- 
ciations, Dr. Mattes suggests that we were not evaluating 
tardive dyskinesia. However, the literature includes conflict- 
ing evidence on the role of these factors in tardive dyskinesia 
(1). The explanation of these controversial findings in the ht- 
erature is far from clear, although diversity of study popu- 
lations may have been a factor. 

In our study, we carefully reviewed recent medical his- 
tory, physical examinations, laboratory assessments, and 
family history to rule out other causes of dyskinesia. No ca- 
ses of endocrinopathy, heredodegenerative disease, or other 
medical illnesses could be identified that might have present- 
ed as a dyskinetic syndrome. I agree with Dr. Mattes that 
further studies are needed to understand the patho- 
physiology of tardive dyskinesia; this was not the intent of 
our survey. It is naive to believe that various pharmacologic 
challenges will separate tardive dyskinesia from other dyski- 
nesias. Within the syndrome of tardivé dyskinesia, system- 
atic evaluations with dopamine and acetylcholine agonists 
and antagonists have revealed varying responses, indicating 
a heterogeneous disorder (2). 

In terms of the evaluation process, Dr. Mattes suggests 
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that the person who did the videotaping might have ‘‘tipped’”’ 
the raters, since he had already decided whether the patient 
had dyskinesia. We doubt that this was the case. The tech- 
nician who recorded the evaluation did not know which pa- 
tients had dyskinesia and recorded every subject in a stan- 
dardized way. Most dyskinetic patients had dyskinetic 
movements not only during the structured part of the exam 
but also during the l- to 2-minute observation period, when 
only the patient was present and videotaped, and all raters 
concurred on dyskinesia during the latter period. The point 
is highlighted by the fact that one patient with tardive dyski- 
nesia demonstrated dyskinetic symptoms only during the ob- 
servation period in which all three raters independently con- 
curred. 

Finally, Dr. Mattes ts concerned about psychiatrists being 
alarmed ‘‘unnecessarily’’ by our report. We found that 10% 
of the dyskinetic population, or 4% of the survey population, 
had moderately severe dyskinesia; the remaining cases of 
dyskinesia were of minimal or mild severity. It has been sug- 
gested that dyskinesia of minimal or mild severity and 
of possible recent onset may be readily reversed by discon- 
tinuing antipsychotic medication or lowering the dosage (3, 
4). For this reason, careful examinations to detect early signs 
of dyskinesia should be a routine part of psychiatric evalua- 
tions of patients treated with neuroleptics. Until the clinician 
has more guidelines as to which patients are most vulner- 
able, every patient taking neuroleptic medication must be 
viewed as susceptible to tardive dyskinesia. Part of good pa- 
tient care should be an ‘“‘overconcern”’ for the development 
of this syndrome. 
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Grecory M. Asnis, M.D. 
New York, N.Y. 


Positive Side Effects of Lithium? 


Sir: The article by Sahay! J. Nasr, M.D., and Robert W. 
Atkins, M.D., on “‘Coincidental Improvement in Asthma 
During Lithium Treatment’? (September 1977 issue) in asso- 
ciation with the observations of Peter L. Putnam, M.D. (Let- 
ter to the Editor, March 1978 issue) concerning remission of 
dermatologic symptoms in two patients with eczematoid der- 
matitis treated with lithium prompted us to report another 
possible ‘‘positive’’ side effect of lithium observed in two 
patients with seborrheic dermatitis. 

The dermatologic symptoms of a 63-year old manic-de- 
pressive man cleared completely 1 month after initiation of 
prophylactic lithium treatment and have not reappeared dur- 
ing a 5-year follow-up. A similar effect was observed in a 32- 
year-old schizophrenic woman with severe seborrheic der- 
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matitis who was treated successfully with low do 
ium for her premenstrual tension syndrome. It is 
ing that remission of both premenstrual and de 


symptoms was achieved with a lithium dose of cr- 
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day, for one week before expected day of mensi uanon. 


We are currently pursuing the issue further by + 
a double-blind investigation on the effect of low ¢« 
ium carbonate on nonpsychotic patients with setc 
matitis. 


G.N. CHRISTODOLI C 


A.G. VARELTZIDI > 


Athens 


Mental Health Services in HMOs 


Sır; In “‘The External Provision of Health *1 
Organization Mental Health Services” (June 197% 
vid J. Muller, M.D., offers unsubstantiated opin 
HMOs. My experience as a director of integr ı 
health services at the Harvard Community H 
(HCHP) since 1969 leads me to believe that the c 
of alternative models must be addressed objectis. 

How are ‘‘quality,”’ “‘flexibility,’? and “‘persor < 
perior in Dr. Muller’s clinic? He does not cite nor 
training or experience, individual or group jx 
standards, supervisory practices, evaluation cf 
outcome, quality control mechanisms, or orga 
sumer input—features of many HMOs. Conta. 
tions seem an insufficient substitute. 

Although I find many statements in the artic e 
able, two oversimplifications require response. 1 
lates to cost: If “cost to the HMO” is less (no 1 
given), what about cost to the member? 

In stating, *‘When the benefits are used up, 11 
insufficient motivation to pay out of pocket un 
therapy,” and ‘‘The initial sessions may therefo « 
wasted,” Dr. Muller ignores the vast literature c. 
ing effectiveness of brief treatment. With stafi ` 
treatment can be planned so that most pat 
treated within insurable limits. At HCHP. wha 
psychotherapy is available, less than 1% of pati: 
quire treatment beyond the benefit limit of 2) 
year. A system using prepaid benefits to introct 
to fee-for-service treatment will be inexpensive t 
and profitable to the clinic but expensive for tre 

Capitation payments go farther if fewer ‘theat + 
Current estimates suggest that 1077—15% of th2 
may require psychiatric services (1). A cost/ber 
ment should include numbers referred and seen. x 


and no-show rates. At HCHP, 12% of membè . + 


health services in a year come to the mental he: 
Combined cancellation and no-show rates are les . 
and over 82% of patients referred show up. Ct 
services report similar experience (2). Comper - 
from Dr. Muller would be of interest. 

The second area I would like to address is lia.s 
ber of authors have urged shared responsibility 
health care (1). In a medical setting, where < 
nurses see many psychological problems, this 2 
willingness to diagnose and treat common dist. 
well as readiness to refer when necessary. The 
“at least monthly conferences” with HMO pl: - 
adequately support such efforts is naive. At HCI 
mately 30% of medical patients receive a diagnc 
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tional disturbance during a year; half are treated by the medi- 
cal provider, half are referred. Mental health staff support 
this function by spending 10%-20% of their time in liaison 
activities and joint programs. Physical contiguity facilitates 
this. 

Dr. Muller’s arguments for an autonomous, cohesive men- 
tal health group, with control over staff appointments and 
training, programmatic decision making, and a portion of the 
budget, are compelling. These factors characterize our sys- 
tem and are essential. I agree with his concern about soft- 
ening the medical model. Insofar as mental health profes- 
sionals can make such a contribution, this calls for a greater 
presence, visibility, and influence in the medical setting, not 
for leaving it. 

In summary, I believe that generic conclusions about 
HMOs should be withheld pending data that permit meaning- 
ful comparisons. 
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MICHAEL J. BENNETT, M.D. 
Boston, Mass. 


Dr. Muller Replies 


SiR: I would like to reemphasize a major point of my pa- 
per. Any feature that the HMO wants in its mental health 
services can either be incorporated into its own internal de- 
partment or specified in the contract with an external group. 
This could include many of the considerations Dr. Bennett 
emphasizes in his letter, such as staff training and experi- 
ence, supervisory practices, evaluation and outcome stud- 
ies, quality control, organized consumer input, extensive li- 
aison services, and as much presence, visibility, and influ- 
ence as desired. With these and other features equalized, I 
feel the autonomy and incentive of the external group give it 
a real advantage. Having been on both sides of the fence, I 
can state this definitely. Cost to the member is the same with 
an internal or an external group. When the HMO coverage is 
exhausted, the member must pay out of pocket regardless. I 
thank Dr. Bennett for his comments. 


DAVID J. MULLER, M.D. 
Denver, Colo. 
m 
(J 
Using Phylogenetic Mechanisms in Classification 
Sir: We would like to comment on “A New Method of 


Classification for Psychophysiologic Disorders” by John G. 
Looney, M.D., and associates (March 1978 issue). The 
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dilemma of classifying psychophysiologic disorders has been 
one of choosing between a characterologic determinant 
responding to an environmental situation and the resulting 
dysfunction of a target organ. 

We propose an alternative solution. In our attempts to es- 
tablish the biological underpinnings of psychophysiologic 
disorders, we have been concerned with the phylogenetic 
mechanisms that underlie their emergence. We see these as 
innate responses that are now inappropriate but were once 
adaptive. 

For example, an irritable bowel syndrome becomes flight 
reaction, abortive and partial, manifested by increased evac- 
uation of large bowel and bladder; spasms of the neck mus- 
cles become dominance/submission conflict, manifested by 
spasms of the muscles that raise and lower the head; angina 
pectoris becomes mock death reflex, abortive and partial, 
manifested by spasms of coronary arteries; and chronic indi- 
gestion becomes flight reaction, inhibited, resulting in chron- 
ic anxiety and manifested by impaired secretions of the up- 
per alimentary tract. 

We even have a place for the hypochondriac within this 
schema: impaired filtering of vegetative sensory stimulation 
(target organs are skin, heart, abdomen, etc.), cognitively 
elaborated as ‘‘cancer,’’ “tuberculosis,” or unspecified ill- 
ness. 

This is but a sampling. We are aware that this novel ap- 
proach could be considered too controversial to use as a 
classificatory scheme; nonetheless it permits the use of eth- 
ologically verifiable instinctual response systems, placing 
the symptoms into a biological context, alludes to an open- 
ended stressor that sets the mechanism into action, and al- 
lows the avoidance or inclusion of metapsychological con- 
cepts depending on whether the emphasis is on a medical or 
psychological model. 


A. DaviD Jonas, M.D. 


Doris F. JONAS 
London, England 


Correction 


In the August 1978 issue there was an error in ‘The 
Prevalence of Schizophrenia: A Reassessment Using Mod- 
em Diagnostic Criteria” by Michael Alan Taylor, M.D., 
and Richard Abrams, M.D. The reference to the study by 
Weissman and associates (cited as reference 14) in the last 
sentence of the first paragraph of the Inpatient and Out- 
patient. Studies section (p. 946) should appear in the Popu- 
lation Studies section. The last sentence of Inpatient and 
Outpatient Studies should therefore refer to 8 different ad- 
mission prevalence figures (range of 0.6%-6.7% is un- 
changed). 

The staff regrets this error. 
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BOOK REVIEWS 


The Treatment Techniques of Harry Stack Sullivan, by A.H. 
Chapman, M.D. New York, N.Y., Brunner/Mazel, 1978, 229 
pp., $13.50. 


Some of Sullivan’s followers will not like it, but Sullivan is 
revealed in Chapman’s new book as a closet Adlerian. Per- 
haps neo-Adlerian would be a more acceptable term for Sul- 
livan, who all too often is given the ill-fitting label of neo- 
Freudian. Sullivan was neo-Adlerian to a degree—not entire- 
ly. He refiected the contributions made by the behavioral 
sciences of his era: the social behaviorism of George Herbert 
Mead and the American pragmatic philosophers; the study 
of face-to-face relationships done by Charles Horton Cool- 
ey, Robert E. Park, and the rest of the Chicago school of 
sociologists; the Jinguistic and cultural relativism of Edward 
Sapir and other anthropologists; and the rejection of libido 
theory and other metapsychological efflorescences in Freu- 
dian orthodoxy by “‘cultural’’ psychoanalysts such as Karen 
Horney and Clara Thompson. Unlike Adler, Sullivan steered 
clear of Marx and socialism and stayed close to the liberal 
capitalist ethos. Like Adler (and Adolf Meyer, for that mat- 
ter), Sullivan preferred the least ornate explanation that 
could be given of what goes on between therapist and pa- 
tient. 

Sullivan and Adler both put a premium on the recent past 
rather than the remote past. Sullivan was not afraid to deal 
with thinking as well as feeling because human beings do 
have heads. Like Adler, Sullivan saw the importance of self- 
esteem and fear and the compulsive tendency that patients 
have to write scripts of jargon and obfuscating self-glorifica- 
tion when they are upset. However, Sullivan tried to bring 
peace instead of the more Adlerian sword of confrontation 
when he dealt with shy, overly intellectualized, fearful hu- 
man beings who were patients. He strove to have the patient 
more comfortable by the end of each session. Sullivan ac- 
knowledged, as did Adler and Freud, the importance of for- 
mations of self-esteem during infancy and childhood and 
how these early attitudes of self regard or patterns of inter- 
personal coping could recur in bad times during later life to 
intrude and distort contemporary relations of individuals. If 
calling these “‘parataxic distortions” seemed cumbersome at 
the time of Sullivan’s promulgating the term, today it seems 
fully salutary and reasonable to have the idea if not the term. 
Again, like Adler, Sullivan originated ideas that have per- 
meated psychiatric thought, Sullivanian or otherwise. One 
trusts that the benefits derived by patients outweigh the ne- 
glect so many show in paying tribute to Sullivan, who did the 
initial working through of many important views about the 
means and techniques of therapy. 

Never wholly consistent about it, Sullivan pontificated 
that intrapsychic identity is fictive, that only interpersonal 
relations are real, and that a person is defined by his other 
security operations plus his or her dynamisms. He played 
down the individual side of humanism but played up socia- 
bility and relatedness. Thus Sullivan is a prominent figure 
in social psychiatry and relationship therapy. 
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Chapman’s codified presentation of the essere er Harry 
Stack Sullivan’s treatment techniques has s.at viri:ue 
merely because it simplifies the murky prolixity c ik ongi- 
nal. It is a condensation and refinement that will n. ve y use- 
ful for all nondoctrinaire psychotherapists wills tc think 
above all of the mentally ill patient’s nights to loyi sye: ve end 
improved social functioning. The patient4s put ¢ ex of all 
theoretical expectations in the Sullivanian appro. 3. he pa- 
tient is treated gently. The patient needs competent rofes- 
sional help but is unfailingly respected as a perser T 2 ther- 
apist also has ‘‘needs’’ or values that cannot be c er! yoked, 
however much the therapist’s yearnings have to 5. cu bedin 
a professional career as a psychotherapist, Sue vav sid. 
Chapman conveys Sullivan’s tenet that simpie curr inness 
furnishes the underpinnings of a professional. tec ins: al. ex- 
pert, almost acrobatic interaction between a ti.:"ap st and 
patient—so that the therapy enterprise is both nto aci:ve 
and real while it is professional, delimited. and ¿ tk tai. 

A clear writer who gets right to the point. Chep ar has us 


by page 2 into the ways Sullivan taught to ind € coatrent 
into the collaborative role required in psychoth: ap, From 
there (until the flagging chapter 10) the pace is bri-... etone 


bright, and the message elucidating. The prese^i «nse of 
‘Sullivan says” gives one pause occasionally li. ci sy rio- 
mentarily because the reader recalls that Sulliver 3e» a ‘tal 
influence that endures. When questioned about iu us. of the 
present tense in referring to George Bernard f ias, os If 
Shaw had not died in 1950, Archibald Henderson he naine- 
matics professor named by Shaw to be his ofi a ologra- 
pher) answered, “Shaw never dies.” So it seer s œ be in 
Chapman’s attitude about Sullivan. 

Sullivan’s therapy-related views are succinc.!| of ered— 
views about the psychiatrist as a participant of -ei er. his 
stress on the interpersonal or on self-esteem, his ors 2pis or 
dynamisms and security operations, his admo ticis that 
therapists be thrifty about time, his setting up i¢ zoe of 
enlarged awareness of interpersonal functionirg hi insist- 
ence on details and examples and allowing very s gh' desen- 
sitizing anxiety (adumbrating behavior therapy cse- tions). 
and his seeing “‘consensual validation’ as a prov ss nsiead 
of an event of accord or agreement. 

Sullivan rejected some of the grosser and mire mpiau- 
sible psychodynamic formulations based on r uo al me- 
chanics as the font of metaphors. However. Fe kej. to an 
airy physics vocabulary when he stated his posa ut. about 
energy transformations in human motives (dy «ars sms’). 
Sullivan held that security operations can be hes hs as well 
as unhealthy, but his view of man was net much ess 
struggle-filled than that of Sigmund Freud. Sull v.n < so saw 
patients as striving, coping, defending, and figa. ag :0 ware 
off malignant forces that impinged on their liv:s. sullivar 
hardly foreshadowed Maslow by dwelling on iuivan po- 
tentialities or on the human drive to self-actue ze: on: in- 
stead, he was clinical and problem focused. A Lt eromantic 
optimism inhered, nonetheless, in his view th . a persor 
freed of distortions can unleash ‘‘a tendency tow..-d}-2alth.”” 
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Although Chapman portrays Sullivan correctly as a thera- 
pist who knew that oppression exists, it seems to me that 
both Chapman and Sullivan err when they approvingly fur- 
nish examples of a therapist asking a patient about the mo- 
tives or feelings of a third party (pages 9, 11, 14, 15, 29, and 
throughout): For example, Do you think your father found 
this gratifying? Was your mother fearful? Was your mother 
afraid of arousing irritability in other people? Did your 
mother think you were the only person who did poorly in 
school? What else was happening in your mother’s life to 
make her so trritable? In my opinion it 1s a cardinal rule that 
a patient may feel exploited by others, but a falsifiable hy- 
pothesis for deriving consensual validation does not pull in 
questionable speculations about the motives and goals of 
people not present in the consulting room. It is always easier 
to talk about Fred Martin’s problems than one’s own (p. 43). 

As a fine Sullivanian himself, Chapman adheres to com- 
mon sense and brevity to create a work that is laden with 
literary virtues and is a practical aid to psychotherapists. 
Chapman ts disinclined to overstate his case or to overpraise 
Sullivan. He does not vulgarize Sullivan either. Chapter 1] 
holds a refreshing synopsis of Sullivan’s life and writings and 
a genuinely useful, not overpowering bibliography is includ- 
ed at the end of the book. Chapman’s writing is gifted, pure 
and simple. The good design and typography of the book 
serve to give a dash of lagniappe to an extremely worthwhile 
primer on psychotherapy in Sullivan’s mode. 


PauL L. ADAMS, M.D. 
Louisville, Ky. 


Megavitamin Therapy: In Reply to the American Psychiatric 
Association Task Force Report on Megavitamins and Ortho- 
molecular Psychiatry, by A. Hoffer, Ph.D., M.D., and H. Os- 
mond, M.B. Regina, Sask., Canada, Canadian Schizophre- 
nia Foundation, 1976, 123 pp., $3.50 (paper). 


The history of medicine is scarred by a variety of con- 
troversies that have served more to smear reputations than 
to further our understanding of illness and its manifestations. 
The megavitamin treatment of schizophrenia is a superb ex- 
ample of such a controversy. The American Psychiatric As- 
sociation appointed a task force that reported on the use of 
megavitamins for the treatment of schizophrenia. The task 
force concluded that there was no compelling scientific evi- 
dence that megavitamins were useful (1). This report was 
quite influential in diminishing the interest, let alone enthusi- 
asm, of most American psychiatrists for the use of vitamins 
in high doses for the treatment of schizophrenia. Hoffer and 
Osmond, two of the leading proponents of this approach, 
have writte a rebuttal of approximately 50 pages. This is 
supplemented by another 70 pages of appendixes that the 
authors feel support their position. 

The tone of the volume is at best polemical and frequently 
deteriorates sharply to a level that has no place in scientific 
discourse. There ts nothing to be gained by my adding more 
acrimony to that which has already entered the published 
literature. The authors argue that the task force members 
were biased and dishonest. They argue that the task force 
“tailored the report in order to bolster their biased con- 
clusions.” Motivations are repeatedly impugned, and it is 
suggested that at least some members of the task force were 
essentially servants of the pharmaceutical industry. 

To those who are interested in controversies in medicine 
or have a particular interest in the treatment of schizophre- 
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nia this volume may be of interest. It can be read intelligently 
only by someone familiar with the literature and the task 
force report. Admittedly, megavitamin therapy has not been 
refuted because it is not scientifically possible to do so. One 
can only fail to show a value, one cannot demonstrate a lack 
of value. Clinicians must make up their minds on the basis of 
available evidence as to the most appropriate way of treating 
their patients. In a heterogeneous disorder such as schizo- 
phrenia there may well be a subgroup of patients for whom 
this approach will be useful. It would be of particular interest 
to know if this hypothetical group represents a fraction of a 
percent or is substantial in size. Such questions cannot be 
addressed in the present climate of charge and counter- 
charge. 

Competent and conscientious people have designed stud- 
ies that failed to show a value to megavitamin therapy. Other 
colleagues who are equally competent and conscientious 
have reported studies that show positive results. Most work- 
ers in the field have concluded that the data do not support 
the use of megavitamin therapy except as an experimental 
technique. This position can be rejected by referring to its 
proponents as members of the Establishment. Equally point- 
less criticism can be made of those who support the use of 
megavitamin therapy. I hope that practitioners will have 
enough good sense to be guided by the facts rather than by 
the cleverness of the barbs. The major conclusion that can 
be drawn from this whole sorry controversy is that science is 
indeed a fragile activity that is most sensitive to injury by 
intense affect and certain human motivations. 


REFERENCE 


1. Task Force Report 7: Megavitamin and Orthomolecular Thera- 
py in Psychiatry. Washington, DC, American Psychiatric Asso- 
ciation, 1973 


ROBERT CANCRO, M.D. 
New York, N.Y. 


Readings in Psychotherapy with Older People, edited by Ste- 
ven Steury, M.D., and Marie L. Blank, M.S.W. Rockville, 
Md., National Institute of Mental Health, Division of Spe- 
cial Mental Health Programs, Center for Studies of the 
Mental Health of the Aging, 1977, 233 pp., no price listed 
(paper). 


The editors of this work modestly state that their book is 
‘offered as support and encouragement to therapists work- 
ing with the elderly.” What they deliver is a book that injects 
much-needed optimism into geriatric psychotherapy. In the 
preface to this compilation, Dr. Gene Cohen says, “‘The top- 
ic of aging generally stimulates much discussion about the 
need for breakthroughs in knowledge and techniques. How- 
ever, we already know a great deal about. . . older people.” 
He goes on to describe the need for information to be assem- 
bled to facilitate application of expertise that can alleviate 
much of the mental suffering of older people. This charge 
sets the tenor of the book, which focuses on the dynamics of 
aging and psychotherapy for the elderly within a historical 
framework. 

The book contains papers by 26 contributors, 21 of whom 
are physicians. The papers fall into three broad categories: 
psychodynamics of aging, issues in psychotherapy for the 
elderly, and psychotherapeutic techniques. Each paper has 
been previously published, so for the reader familiar with the 
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literature this work provides a pleasant review and for the 
neophyte there will be new insights and useful suggestions of 
where to begin in therapy. The book would have been 
strengthened if the papers had been organized into a format 
with a clearer purpose and providing more depth to the mate- 
rial. 

The papers chosen for this book uniformly reflect genuine 
optimism and enthusiasm for geriatric psychotherapy as well 
as warmth toward older people. These attitudes require 
much insight, training, and experience on the part of geriat- 
ric psychotherapists. These qualities are unquestionably 
possessed by the contributors to this work. The authors 
skillfully achieve their purpose of sensitizing therapists to 
the needs of the elderly and to the huge and frequently un- 
recognized potential of psychotherapy for the elderly. 

Although there is little material in the book that can be 
readily applied by therapists who are not already knowledge- 
able in the field of aging and experienced in psychotherapy, 
there is a richness of information in this readable and rather 
short publication that could be of considerable value to ther- 
apists of all backgrounds who work with the elderly. This 
publication will probably become a standard reference in 
recommended reading for programs designed to teach or 
provide therapy for older people. Its primary purpose and 
value is in providing an honest, sensitive, and concise ac- 
count of aging and selected issues in therapy. In doing this, 
the editors make a timely, implicit case for less pessimism 
and more psychotherapy in treating old persons. 


JAMES T. HARTFORD, M.D. 
Houston, Tex. 


Mind Control, by Peter Schrag. New York, N.Y., Pantheon 
Books, 1978, 317 pp., $10.00. 


Mind Control is a lesson in polemics and a handbook for 
the antipsychiatry movement. If one accepts the definition of 
“hatchet job” as a maliciously destructive critique, we have 
an excellent example in this book. A master of hyperbole, 
Schrag cleverly selects the unusual] dramatic event. Stopping 
just short of accusation. he cites an incident in a manner that 
suggests the purpose was nefarious and the episode typical. 
He is a master of guilt by association. Newspaper articles are 
cited as equal in evidence to scientific publications in refer- 
eed journals. Sixty pages of footnotes are arranged to sug- 
gest a careful scientific investigation. 

In this book the culprits who would control your mind are 
psychiatrists and other mental health types. The scenario be- 
gins with a multitude of psychiatric labels and cleverly sug- 
gests that they could be applied to you and me and anyone. It 
moves on to the fears that computers and data banks engen- 
der. With such instruments readily available, the secrets in 
one’s dossier are available to anyone at the punch of a but- 
ton. It paints the picture of clever forces used to control indi- 
viduals by subtle behavioral modification. The right combi- 
nation of reinforcement will soon achieve the response de- 
sired. If that does not work, aversive methods will teach you 
not to do something as effectively as conditioning will pro- 
mote positive action. 

Schrag claims thgt there are more mental health workers 
in America than policemen. That is an interesting com- 
parison. The mental health empire he describes achieves the 
‘outreach of an octopus,” developing liaison with schools, 
law enforcement, and all manner of agencies, all of it backed 
by extensive advertising.” If this is not enough, the ac- 
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knowledged overuse of medication becomes eve: more 
frightening when one suggests that it is standare proceaure 
for physicians to sign pads of blank prescripticr: fo’ others 
to dispense medications. The injectible forms of medication 
offer even more intriguing possibilities since thei; effects last 
for weeks. Schrag suggests that “if one can inje-t th2 recal- 
citrant. . . there will be no need to put Thorazin in Crinking 
water.” Here is a classic example of his techniqi 2. s ace the 
statement that chlorpromazine (Thorazine) will io: aave te 
be added to drinking water suggests that there .as serious 
thought to do so. 

Labels, psychological stimulation, and drugs .re : nly the 
beginning. Schrag then points to the posst ity of in- 
voluntary hospitalization. He suggests that the j:idiccal hear- 
ing is a quick and cozy exercise based on a 10-mi jute psychi- 
atric evaluation and 1.6 minutes with the judg:. Gace the 
victim is hospitalized, the horrors of "ECT <ad psycho 
surgery are available. The book hints that patiei+ are threat 
ened with ECT if they do not behave. This treat en: burns 
and blasts out the electrochemical brain dat). A. if thi: 
prospect were insufficiently frightening. the ih eat of per 
manent mind control through psychosurgery is site.l. Afte 
all, the author states, ‘‘hospitals are full of exa^n des of indi 
viduals who were mutilated or whose intellectu. i cupacities 
were destroyed by the lobotomies of the forties ..nd ‘ifties.” 
The prospect becomes more vivid as he cites the only {toms 
knowledge) report of ECT behavior control fron a pojest it. 
Viet Nam, or a proposal made by one person :0 screen & 
year-old children for delinquent tendencies anc imcarcerate 
hard-core individuals. He further suggests tha: electrode: 
implanted in the brain could permit remote cort-ol of behav- 
ior. The problem is that this ts not presented a scincc fic- 
tion and will be read by many as evidence of ile reu} inter: 
and professional activities of all psychiatrists. T :e technique 
is that mentioned in the first paragraph—cle\ è > se of : 
single unusual incident to suggest that it wil .ecome th: 
standard for all psychiatric practice. 

What does Schrag propose to do about the p obl:ms thi. 
psychiatrists call mental illness? He suggest. that ther: 
would be no such problems if we had full emp ment und .. 
shift of resources from therapy and ‘‘medical”” ‘ter ‘ention, 
to the improvement of the social conditions tin ceased the 
problem in the first place. He insists that any 9-ycl-atric ir- 
tervention be limited to serious cases (whatever tne} ma, 
be). He proposes that the symptoms of psychos's are simpl, 
idiosyncratic behavior or diversity of belief .nd that w- 
should tolerate them as differences and not as vevianee. Ae 
suggests absolute prohibition of treatment foru wiiing ind - 
viduals and elimination of any commitmen: ‘aw . Publ: 
funds should be removed from the control of deciors an. 
institutions to the control of ‘‘clients,”’ who car the 1 choose 
whether to use them for formal therapy, housià, . ci “smpi, 
a month at the beach which is likely to be at |. asi is tner. 
peutic as a month in the state asylum.” 

Lest the reader dismiss this book as “far oti or unusuc . 
he or she should be reminded that similar arguments resulte a 
in the passage of legislation that seriously rest. cte. the use 
of ECT (even for voluntary patients) in Califor. ia und other 
states. There has been a spate of proposals °] 1t mental ii 
ness is but a myth. Television programs sugges th: t psych:- 
atrists use their patients sexually or incarcer. te ‘hem uns- 
justly. The patient suffering from mental disavde is hari- 
pered by stigma and prejudice against menta illress. Ti - 
psychiatrist is pointed at as the opponent c: freedom at 
thought and the proponent of mind control b> a ‘ariety -f 
evil schemes. Psychiatrists ought to read this Fook as a mei- 
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ter of education. Get to know what is said about you. It is no 
wonder that Mrs. Carter and the President’s Commission on 
Mental Health have pointed to the goal of public education 
as a major requirement for an effective program for dealing 
with mental illness. 


DONALD G. LANGSLEY, M.D. 
Cincinnati, Ohio 


The Mental Health Industry: A Cultural Phenomenon, by Pe- 
ter A. Magaro, Robert Gripp, and David J. McDowell, with 
the assistance of Ivan W. Miller HI. New York, N.Y., Wiley- 
Interscience (John Wiley & Sons), 1978, 259 pp., $17.95. 


This is at once a highly disciplined book and a highly imag- 
inative one; in neither dimension ts the adjective used pejo- 
rattvely. The authors are also ambitious in that they set out 
to cover a number of profound concepts, introduce detailed 
proofs of each thesis, and still add daring new ideas aimed 
toward solving the troubles they identify. The book is about 
many things, each intertwined with the others. 

The authors briefly present the perspective that what we 
recognize as madness is sorely dependent on cultural con- 
ceptions. The tdea that social expectations and demands de- 
fine the deviant as mad is repeated more times than are ex- 
amples offered to illustrate. Most readers can interpolate, 
however, and the bibliographical leads are excellent. 

The text then turns unexpectedly but on second thought 
appropriately to a very precise discussion of two modern 
ideas of treatment for mental disease, milieu therapy and be- 
havior modification. An excellent technical review of re- 
search data in both fields illustrates how inept most such re- 
search is when measured by actual effectiveness for the indi- 
vidual. The authors show that most research amounts to a 
lifeless default of any attempt to assess effectiveness beyond 
lip service to the established mode of thinking about things 
psychiatric. ' 

The middle section of the book describes a vivid and often 
(for me, at least) uncomfortably detailed view of the mental 
health industry as it exists in America today. The authors 
insist that they are not interested in attacking their col- 
leagues but are merely describing the current scene from a 
cultural perspective. Like psychoanalytic interpretations of- 
fered out of the goodness of our hearts, this kind of benevo- 
lent gift is sometimes experienced by the recipient as if it 
were hostile. ] suspect many readers will feel the same about 
this book. 

The central idea is something like this: since cultural struc- 
tures have created our treatment systems, both the theoreti- 
cal and the institutional structures have become solidified tn 
order to perpetuate their own beliefs. The individuals in- 
volved in this process could be mental health bureaucrats, 
behavior therapists, or psychoanalysts. Mental health pro- 
fessionals are thus ultimately totally invested in maintaining 
the status quo, immersing themselves in the more pleasant 
patients who fit their particular scheme and ignoring the rest. 
Researchers also fail to address the essential problems of 
treatment effectiveness, attending instead to tiny details of 
behavior variations so they can produce publishable papers 
to enhance their own status quo. The public, the body poli- 
tic, and the practitioners do not demand effective research 
because it might introduce change into their small smug 
world. 

The book’s section on the personalities of the providers 
who stifle research and narrowly hold to theoretical or tnsti- 


1254 





Am J Psychiatry 135:10, October 1978 


tutional fixtures is especially choice. My 35 years in psychol- 
ogy and psychiatry have not been so secure that I felt no 
discomfort in reading this part of the text. Of course, the 
authors are more accurate in helping me perceive the flaws 
of my peers than in reminding me of my own flaws. They 
arouse most unpleasant memories of bitter jurisdictional bat- 
tles in which I have unhappily participated. 

The authors then shift focus once again. Although still in 
the mainstream of mental health politics, they expound a 
possible solution for this complex problem. Using the ex- 
ample of the GI Bill of Rights, according to which vouchers 
were in effect issued to individuals who could then attend 
any approved and monitored school, the authors suggest a 
similar plan for psychiatric treatment. In this last part of 
their presentation they provide a great deal of specific infor- 
mation and quite specific recommendations to implement 
their thesis. Specific predictions are made as to the probable 
results of this shift of economic perspective. 

The authors feel that if funds were available to the individ- 
ual for therapy of mental problems the effect would be free 
choice of practitioners and sharply increased demands on 
practitioners for therapeutic results (as opposed to pleasing 
the mental health commissioner). These practitioners in turn 
would demand from psychologically oriented researchers 
more practical research. Reading this I suffered at the 
agonies that would come if such a path to the platonic ideal 
were followed, a point not missed by the authors. The idea of 
individual enterprise comes as no shock to a conservative 
midwesterner. In fact, it seems a most familiar if often ma- 
ligned point of view. Interestingly, the authors themselves 
are even a little apologetic: ‘For those of us coming out of a 
liberal background, the encouragement of a treatment sys- 
tem based on the concept of free enterprise seems a bit para- 
doxical’’ (p. 216). This is just one paradox that will greet 
readers of this book. 

If your mind is set and you are ensconced in a pattern of 
practice beyond change, do not bother to read this book. 
You will only include the authors with other nonbeltevers. If 
you are able, although perhaps not eager, to accept profound 
challenge as a researcher, practitioner, consumer, or part of 
the body politic, then read this book—not as gospel, of 
course, but as the provocateur it is. 


RAYMOND HEADLEE, M.D. 
Elm Grove, Wis. 


Autistic Children: Teaching, Community and Research Ap- 
proaches, compiled and edited by Barbara Furneaux and 
Brian Roberts. Boston, Mass., Routledge & Kegan Paul, 
1977, 193 pp., $12.00. 


One gets the distinct impression from the beginning of this 
book that there is still some controversy over the causation, 
diagnosis, and management of infantile autism, or Kanner’s 
syndrome. This book promulgates the view that education is 
the most important factor in the management and treatment 
of the autistic child, along with active involvement of the 
parents in the care of the child, which is in direct opposition 
to Bruno Bettelheim’s idea of rigid exclusion of the parents 
from the entire process of management, especially from the 
therapy of the autistic child. The authors stress that ‘‘the 
condition of the autistic child is not static nor are they a ho- 
mogeneous group’ and that no one type of professional can 
successfully deal with all the aspects of what they term the 
“autistic condition.” 
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Brian Roberts’ description of the conditions of autism and 
theories of causation in chapter two is instructive. Roberts 
examines closely Kanner’s behavior criteria and some of 
Eisenberg’s work and discusses the causation theories of 
Deslauriers and Carlson, which he feels to be most promis- 
ing. In chapter three Furneaux talks at length about differ- 
ential diagnosis and distinguishes among autism, childhood 
psychosis, childhood schizophrenia, and subnormal children. 
She lists the clues that the teacher can observe in a child’s 
responses for the purpose of diagnosis: 1) Does the child 
respond? 2) How complete is his or her response? 3) Is his 
or her response appropriate or bizarre? 4) What is the nor- 
mal speed of his or her responses? 5) Has the child the ability 
to follow through his or her responses in an appropriate 
manner? 6) Can he or she go from one thing to another when 
responding? 7) How well and for how long does he or she 
retain information? 8) Can he or she apply the information 
to a new Set of circumstances? One phenomenon noted by 
some teachers is that an autistic child gives a bizarre re- 
sponse, but a subnormal child gives a slow response. 

In chapter five Furneaux continues to stress the impor- 
tance of the teacher in beginning the educational process for 
the autistic child. The teacher must define objectives and de- 
cide on an approach on the basis of considerations of the 
personality of the child and the extent of the child’s remote- 
ness and must constantly reevaluate methods for ef- 
fectiveness according to the response of the child. The au- 
thor seems to feel that the teacher can often successfully 
“dead from behind’’ and get the child going in a positive di- 
rection by means of close observation and patient attention 
to the child’s individuality. 

In chapter seven, which deals with research and teaching 
of autistic children, no clear methodology is outlined. Ap- 
proaches to teaching include use of psychodynamic tech- 
niques, in which success is difficult to measure, and behavior 
techniques, which are easily measured but are difficult to du- 
plicate outside the prescribed setting. The authors of this 
chapter note the common failure of behavioral techniques 
acquired in one situation. They conclude, however, that 
‘not enough research has been done to enable the decision 
to be made as to which of the available approaches to the 
treatment and education of autistic children—the psycho- 
dynamic approach, behavior modification, or the use of a 
structured environment—-has the most to recommend it.” 

This book gives a good basic understanding of the com- 
plexity of autism and how to differentiate it from other condi- 
tions. It tells succinctly what is being done currently in ther- 
apeutics and in education and what research is being con- 
templated. The authors are careful to document all their 
findings with a great deal of actual clinical material. It is 
worth reading and will make a good basic reference book, 
especially for teachers and for others helping in the care of 
autistic children. 


PETER P. REILLY. M.D. 
Providence, R.I. 


Clinical Aspects of the Rapist, edited by Richard T. Rada, 
M.D. New York, N.Y., Grune & Stratton (Harcourt Brace 
Jovanovich), 1978, 225 pp., $15.50. 


This latest book in the Seminars in Psychiatry series is a 
timely as well as an important contribution to the profession- 
al literature on sexual assault. In the past five years there has 
been a dramatic increase in the number of publications on 


rape with a primary focus on the victim. As Rad: 
interest in the rapist has been confined to media 2 


sensational sex crimes committed rather than any . 
and systematic pursuit of the subject. The wore:: 


ment is credited with raising society’s conscious? 


many factors of the problem. Now that the mer . 
social service, law enforcement, medicine, and j. 
tems are aware of the increased reporting of the . 


issues of prevention and control of rape are 


salient. There is a definite need to understand 1} - 


the offender, and the victim. 

The focus of the book is on the rapist, defines ; 
male who sexually aggresses against an adult ic 
strength of the book is in its multidisciplinary apj 


sues raised regarding the rapist are dealt with fic . 


viewpoints. The stated purpose of the book is top 


der one cover previous knowledge and new devei < 
the biology, psychology, sociology, and treatmert > 


ist. This goal is accomplished. 
The book begins with Rada’s historical survey 
ual psychopathy literature, starting with Krafft-}.l 


publication and continuing with writings from Fr i 


Abraham, Ferenczi, and Stekel. The American hte 
gan with Karpman’s publication concerning a z 
scene letter writing in 1923 and expanded to inz. 


works by Karpman, Gebhard, MacDonald, and ’ ai> 


view of the key concepts in sexual psychopathy —- 
and sadism—includes a discussion of current tre 
psychology as well as psychological conflicts ove 
power, control, and dominance. 


One controversial issue among clinical researc . 


significance of sexuality in the commission of a: 
cautions that we are still in the early phases of - 


techniques to quantify sex drive and desire in rani ! 


ond equally controversial issue is the etiology 


fenses. Various speculations have been offered a : 
cussed: psychoanalytic theory (inordinate castrai: > 
and acute oedipal conflicts caused by childhood ii ~: 
rience), learning theory (first sexual experience s.. 
experience reinforced through masturbation), ege. 
gy (interaction between conscious and unconscict - 


of parents and subsequent attitudes and behav 
children), psychodynamics (hostility toward a1 


ures), and sexual inadequacy (fear of sexual a ` 


women). 

Following the introductory chapter is an Ir 
cussion of biological, psychological. and social fa 
rapist. Rada is judicious to caution the reader no! 


that there is sufficient evidence to favor one p> ` 


over another. This approach is quite refreshin2 
amount of research in this field. 


å ` ‘ (3 
The psychological motivation for rape, accorut: . 


is the desire for power, control, and dominance 


for obtaining this control is the commission of t.2 


fense because sex represents to the rapist the c 
deprive a woman of her personal control. The diff 
factor in rape is the mode by which this control 
(e.g., for some the manner of raping ts sexual. f3 


primarily aggressive, for still others it is prima | 
ating). Rada describes the mode of raping on a. 
from sexual to aggressive with the middle point t.u 


tic. 


An interesting conceptualization by Rada prese i 


a defense against feelings of sexual inadequacy. c. 
needs, and homosexual wishes; rape as a displ. 
hostility onto the victim; and rape as a symptom « 
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na-prostitute complex. Rada also reviews various psycho- 
logical studies relative to early life experience of the rapist, 
intelligence and physical characteristics, dream material, 
sexual adequacy, marital relationships, and alcohol and drug 
use. The psychometric studies on sex offenders have many 
methodological problems. However, the studies are care- 
fully reported and useful as background information, and 
some of the tests may be useful to the psychiatrist preparing 
diagnostic and disposition statements. 

Contributions from sociology to the understanding of rape 
have until recently been derived primarily from criminology, 
a subdivision of sociology. It has been the emergence of the 
newer field of victimology that has prompted sociologists to 
focus attention on the subject. In an excellent chapter, Park 
Elliott Dietz lucidly summarizes the available literature on 
rape and sociological theories (crime as normal, anomie the- 
ory, differential opportunity, the delinquent subculture, role 
theory, and social learning theories). Dietz also reviews in 
detail empirical studies on rape and rapist behavior (vari- 
ables of social status, race, and religion, pornography, tem- 
poral and spatial patterning, relationship between victim and 
offender, group rape, and cross-cultural perspectives). In a 
concluding section to his chapter Dietz introduces a thought- 
provoking area of injury control research that is a developing 
branch of public health. A schema is presented to depict the 
rape countermeasures (offender behavior, victim behavior, 
social and physical environment) designed to reduce the fre- 
quency or severity of injuries (by phases of prerape, rape, 
and postrape). Dietz advises that there be emphasis on social 
control of rape, believing that eradication of rape would re- 
quire radical changes in our class structure, the social and 
spatial mobility of individuals, and the right to privacy. He 
states that rape is ineradicable and believes an important di- 
rection for future research is the reduction of frequency and 
severity of victim trauma. 

There is a chapter on a classification system for rapists 
that Rada has found useful in clinical work and courtroom 
testimony. It focuses on descriptive psychiatric categories of 
the rapist and includes five different types: the psychotic rap- 
ist, the situational stress rapist, the masculine identity con- 
flict rapist, the sadistic rapist, and the sociopathic rapist. 
Drawing from his research and literature review, Rada ad- 
dresses biological aspects of the rapist (genetic neuroana-~ 
tomical, neurophysiological, and psychoendocrinological 
factors) and organic methods used in treatment of the rapist 
(castration, psychosurgery, drugs, and ECT). 

Chapter six, “‘An Integrated Treatment Program for Rap- 
ists,” 1s essential reading for anyone interested in or cur- 
rently treating rapists. This behaviorally oriented treatment 
model, designed and implemented by Abel, Blanchard, and 
Becker, introduces many new approaches in terms of re- 
search ore rapists. The research project draws its sample 
from referrals and nonconvicted offenders, which counters 
the criticism that only convicted offenders are ever studied. 
This chapter helps to synthesize the abundance of material 
from the previous chapters. The clinicians identify five major 
areas of treatment: 1) establishing an empathetic relationship 
with the rapist, 2) confronting him with the fact that he is 
responsible for his rape behavior, 3) heterosocial-hetero- 
sexual skills training, 4) increasing arousal to adult women, 
and 5) decreasing arousal to the urge to rape. Detailed mate- 
rial from research and clinical practice is given for each of 
these areas, and the specific focus ts on the techniques devel- 
oped to reduce deviant sexual arousal (electrical aversion, 
covert sensitization, and chemical and olfactory aversion). 
The methods to develop heterosexual arousal (aversion re- 
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lief, systematic desensitization, social retraining, classical 
conditioning, fading, and masturbatory conditioning) are al- 
so described. Most helpful are the case illustrations of the 
techniques developed. 

The last chapter, on legal issues, is a dramatic departure 
from the style and content of the preceding chapters. Until 
this point, the chapters are clear, concise, and extremely 
well documented. Suddenly in chapter seven, the reader is 
told that one of the roles of the psychiatrist may be to deter- 
mine the veracity of the victim’s character. Attention then 
shifts to the concept of consent and corroborating evidence 
laws (including Wigmore’s 1970 statement that the judge 
should ensure that a qualified physician take a social history 
of the victim and conduct a mental examination). Sadoff 
states that the psychiatrist should render an opinion as to 
whether the victim is fabricating the rape, covering up for 
her sexual conduct, or fantasizing the rape. The title of chap- 
ter seven is ‘‘The Psychiatrist and the Rapist,” but no guide- 
lines are given as to the types of questions or assessment the 
psychiatrist might follow in determining the rapist’s mental 
stats and the impact of his social and sexual history or fan- 
tasy life. If Sadoff wished to address issues relating to rape, 
he might have cited some of the aftermath symptoms that are 
useful in documenting trauma and that, might help in pre- 
paring testimony for either prosecution or défense. To com- 
pensate for this chapter, I would refer readers to Elaine Hil- 
berman’s book (1) for a sensitive and well-documented ac- 
count of victim trauma and legal issues. 

This book is a major source of the current state of knowl- 
edge in regard to men who sexually assault women. Rada 
and associates have written a carefully documented book 
and have made an important beginning in addressing this is- 
sue from a clinical perspective. Because it is not the final 
word, several research questions need to be asked: What are 
the biopsychosocial aspects of sadism? What is the impact 
on children who witness sexual as well as aggressive activi- 
ty? Why is rape the symptom-choice? How early can rape 
behavior begin? When can it be detected and how can it be 
treated? If rape control is to be a pragmatic concept, what 
research can the mental health fields bring to bear on this 
problem? In summary, this book is a basic text containing a 
wealth of information about the complex and multi- 
determined nature of forcible sexual assault. 
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Current Psychiatric Therapies, Vol. 17, 1977, edited by Jules 
H. Masserman, M.D. New York, N.Y., Grune & Stratton, 
1977, 337 pp., $32.50. 


This series has held up well as a result of the energy and 
scholarship of the editor and the wide interests represented 
by the contributors. Volume 17 contains 11 sections cov- 
ering administrative problems, the problems of childhood 
and adolescence, dyadic and group psychotherapies, psy- 
chopharmacology, alcoholism, various psychophysiological 
therapies, institutional problems, and some cultural consid- 
erations. | 

Gibson’s essay on the rights of staff is a refreshing start. 
This chapter is especially reassuring to those of us who have 
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felt impaled on the horns of such therapeutic dilemmas as the 
patient’s rights to have treatment and to refuse treatment. At 
least we have one voice raised in defense of psychiatrists’ 
nights. 

The editor contributes his usual introduction, in which he 
again demonstrates his facility with words and his pre- 
occupation with them. After a whimsical beginning he pro- 
vides a thoughtful and discerning discussion of the diagnos- 
tic and therapeutic problems that complicate our lives, opt- 
ing for a reasonable return to common Sense in both areas. 
Seymour Pollack’s chapter, *‘Psychiatric-Legal Problems of 
Office Practice,” is in this commonsense vein and should be 
required reading for every resident in psychiatry. I was espe- 
cially impressed by Pollack’s insistence that modifying diag- 
noses in order to effect certain social results is a questionable 
practice; the inevitable end-product of this must be a per- 
vading distrust in diagnosis and diagnostician. 

An interesting variant from the usual approach to such 
matters is Leonard Woodcock’s address, ‘‘Psychiatric 
Treatment in Tommorrow’s Health Care System.” Since the 
United Auto Workers (UAW) has been a pioneer in the field 
of obtaining adequate Insurance coverage for mental illness, 
it is fitting that Mr. Woodcock. former president of UAW, be 
chosen to discuss this topic; he does it well. 

The section on childhood and adolescence includes chap- 
ters by Cohen on ‘‘Minimal Brain Dysfunction,” White on 
‘Psychotropic Drugs in Child and Adolescent Psychiatry,” 
and Nadelson and Notman on “‘Treatment of the Pregnant 
Teenager and the Putative Father.” The lattermost is a topic 
that might have had little significance a few years ago, but 
the authors point out that the reported incidence of coitus 
before the age of 15 has risen from 3% for girls in 1953 to 19% 
in 1973, with a concomitant Increase in medical, social, and 
psychiatric problems. 

In the section on dyadic psychotherapies there is less con- 
cern than in previous years with psychodynamics and more 
with the practical aspects of the therapeutic process, the im- 
portance of medical orientation (by Forsythe and associ- 
ates), planned interruptions in psychotherapy (by Mendel), 
and the treatment of the chronic patient (by Mendel and Al- 
len). Sayre provides a cautious and informative review of 
contemporary radical therapies, with a word of warning that 
“pilgrims of self-discovery may find that there is nothing 
substantial to be discovered.” 

The authors of the chapters in the section on family and 
group therapies offer straightforward discussions of group 
therapy of the traumatic neuroses and schizophrenia. The 
inclusion of incest in this section is certainly appropriate in 


view of the far-reaching effects of this problem in the family . 


and even in the surrounding social structure. Speck and 
Rueveni offer a case illustration of their social network inter- 
vention technique; I was impressed by the energy and sales- 
manship involved in achieving the cooperation and atten- 
dance of 60 participants not in the crisis family. 

In the section on psychopharmacology there are papers on 
“Placebos in Psychiatric Therapy,” “‘L-Tryptophan: An 
Effective Hypnotic” (an interesting new possibility), good 
reviews on ‘‘Tricyclic Antidepressants in Outpatient Thera- 
py’ and ““Drugs and Depression: Dosage and Blood Level 
Monitoring,” and an interesting argument for the develop- 
ment of a specialized affective disorder clinic under the title 
“The Lithium Clinice A New Model for the Delivery of Psy- 
chiatric Services.” Subspecialty clinics certainly have prov- 
en to be useful in other fields of medicine; it might be inter- 
esting to see if they could be equally useful in psychiatry. 

The increasing concern over tardive dyskinesia is reflect- 


ed in two chapters, one on its prevention and cr €c: treat- 
ment. The section on alcoholism offers a gooc o. crvigw 
of the problem by Ewing, a description of the 1 20 a cay 
hospital by Savitz and Kolodner, and some no.t- oi disul- 
firam by Rainey. 

In the section on psychophysiological therapi2. a. found 
discussions of such interesting new developmcer ys as auto- 
acupressure and multiple-monitored ECT. The 1'al «hanter 
is a comprehensive review of the history and pt er status 
of psychosurgery. The author of this review isci 2c! ¥ criti- 
cal of the lack of really objective evaluation of tre its anı re- 
sults, pointing out that anecdotal reports of ‘tim ) sve | func- 
tioning’’ and personal happiness are meaning!> ~. ° he re- 
view is SO comprehensive that it is a little surpri nag hai no 
mention was made of Lindstorm’s ultrasonic tee mi: ie. 

The section labeled Institutional is a delight t t prag- 
matic reader. One has a constantly recugring se se of céya 
vu while reading Schwab’s history of the evolutii o apen- 
eral hospital psychiatric unit. We have all lived ‘ft ot: h peri- 
ods when the psychiatrist was seen as ‘“‘unhapo y + ‘ov.ing 
from the medical system” and often having it <u. 2s that 
were ‘‘harmful to the community.” Itis pleasan. >or te that 
after describing the intervening evolutionary pro 2s», he au- 
thor concludes that “‘psychiatric and medical ci . ar. sis. ra- 
tional psychosocial therapy and pharmacotheras ar | afier- 
care planning are the significant features of oui oresram.” 
Treffert’s plea for a sane asylum is both pro.-::ce!:ve ind 
practical, although he admits that the name mi} newe ta be 
changed to be really accepted. Oberleder’s ¿ci :e.: ons for 
hospital staff care of the aging will be supportive : id sassur- 
ing for nurses and others who are distressed |. : e sow 
progress and recurring problems found in this pept wton. 

In the final section, Itil and Reisberg raise sori in resung 
questions about cultural differences in the pr: criition of 
and the patients’ response to psychotropic m «:. on. Q: 
course, part of the difference could stem fron cl’ ral dit- 
ferences in expectations. Easson’s discussion of or. ntavior 
in psychiatric diagnosis and therapy in the Soviet . n on con- 
tains some interesting and perhaps puzzling stt ne ‘ts. Fo: 
example, it is noted that most of the doctors i th: Seavie: 
Union are women, although ‘‘an increasing numl er. ment: 
going into the medical profession.” This is not «a spo ing be 
cause it is also reported that most of the senior e m. ans are 
men, and they make the final decisions. 

The editor and contributors of this volun: ssoulu be 
proud of this useful and informative product. 


C.H. HARDIN Brawn ii. WOD. 
Santa Barbe a “abf. 


Second Thoughts: Selected Papers on Psychos nei ‘sis, b) 
W.R. Bion, D.S.O., B.A. New York, N.Y., Juse i conson 
1977, 166 pp., $10.00. 


Dr. Bion is a renowned British psychoana\ :e Hreiziar 
and theoretician who is teaching and practicing i Lis Aage 
les. Second Thoughts is a collection of papers ta 1v cre pub 
lished between 1950 and 1962 and collected in © the presen 
form with a final chapter of commentary - he secon: 
thoughts of the title. 

Although these papers are mostly concernec ' ith .he psy 
choses, their scope is not limited to this topic. and no psy 
chotherapist can disregard their importance ‘c: In, or he 
work. Particularly is this true when they are r ad ogethe- 
with the commentary. Bion’s skills in clinica: ‘bs rvation. 
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his logic, and his original, illuminating points of view are 
worth the difficulties of confronting his closely packed and 
sometimes idiosyncratic style. 

Bion’s theoretical background ts Kleinian, which will 
create a further intellectual hurdle for some readers, but 
again, one that will repay the effort. I acknowledge that 
much of Kleinian theory is confused and unconvincing for 
me. David Rapaport (1) stated baldly that the so-called theo- 
ry of object relations of this school was an “‘id mythology.” 
Nevertheless, the Kleinians number among themselves an 
astonishingly large group of outstanding clinicians. I have 
long puzzled over this fact and have concluded, tentatively 
and nonpejoratively, that the Klein school probably does not 
mysteriously and ab-initio attract for training great numbers 
of potentially outstanding clinicians; rather, the openness 
and proximity to fantasy of much of their theory permits and 
even assists greatgr access to primary process and to em- 
pathic perceptiveness of the psychic events within the pa- 
tient and between patient and analyst. 

Notable examples of this clinical perceptiveness occur in 
Bion’s papers “‘On Arrogance’ and ‘‘Attacks on Linking.” 
One of the difficulties that psychoanalysis has had in promul- 
gating its views is that, as Bion points out, it deals with expe- 
riences that are not available through the senses. Anxiety, 
for instance, is devoid of shape, size, color, or smell; the fact 
that the anxious patient may flush or sweat does not discredit 
this statement. One comes to understand the basic data of 
the patient, including what is verbalized by him or her and 
conceptualized from his or her associations by the analyst, 
by means of the empathized and cognitive effects that are 
internalized and integrated by the analyst. 

It is largely true that the analyst knows his or her patient 
by means of what the analyst perceives and knows of his or 
her own internal and internalized processes as they operate 
in parallel with those of the patient. To tolerate in this way 
the stresses of the patient, to contain the patient’s split-off 
intolerables and to remain balanced, would seem to be an 
occasion for the patient to feel gratitude. On the contrary, it 
is often the occasion for envy and hatred in the heated re- 
gression of the transference. Many therapeutic endeavors, 
analytic and otherwise, founder on the misunderstanding of 
this fact. 

In ‘On Arrogance” Bion writes of certain patients whose 
analyses demonstrate ‘‘references to curiosity, arrogance 
and stupidity which are so dispersed and separated from 
each other that their relatedness may escape detection” (p. 
86). He recognizes that this points to a past psychic ‘‘disas- 
ter” and to its Imminent repetition in the transference 
through the failure of the analyst to “‘contain’’ and be a re- 
ceptacle for the patient's projective identifications. I cannot 
summarize this further within the limited space of a book 
review; it is a brilliantly evocative and useful paper, deserv- 
ing of clini@al study and testing. 

There will always be individuals who either fail to recog- 
nize that much of human experience is not reducible to phys- 
ical facts or, if they do acknowledge an area of ‘the psy- 
chic,” will deny that it is susceptible to scientific study. In 
recent years there has in addition been an unfortunate ten- 
dency to polarize so-called humanistic and scientific ap- 
proaches to the study and treatment of mental ills. Often, 
such polarization has existed more in the minds of the po- 
lemicists than in the external facts. Bion’s discussions of 
psychoanalytic patient-centered, humanistic treatment may 
help in dispelling the notion that psychoanalysis and hu- 
manism are incompatible. 

Bion reconfirms in these and other writings the psycho- 
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analytic employment of “‘freely hovering attention’’ and 
says much more that is useful about how the analyst works. 
He refers to the sharpening of intuition by means of the ex- 
clusion of ‘‘memory and desire” in the analyst’s operations. 
Curiously and interestingly, he comments in this context on 
how the gap is to be bridged between reading the papers in 
this book and the psychoanalytical experience: ‘‘My sugges- 
tion is that the papers should be read in the same conditions 
as those in which a psycho-analysis should be conducted— 
without memory or desire. And then forgotten. They can be 
re-read; but not remembered’’ (p. 163; his italics). 

This is not an expression of eccentricity; it 1s an operation- 
al statement that is courageous and useful. It also illustrates 
through the difficulties inherent In its execution some of the 
problems in applying the science of psychoanalysis and in 
teaching the finest state of its art. 
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Research on Smoking Behavior. NIDA Research Monograph 
17, edited by Murray E. Jarvik, M.D., Ph.D., Joseph W. 
Cullen, Ph.D., Ellen R. Gritz, Ph.D., Thomas M. Vogt, 
M.D., M.P.H., and Louis Jolyon West, M.D. Rockville, 
Md., National Institute on Drug Abuse, 1977, 377 pp., no 
price listed. 


This book is a compendium of papers presented at a con- 
ference on smoking behavior held in Los Angeles in June 
1977. It upholds the high quality of previous publications in 
the NIDA Research Monograph series. Although there is a 
certain amount of repetition and rather loose organization, 
the editing is generally excellent, and what is repeated is of 
such consequence that it deserves to be reinforced. 

The content is concerned with the fundamental aspects of 
tobacco smoking, which, with alcohol] abuse, can be viewed 
as the most dangerous form of addictive behavior that so- 
ciety must contend with. Interestingly and perhaps signifi- 
cantly, both these substances are legal, easily available, and 
persistently and cunningly advertised (pushed). 

The book is conveniently divided into four sections: 
Epidemiology, Etiology, Consequences, and Treatment. 
Each of these contains papers of extremely high caliber as 
well as useful discussion and session overview chapters. 
Taken together they provide a comprehensive account of the 
distribution and patterns of smoking behavior, biopsychoso- 
cial variables underlying the tobacco use syndrome, to- 
bacco-related diseases, and prevention and treatment issues. 

In spite of the attention given to smoking since Wynder 
and Graham’s 1950 report linking tobacco smoking, espe- 
cially cigarettes, with the induction of bronchiogenic carci- 
noma, there has been a stubborn persistence of the smoking 
habit. Leonard Schuman describes some important trends in 
the patterns of smoking in the United States, showing a grati- 
fying but disappointingly modest decline in recent years. Of 
great concern is the fact that women have shown far less 
prominent declines in cigarette smoking than have men, and 
teenage girls show a continuous increase in smoking behav- 
ior. Also, both males and females are initiating their smoking 
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habit at earlier ages. This does not augur well for the future 
and emphasizes the Sisyphean nature of the task of pre- 
venting this addiction. 

The reasons why people smoke remain unclear, and the 
etiology section serves to highlight the multifactorial nature 
of the dependency, as is the case in other addictive behav- 
iors. Murray Jarvik makes a strong case for the central role 
of nicotine in cigarette smoking, and Dorothy Green reviews 
the factors that have been identified as contributing to ciga- 
rette use. Obviously, there are many of these, found in vary- 
ing combinations in individual smokers, but pleasurable re- 
laxation, stimulation, reduction of negative feelings, craving 
or psychological dependency, and simply habit play major 
roles. The fact that smoking rates are highest among di- 
vorced or separated individuals is a good example of the 
complex interaction between sociological and psychological 
factors in contributing to addictive behavior. Jerome Jaffe 
develops a very persuasive case for viewing dependence on 
tobacco in some individuals as being the same kind of phe- 
nomenon as dependence on other drugs. Tobacco use dis- 
order will be a welcome and justified inclusion in the next 
edition of the American Psychiatric Association’s Diagnos- 
tic and Statistical Manual (DS M-HI). 

The treatment section includes a report by Jerome 
Schwartz on the various techniques used to help people to 
stop smoking and a discussion of the critically important is- 
sue of prevention by Ellen Gritz. As with the other sections 
the authors must be given the highest credit for excellent 
reviews of the current status of these complicated problems. 

This book is a scholarly contribution to the understanding 
of a serious public health problem. It will be of value to a 
broad spectrum of readers. 


Eric W. Fine, M.D. 
Wyncote, Pa. 


Child Effects on Adults, by Richard Q. Bell and Lawrence V. 
Harper. Hillsdale, N.J., Lawrence Erlbaum Associates 
(New York, N.Y., Halsted Press, John Wiley & Sons, dis- 
tributor), 1977, 236 pp., $12.95. 


This book, by two research psychologists (with a single 
additional contribution by a historian, Valerie French), is a 
collection of essays united by the theme that research and 
theory in developmental psychology has overemphasized a 
unidirectional model of interaction in which children’s be- 
havior is determined by the activities of the parents. The au- 
thors believe that this misguided emphasis has resulted in a 
failure to appreciate all the ways in which the behavior of 
adults is shaped by the activities of their children. The au- 
thors set about to overcome this error by a systematic re- 
view and reinterpretation of the literature in human and ani- 
mal developmental psychology. Their method is to single out 
the child’s effects on the parent or teacher in these studies. 
The goal is evidently to convince the reader of a model of 
developmental psychology based on constantly advancing 
reciprocal interactions between child and adult. 

The book appears to be intended for the academic psy- 
chologist rather than the pediatric or mental health clinician. 
To judge from the labored and polemical style in which the 
authors express themselves, they apparently believe their 
thesis will face formidable opposition. However, the child 
psychiatrist or developmentally oriented clinician will find 
the constant repetition irritating and unnecessary. For the 
clinician, the concept of a finely tuned, constantly advancing 
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reciprocal pattern of interaction between parent a d cad in 
which parents as well as their offspring develop a d «anze 
is hardly novel. Clinical research in this area anc its apali- 
cation to clinical work with children and their “e-ari-s has 
undergone great advances in the past decade ort o. 

The individual essays vary widely in quality. Th. frst two 
chapters, devoted to enumerating attitudes towar c} ddren 
in Western history from ancient civilization to mes ‘rr imes, 
seem simplistic and irrelevant. This is unfortun:t: be cause 
several later chapters are well worth reading. 

Chapters four, five, and six by Richard Bell ar: i rucu- 
lar interest. I recommend them to any student ¢ ¢ aletan 
working with children. Chapter four begins wit? a toncise 
review of the major studies of socialization. Bel) whe pro- 
poses a general explanatory model of mutual cc uri s. 9y 
which mothers and infants regulate the upper and ‘ow rpn- 
its of their interactive behavior. This moflel tac: . 1 0. c- 
count the significance of congenital differences b vee 1 call- 
dren and the effect of environment and social s.1 ss om ine 
responsiveness of the mother to the child. 

Chapter five is a lucid presentation of research str. tepes 
in the field and their various advantages and dis} ver .ages. 
It should be read by all who are interested in chil cuvelop- 
mental research. In chapter six, Bell presents Di- ov n Por- 
mulation of the important developmental issues 1 .ie2 first 
year of life. He delineates four principal lines © di velop- 
ment: 1) from activity to reactivity, 2) from prefoi ec gan- 
ization to malleability, 3) from stimulus reduction osp nutilus 
seeking, and 4) proximal-distal shift. These lines © “cv vei. p- 
ment occur within the matrix of three principa vs. ms of 
mother/infant interaction: the behavioral interac ns stem. 
the caregiving interaction, and the social interi ici. Tous 
developmental scheme is integrated with the res arc. find- 
ings of Emde and associates’ Emotional Express c in ‘nfen- 
cy (1). I found Bells formulations here reminiscer in’ one to 
Anna Freud’s concept of developmental lines <i! hough 
more behaviorally oriented. 

Chapters seven through eleven are by Harpo: T°. 2y are 
offered as supportive data to the major formula as of Sell 
and are useful principally because they pull u xxi er re- 
search findings from both animal and human stuci s17 acon- 
cise and readable fashion. 

In summary, this book contains a few chapter, >y ~:churd 
Bell that are pearls and deserve wide attention. £ ~e vhale. 
however, itis curiously ungainly and overpolem:c:. is fur- 
ther marred by two clumsy, unnecessary Introd: © , chap- 
ters of historical review that are likely to diss id. miny 
readers from continuing before reaching the ‘ral sub- 
stantive parts of the book. 
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Dying and Death: A Clinical Guide for Caregiver co tec by 
David Barton, M.D. Baltimore, Md., Williams & Yilkins 
Co., 1977, 238 pp., $14.95 (paper). 


We see in our society unmistakable signs of . ccanging 
attitude toward death and dying. Widespread oeta cov- 
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erage of the topic and extensive course offerings at all levels 
bespeak a renewed interest in the subject and call our atten- 
tion to the greater frankness with which matters relating to 
death are being discussed. Within the medical sphere these 
changes are perhaps most evident. In addition to a bur- 
geoning literature there are signs of more open communica- 
tion between dying patients and their physicians. The grow- 
ing application of the hospice concept with its special pro- 
grams for dying persons is an expression of this new attitude. 

Yet, almost inevitably, a counter reaction has begun to 
appear. Some feel that little is being written about thanatol- 
ogy that is new or of substance. Others react negatively to 
the sentimental appeal or expression of romanticism of some 
writers and lecturers. A few physicians and nurses bristle at 
the urging of thanatologists to leave traditional roles in order 
to meet the needs of dying persons. Important shifts in atti- 
tude have occurréd, but they are in danger of being under- 
mined. One hopes that the passage of time will bring re- 
search efforts that support or refute present notions and in- 
crease the scientific respectability of the field. 

In this climate new books continue to appear on the care 
of dying patients. Dying and Death is intended for all who 
have contact with such patients and will serve them well. 
The first half, written by Dr. Barton, covers the subject sys- 
tematically. The second half includes chapters by different 
authors approaching it from a number of perspectives. Dis- 
cussions by dying patients, an ethicist, a physician, and a 
clergyman refiect both personal experience and thoughtful 
consideration of the subject. Although somewhat obscure at 
points, Dr. Barton’s writing also shows the influence of ex- 
perience in dealing with individuals in the crisis of dying. He 
provides an in-depth review of major concepts and, despite 
little new material, an excellent statement of current thinking. 


RuSSELL Noyes, M.D. 
lowa City, lowa 


Biological Bases of Psychiatric Disorders, edited by Alan Fra- 
zer, Ph.D., and Andrew Winokur, M.D., Ph.D. New York, 
N.Y., SP Books (Spectrum Publications), 1977, 262 pp., 
$15.00. 


Recent developments in our understanding of the biologi- 
cal bases of mental illness have been primarily in the corre- 
lates of the functional psychoses. It has been suggested that 
schizophrenic patients have raised serum creatine phos- 
phokinase, raised autoimmunity, lowered platelet mono- 
amine oxidase, raised histamine tolerance, raised CNS dopa- 
mine, and tncreased transmethylation. In the affective psy- 
choses, biological theories include abnormal levels of 
biogenic agnines, biogenic amine biosynthesis blocking stud- 
les, administration of monoamine precursors, and neu- 
roendocrine changes. In addition, the drugs used to treat 
these illnesses have also been examined for what light they 
can shed on the biological correlates of mental illness. It has 
been suggested that phenothiazines block dopamine, that tri- 
cyclic antidepressants block the reuptake of noradrenaline, 
and that lithium impairs central catecholamine transmission. 
The benzodiazepines were also theorized to decrease the 
turnover of both norepinephrine and serotonin and to be re- 
lated to the y-aminobutyric acid (GABA) functions. 

Although the genetics of alcoholism have been explored in 
the psychiatric literature, other biological correlates of prop- 
ensities to alcoholism have usually been published else- 
where. Some workers have suggested that alcoholics have a 
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lowered production of adversive acetaldehyde. Other inves- 
tigators theorize an opiate-like substance as a metabolite of 
alcohol. 

The editors of Biological Bases of Psychiatric Disorders 
are to be congratulated on their ability to maintain their cen- 
tral theme in many of the contributed chapters in this book. 
The findings listed above are discussed in brief, and frequent 
reference is made to literature sources. These theories and 
the experimental work related to them are exciting develop- 
ments for psychiatrists interested in biological theories of 
etiology of various mental illnesses. Most of the chapters are 
appropriately restrained in their exposition of etiological 
relationships. The title of the book is perhaps less restrained 
than these chapters. 

Of particular interest are the chapters on “*Biological The- 
ories of Schizophrenia” by Lipinski and Matthysse, ‘‘Bio- 
logical Aspects of Mania and Depresston’’ by Alan Frazer, 
“Alcoholism” by James Stinnett, and ‘“Therapeutic and 
Pharmacological Aspects of Psychotropic Drugs” by Frazer 
and Winokur. Lipinski and Matthysse cite their more exten- 
sive chapter in the 1975 Annual Review of Medicine (1), but 
they do not emphasize this excellent reference to the extent 
that it deserves. This book is armed at the introductory neu- 
roscientist. It is more current and informative than many 
books with this aim. 
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The Placebo Effect in Healing, by Michael Jospe. Lexington, 
Mass., Lexington Books (D.C. Heath and Co.), 1978, 162 
pp., $15.95. 


Long before Beecher (1) wrote about ‘‘the powerful pla- 
cebo,” healers had an awareness that not all patient re- 
sponse could be attributed to the direct actions of any partic- 
ular potion, pill, or procedure. Indeed, the origin of the word 
‘“‘placebo,’’ which means “‘I will please,” indicates knowl- 
edge that a pleased patient may sometimes be equated with a 
responsive and recovering patient. For behavioral scientists 
the mechanism of placebo response remains a research chal- 
lenge demanding theories that can be tested. Michael Jospe 
is a psychologist who has carefully reviewed the placebo lit- 
erature and now presents an excellent and up-to-date over- 
view that should be of value to all who are interested in the 
topic. 

After offering a historical perspective, the author reviews 
laboratory experiments before proceeding to clinical situa- 
tions. Of special interest are sections on the placebo effect in 
psychiatry and psychotherapy. A good deal is known about 
personality and habits of placebo reactors. For example, 
they are often churchgoers who depend on others and trust 
in the ability of others to help them. , 

An excellent chapter on methodological problems in pla- 
cebo research leads to a final section in which the author 
draws a comparison between placebo response and Schach- 
ter’s theory of emotion, which states, ‘“When people are ina 
state of arousal, they may experience very disparate emo- 
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tional states or no emotional states at all, depending on the 
concurrent cognitions” (2). Jospe suggests that, according to 
such a view, the placebo effect can be interpreted as having 
three components: physiological arousal, emotionally rele- 
vant cognitive or situational factors, and a perceived causal 
link between these factors. 

He concludes with a review of recent work in attribution 
research that has become an important part of social psy- 
chology. Jospe believes that further understanding of the 
placebo can come from conceiving factors in relation to attri- 
bution, from which a network of testable hypotheses could 
be produced. 

Much work remains to be done in this area, but the present 
volume is a valuable contribution and I hope that the author 
will publish updating editions from time to time as knowl- 
edge advances. 
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JOHN A. EWING, M.D. 
Chapel Hill, N.C. 


The Annual of Psychoanalysis, Vol. V, edited by the Chicago 
Institute for Psychoanalysis. New York, N.Y., International 
Universities Press, 1977, 436 pp., $17.50. 


This is the fifth volume of what might be called the For- 
tune magazine of psychoanalysis. It maintains its usual high 
caliber of articles. In the first section, Psychoanalytic His- 
tory, George Pollock’s very interesting ‘“The Chicago Insti- 
tute for Psychoanalysis from 1932 to the Present” includes 
the mention of the leading analysts of that day and of both 
the Berlin and Viennese Institutes. W.W. Meissner’s ‘‘The 
Wolf Man and the Paranoid Process”’ is a carefully detailed 
analysis but so technically written as to be easily read only 
by those analysts versed in metapsychological thought proc- 
esses. For example, Meissner states, 


One stratum of the introjective organization thus de- 
rived can be described in terms of the correlative pairing 
of victim-introject and aggressor-introject. Both of these 
elements could be identified in the father’s introjective 
organization, but were undoubtedly made more com- 
plex and complemented by the integration of in- 
trojective components derived from the Wolf Man’s 
mother. 


In section two, Clinical Theory, Sklansky summarizes his 
“The Alchemy of Love” as follows: ‘‘The two major forms 
of libidinal experience, erotic and narcissistic, are confluent 
and synergistic throughout development, and are transmuted 
from coarse separate strands into the finer coalescence of 
young adult love.” Arnold Goldberg’s ‘Some Counter- 
transference Phenomena in the Analysis of Perversions” 
stresses narcissistic elements, and Ira Miller’s ‘‘On Sad- 
ness” continues this occupation with narcissistic elements. 
Pollock summarizes succinctly the history of Alexander’s 
psychosomatic specificity concept as it developed from 
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specificity of a disease to specificity of a human ke 1g selma 
Fraiberg brings to psychoanalytic studies of ex: dzvelcp- 
ment rich observations on children with congenii. | snsery 
and motor defects, supplemented by Freedman’s © Str lies in 
Sensory Deprivation’’ in children. Donald Silver Snes that 
contact lenses have unconscious significance fo~ -ep: ration 
and defloration and many of the anxieties of the «dc! scent 
female. 

In section three, Developmental Psychology. E .s.>’s ex- 
cellent and clearly written ““‘Developmental Psy.:i olo, y and 
Explanatory Theory in Psychoanalysis’ shows +o, Freu- 
dian and Piagetian psychologies complement 2 ck other, 
thus advancing the unification of psychology. 

Section four, Clinical Psychoanalysis, opens a h:n ilu- 
minating ‘‘Preliminary Report of a Case of Cor uz: meted 
Mother-Son Incest” by M. Margolis. It is fe osod by 
“Comments on the General Functioningeof the an. ysi in 
the Psychoanalytic Situation’? by Lichtenberg € d ‘lap. a 
timely discussion of the suggestion that the ana st de hu- 
mane and natural instead of a blank screen. 

Section five is composed of Gedo’s ‘‘Essay ¢ 1 i ycho- 
analytic Education.” Gedo looks beyond mere c an -tat.ve 
improvements in the existing psychoanalytic ‘1 tiu tes to 
transforming them into mini-universities where ine resed 
participants at all levels of experience can join fd co ‘ective 
learning. 

Section six, Psychoanalysis and Psychother: p: . consists 
of Paul and Anna Ornstein’s reflections and predi tocs COn 
the Continuing Evolution of Psychoanalytic Pet ehothsra- 
py, with an excellent discussion by Zaleznik : ad chwa- 
ber. This article falsely sees psychoanalyticc! o ienied 
psychotherapy as not recognizing the process niuisre of psy- 
chotherapy, thereby being technique-oriented w:t ‘out guide- 
lines for its intervention, but the authors are try) zt, devel- 
op a systematic theory of the psychoanalytic tlhe ap! `s, 

In section seven, A Tribute, it is good to see * te) -ctions 
on the Occasion of Jean Piaget’s Eightieth Brr.ade .° by 
Heinz Kohut because it is a step in the unificaticr of tre best 
in all the psychologies. 

Section eight, Application, contains Weisb! tt. “Phe 
Creativity of Sylvia Plath’s Ariel Period: Toward ne ns and 
Meanings.” The author sees as most importan. “toe uki- 
mately failing attempt at mastery of the regressiv <y t >sonat- 
ed traumatic state.” W.W. Meissner follows wi 23 ° \ Case 
in Point,” which illustrates the ‘‘paranoid prec.ss’ in the 
case of Golyadkin, hero of Dostoevsky’s The D:-thi.. 

Happily, this year the quotations and case ma 2r:/ are in 
normal-sized rather than overly small print. This avs ids the 
previously irritating interruptions of the reader ¢ zoi zentra- 
tion and adds to the enjoyment of this varied fa :. 


LEON J. Sa 1. A.P, 
Philadel “hie Pa. 


That Which Is: An Inquiry Into the Nature of Erc gv. Et rics. 
and Mental Health, by John O. Beahrs, M.D. Pal ` Aio, Cal- 
if., Science and Behavior Books, 1977, 260 pp., s/f 95, 


In the complexities and pressures of twentiet1 :en ury liv- 
ing, while mankind is attempting to deal with a iez :nology 
that threatens to overwhelm us all, the philoso] ca: anc re- 
ligious concepts of past centuries are less satisfy: :g to many 
Ours is an age of skepticism on the one hand and a reed for: 
philosophical home base that stands up unce: tne pene 
trating scrutiny of today’s scientific knowledge o` the otner. 
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The author, a young psychiatrist who practices in the 
northwest, addresses this problem in That Which Is. He be- 
lieves that the philosophical answers he has formulated have 
practical applications for coping with much of the emotional 
and mental malaise seen by today’s practicing psychiatrist. 

Beahrs points to the philosophical dualism postulated by 
Descartes as the basic problem in reconciling dogmatic 
Western religious philosophy with scientific thinking. The 
error lies in viewing the material and spiritual aspects of ex- 
istence as separate entities. Beahrs describes the thinking of 
Descartes as ontological dualism: ‘‘a belief in the existence 
of two entirely separate but equally real substances: ‘Maten- 
al,’ constituting the material universe and our bodies, and 
‘Spiritual,’ constituting God and our minds.” The Christian 
church, according to Beahrs, is the bastion of ontological 
dualism in that it holds to the concept that God and man’s 
spiritual nature awe separate and apart from the material 
world—from the clay from which man was fashioned. 

Beahrs declares philosophical war on religions based on 
ontological dualism. He terms these ‘‘religions of fantasy.” 
In his quest for the true nature of reality, he prefers to turn to 
the monistic philosophy of Benedict de Spinoza and to bring 
up to date that seventeenth-century philosopher’s pant- 
heistic concepts in the light of modern physics and psycholo- 
gy. This book is dedicated to Spinoza. 

The book is composed of four essays. The first discusses 
the irreconcilable contradictions of ontological dualism 
(viewing God, mind, thought, and moral concepts as spiritu- 
al and viewing objective reality as material). Through logic 
and theories of modern physics, the author presents his view 
of the true nature of existence, the basic principle of which is 
that all that has been experienced by human beings through- 
out history (physical matter, energy, life, feelings, intellect, 
divinity, and whatever else) is constituted of the same 
“stuff” or ‘‘substance’’ that is eternal, unbounded, and un- 
changeable in its basic nature. This substance is not ‘‘crude, 
inert, lifeless matter” as commonly conceived but is identi- 
cal to pure energy as the term is used in physics. 

Beahrs offers convincing scientific arguments that the mo- 
lecular structures of all things in the universe have an ultimate 
common denominator—energy. Higher forms of life and 
brain function are simply more complex organizations of this 
omnipresent essence, Then, in a series of brilliantly ex- 
pounded propositions, he makes a philosophical extension of 
his concept of energy essence to argue that energy is spiritu- 
al in the final analysis and that ‘“‘spirituality is the essence of 
energy as it exists independently of an external observer.” 
He terms his theory of energy “‘spiritual monism,’’ summing 
it up by declaring, ‘‘AII existence is constituted by one 
‘stuff —energy—whose true essence is spiritual. It is re- 
garded as ‘material’ only when viewed by an external ob- 
server.” ° 

The author proposes an interesting division of the pola- 
rities of consciousness, terming the conscious, reasoning 
level *‘Self 1," which is related to the left hemisphere of the 
brain, and the unconscious level “Self 2, related to the 
right hemisphere of the brain. Self 1 is the executive; it is 
voluntary, gives commands, and is linguistic, denotative, 
and digital. Self 2 is involuntary, spontaneous, symbolic, and 
analogic. Self 1 represents advanced or higher development. 
Self 2 represents primitive or lower development. 

The author then goes a step farther and suggests a Self 3, a 
more primitive and basic level of human brain function, even 
more primitive than the Freudian Id. In a theological sense, 
this deep lower level of being is the system’s support and 
power base, a level of biological function and a link with God 
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and reality. Prayer, in the author's view, ts perhaps a form of 
self-hypnosis that has a real and scientific application. In 
praying, one voluntarily surrenders his or her primary Self 1, 
surrenders himself or herself to “‘God’s will, and thus 
reaches the deeper levels of his or her personality: ‘‘What ts 
our link with God, with ultimate reality—That Which is—but 
the very deepest, most basic roots of our personality, first 
Self 2, then Self 3.” This idea is not entirely unlike the 
thought of William James (1), who suggested that if man ex- 
periences God, it may be through subconscious levels of the 
mind, 

In his personal preface to the book Beahrs recalls his own 
early adjustment difficulties in reconciling himself to the 
dualism of dogmatic religions. This personal factor no doubt 
strongly influenced both the writing and the direction of this 
book. 
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Review of Inhalants: Euphoria to Dysfunction. NIDA Re- 
search Monograph 15, edited by Charles Win. Sharp, Ph.D., 
and Mary Lee Brehm, Ph.D. Rockville, Md., National Insti- 
tute on Drug Abuse, 1977, 345 pp., no price listed (paper). 


This monograph on inhalants and inhalant abuse, the out- 
growth of a NIDA-sponsored conference held in June 1977, 
aims at providing ‘‘a thorough review of the literature and 
critical assessment of the state of our knowledge . . . and an 
important post-1970 selected bibliography on the topic.” Its 
chapters outline the epidemiology of inhalants, psychologi- 
cal factors predisposing to use, mental status and personality 
studies of users, medical and neurological evaluation of in- 
halant abusers, and preclinical pharmacological, tox- 
icological, and behavioral studies. In addition to the bibliog- 
raphy noted above, each of the chapters has its own ex- 
cellent list of references, Although an excellent summary of 
current knowledge, the monograph highlights our lack of un- 
derstanding. Unfortunately, it serves more to outline our 
confusion and to uncover poor methodology and ignorance 
than to illuminate. 

The phenomenon of glue-sniffing commonly involves an 
unknown number of individuals from unknown populations 
who inhale a wide variety of volatile substances, often in 
unknown combinations. Exposure may in time (in some 
known cases, does) produce a series of undefined or ill-de- 
fined toxicities in addition to the subjective experience de- 
fined by the user as a high. The substances known to be used 
in this way, singly or in commercially available combinations 
(often with changing formulas), include aliphatic and aromat- 
ic hydrocarbons, halgenated hydrocarbons, freons, aliphatic 
nitrites, ketones, esters, alcohols, glycols, ethers, and gases. 
Many of these are easily available, conveniently packaged, 
and cheap (e.g., varnish, gasoline, and nail polish remover). 
Perhaps for these reasons such agents are often the first non- 
medically used psychoactive agents, sometimes antedating 
alcohol and tobacco use. They appear to be used early and 
may serve as an introduction to other drug use. Usage is 
reported to decrease with age. 

The youth of the prototype user, who is usually pre- 
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adolescent or in early adolescence, combined with possible el in this book. Its major purpose is to give an € e’ ies of 


Subtle neurological deficits, may result in markedly dysfunc- the complexity of theory and practice that has-i--c! peu in 
tional adults. The search for obliteration of reality in place of the last decade and to be used as a textbook in” t: ching. 
adaptation often precludes maturation. Unfortunately, the It succeeds very well in these purposes. Howey: Ian ‘ind 


data available do not permit firm conclusions. Despite this, a no outcome data in this book other than case ca eci on» by 
variety of controls have been suggested and in some areas an individual therapist and anecdotes, and the is 0 -ys- 
instituted. These recommendations include the addition of tematic attempt to evaluate the effectiveness oi” ^o found 
noxious or unpleasant agents to substances of possible abuse many therapeutic strategies that make good sen» fF. weer. 
and/or forbidding their sale to minors. The first may merely This is a stimulating book of ideas for the psyc? ihi carcst. 
add to toxicity or drive users to more questionable com- 


pounds, and the second is unrealistic when one considers the REFERENCE 

number of preparations. thetr wide distribution, and their 

many uses in the home and commercially. l. Berne E: Games People Play: The Psychology oi. ar’ a Maa- 
Remedies should be applied only when it is clear that there tionships. New York, Grove Press, 1964 

is a Significant problem and when It is clear that the remedy 

is less dangerous than the disease. It is important that we not Ross F. GRU i. UE. 
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contribute to the harm people do to themselves. We need 
careful study, clinical as well as preclinical, behavioral as 
well as biological, to uncover the complex motivations of 
users and the physiology and pathophysiology of use. In- Beyond the Male Myth: What Women Want te * co” About 
telligent intervention can only follow understanding. This Men’s Sexuality. A Nationwide Survey, by Anti D ctro- 


volume clearly states the problem as well as charting the pinto, M.D., and Jacqueline Simenauer. New "or. NUY., 


needed courses. Times Books, 1978, 417 pp., $12.50. 
WILLIAM A. Frosch. M.D. Not since the 1948 Kinsey report has there | en sugn u 
New York, N.Y. revealing look at the sexual and emotional pie ir: ce o. 
today’s American male. Beyond the Male Myth © na troad- 
ing for women of all ages who are concerned abot i  roela- 
Transactional Analysis After Eric Berne: Teachings and Prac- tionships with men. The authors, one a psychiz.t {o ne ihe 


tices of Three TA Schools, edited by Graham Barnes. New other a psychiatric editor and writer, asked 5 moi vhai 
York, N.Y., Harper’s College Press (Harper & Row), 1977, they wanted to know about men because then seua: re- 


531 pp., $15.95. sponse is affected by the many myths and changi g $ titudes 
about male sexuality. 

The psychotherapeutic strategies known as transactional The statistics come out of a random sample 9 T. èar 
analysis (TA) began about 1955 when Eric Berne introduced 4,000 men carefully controlled for age. educi. icone. 
the concepts of Parent, Adult. and Child ego states and en- occupation, race, and marital status. Age. rage 2c: cat on. 
larged on these ideas with transactions and games theories and occupation were found to produce suo «t al due 
that were related to the communications theories of cy- ferences in the findings. For example, 70% of ic asc usde: 


bernetics (1). Both TA and Gestalt therapy, which overlap in age 40 said they would cheat on their women. cci wit 2d ssh 
theory and in practitioners, have roots in group therapy and 36% of the men over 55 years old. Of the yorceci group. 
often emphasize rapid change in symptomatic behavior. The 31% said they liked oral sex best compared wits: if of men 


International Transactional Analysis Association now has al- over 40. Thirty percent or the high school gradua ‘ss. spe. tec 
most [0,000 members in 35 countries, according to the pref- that sex was their greatest pleasure, but 17% of he cortege 
ace of this book. graduates reported this attitude. The biggest di. ‘e. ncy or 


Transactional Analysis After Eric Berne is a collection of the basis of race came with attitudes relating tc ahe overal: 
22 articles by leading TA practitioners and theorists. It is a importance of sex: 64% of the white responden > im 4177 o 


very good sampling of the TA universe, showing how the the black respondents reported that sex was “r to? emos 
concepts of the ‘‘classical school’ (Parent, Adult, and Child but a very important pleasure.” Sixty-five perez! © he co: 
life scripts) differ in emphasis from those of the ‘‘redecision lege graduates reported that sex was very Imi wf . com: 
school” (Robert and Mary Goulding’s role playing and rede- pared with 48% of those with less than a high+c oo ecuce 
ciding of self-defeating rules Jearned in childhood) and from tion. The choice of marriage with outside sù a icivit 
those of the ‘‘cathexis school’ (Jacqui Schiff s Ferenczi-like climbed steadily in popularity with earning nò er 12’ o 
treatment, the reparenting of schizophrenic patients tn a resi- the men earning less than $10,000 would choose n+ op:on 
dential setting). compared with 27% of those earning $27,000 vı ors, 
Therapists usually begin by teaching TA concepts to pa- greater percent of professional men would cho se his op 
tients (chapter 22, ‘‘What Transactional Analysts Want tion. 
Their Clients to Know™ by Woollams, Brown, and Huge). The authors’ survey also destroys a number 9 m: hs Fo 
The terminology of TA is apparently chosen to be meaning- example, 87% of the married men reported tha’ oe stil: be 
ful to patients (e.g., “games,” ‘rackets’ and ‘‘racketeer- lieved that marriage was their best option: 25 1e 3 ne: 
ing,” “sleepy, scary, and spunky forces,” and ‘“‘strokes’’), expressed positive views about women’s liberat on, nen re 
Robert Goulding describes rapid treatment of phobias. Rob- ported that they were not preoccupied with vat afc: seua 
ert Drye describes “The Best of Two Worlds: A Psycho- partners; 4 out of 5 men said they made a concer cc Forti 
analyst Looks at TA.” delay orgasm; and 98% said they felt that it vi .1> poitan 
A number of the leaders in TA are psychiatnsts and psy- for a woman to have an orgasm and that love. ‘on pasion 
choanalysts, but there is little emphasis on precise diagnosis ship, and home life were more important than + -A 
and few significant elements of an empirical or medical mod- By comparing studies done by Kinsey. riut. garlar 
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Hite, and the Rubins, the authors note the changing attitudes 
of men toward women and their own sexuality. They de- 
scribe such notables as Cleopatra, Hera, Don Juan, Farah 
Fawcett-Majors, Lucille Ball, and Mary Magdalene; such 
movies as A Clockwork Orange, Catch-22, and Divorce, Ital- 
ian Style; and such plays as Hair and The Divine Comedy to 
break up the collage of figures that may otherwise confuse 
the reader. Pietropinto’s interpretations, opinions, and case 
histories add a reflective touch that stimulates the reader’s 
own thoughts. 

On completion of this book, I find I have three main ques- 
tions. Why is it that women complain of male insensitivity in 
the light of the fact that men see themselves as being highly 
sensitive? If marriage is the most desired option of men, why 
do they jeopardize it by being unfaithful? Finally, what ts it 
about the nature of the marital relationship that it is so 
abused yet so sought after by men and women? 


MARY ANN BartTusis, M.D. 
Morrisville, Pa. 


Clinical and' Experimental Hypnosis in Medicine, Dentistry, 
and Psychology, 2nd ed., by William S. Kroger, M.D. Phila- 
_delphia, Pa., J.B. Lippincott Co., 1977, 391 pp., $21.00. 


The author has written a big book in which he attempts to 
cover the enormous field of clinical and experimental hypno- 
sis In medicine, dentistry, and psychology. He is too am- 
bitious in this venture. However, there are a few advantages 
for the reader. 

The volume opens with basic themes that appear in most 
volumes on this subject. There are chapters covering the his- 
tory of hypnosis, hypnotic phenomena, suggestion and sug- 
gestibility, ‘theories, induction procedures, and mis- 
conceptions about hypnosis. There are data also on autohyp- 
nosis, group hypnosis, precautions and dangers, and 
dehypnotization. The author deals with additional subjects, 
not all of which are to be found in other books on hypnosis. 
He discusses antisocial aspects of hypnosis, legal and ethical 
issues, including criminal investigation, and religious con- 
cerns. He has material on magic and faith healing, placebo 
effects, biofeedback, meditation, semantics, learning theory, 
and behavior modification. 

He then moves on to a vast territory, as a result of which 
one legitimately wonders how much ground an author is ina 
position to manage with his own measure of experience. 
Kroger deals with neurophysiological and psycho- 
physiological mechanisms and presents material from an ar- 
ray of medical specialties and subspecialties. These encom- 
pass internal medicine, surgery and anesthesiology, obstet- 
rics, gynecSlogy, dermatology, physical rehabilitation, 
ophthalmology, otolaryngology and rhinology, genito-uri- 
nary problems, oncology, pediatrics, orthopedics, and den- 
tistry (this contribution was prepared by a dentist colleague). 
He focuses, in addition, on acupuncture and a variety of mis- 
cellaneous problems and offers a comparative evaluation and 
criticism of hypnotherapy and psychoanalysis. 

It was possible during the nineteenth century for one de- 
termined individual to be concerned with and to attempt to 
write about the entire field of medical and scientific hypno- 
sis. There are several well-known classics of such literature. 
Both authors could stil attempt this in the early decades of 
the twentieth century. Because of advances in medical spe- 
cialization and growth of the field of psychology, however, 
no one person in the last few decades could possibly master 
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all of these areas. It is for this reason that books have been 
written by several authors and edited with specialists in vart- 
ous areas contributing chapters based on their personal ex- 
perience and knowledge. 

However, Kroger’s book can be helpful, especially to nov- 
ices involved in clinical and experimental hypnosis who wish 
to search for some preliminary information in the areas of 
concern to them. They are in a position to seek out refer- 
ences supplied at the end of chapters for guidance toward 
additional reading in the works, books, and articles by inves- 
tigators writing about their personal experience. In this 
book, some investigators are referred to by name as well as 
reference number in the text. There are numerous instances 
in which only reference numbers are supplied so that the 
reader does not know immediately which contributors are 
responsible for statements of fact, allegations, or opinions 
referred to in the text itself; tt 1s necessary to turn to the 
reference list at the end of the appropriate chapter for such 
information. Consistent with this observation, one notes that 
the book has a subject index but not an author index. 

Despite the shortcomings mentioned, the merits of the 
book permit recommending it to readers as an initial refer- 
ence for preliminary information and as a guide to other writ- 
ings for data based on direct experience of specialists in the 
many areas of clinical and experimental hypnosis. 


JEROME M. SCHNECK, M.D. 
New York, N.Y. 


Should the Children Know? Encounters with Death in the 
Lives of Children, by Marguerita Rudolph. New York, N.Y., 
Schocken Books, 1978, 110 pp., $8.99. 


Unfortunately, the title of this book promises more than 
can be found in its text. Initially I had a fantasy of reading an 
exhaustive clinical disquisition on the multifaceted aspects 
of death as it relates to children. I was unprepared, although 
not necessarily disappointed. to read a more limited, person- 
alized, and anecdotal presentation on the subject. 

The author provides ‘‘case’’ material gathered from her 
work as a teacher and director of preschool and day-care 
programs and from her personal experiences as a mother and 
grandmother. She displays the wisdom and sensitivity of a 
knowledgeable paraprofessional and offers some perceptive 
and absorbing glimpses of the older preschool child’s reac- 
tions to the death of a classmate, a pet animal, or an aged 
great-grandmother. The children she describes are en- 
meshed in what Fraiberg (1) called the magic years. This is 
the time when fantasy, dreams, enchantment, and curiosity 
blend with and complement the dawning of an intellectual 
discrimination between magical thought and real experience. 
Thus, for the child, death is both a separation from a loved 
one and a nonpermanent but real state like sleep. This is re- 
flected in the children’s questions, which the author uses as 
chapter titles: ““‘Does the World Stop? Who Deaded Him?” 
and ‘Can You Still Have a Birthday When You Die?” 

There is an answer to the book’s provocative title, Should 
the Children Know? By the process of psychologically work- 
ing through the untimely death of a preschooler named Ra- 
chel, Ms. Rudulph answers affirmatively. She believes a 
child has the right to feel the sadness ‘and grief inherent in 
working through feelings about death without the inter- 
ference of a “‘protecting’’ adult who would say, “‘Tell them 
Rachel moved.” 

Aside from implying that Dr. Elisabeth Ktibler-Ross is a 
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psychologist and that ‘‘in the Jewish tradition, children are 
famed for dead relatives” (this is customary among Ash- 
kenazim, but Sephardic Jews often share a child’s name with 
that of a living relative [2]), this book is sensibly written, 
geared primarily for the lay reader or teacher, and includes a 
useful annotated bibliography for additional exploration of 
subjects relating to death-education for children. 
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The Meaning of Anxiety, revised ed., by Rollo May. New 
York, N.Y., W.W. Norton & Co., 1977, 425 pp., $12.95. 


Dr. May is a training and supervising analyst at the Wil- 
liam Alanson White Institute. He wrote the first version of 
this book in 1950. In this revised edition, he adds two new 
chapters on the management of anxiety. 

The general aim of this work is to summarize the various 
theories of anxiety, which Dr. May describes as ‘‘a per- 
vasive and profound phenomenon of the time we live in,” 
appropriately called by Auden the Age of Anxiety. The inter- 
pretations of Spinoza, Pascal, Kierkegaard, Freud, Rank, 
Adler, Jung, Horney, Sullivan, and others are examined in 
an attempt to synthesize the various viewpoints into a com- 
prehensive theory. To summarize such complex theories is 
an ambitious project indeed, and the reader is left with the 
uneasy impression that some synopses might suffer in objec- 
tivity and in depth. For example, one is struck by the impor- 
tance that May gives to Freud’s early formulations of anx- 
iety, the ones that are certainly of less significance to the 
psychotherapist. 

Although a full chapter is devoted to the biological inter- 
pretation of anxiety, no useful reference is made to its phar- 
macological management, as if the therapeutic means avail- 
able to the clinician had remained at the stage they were in 25 
years ago. In a brief footnote (page 262) the author describes 
how a young man he treated in psychotherapy ended up 
being lobotomized, and continues, ‘‘If drugs had been avail- 
able when he was in the hospital, this would have been one 
time they would have been useful to tide him over that epi- 
sode.” This is hardly a comprehensive view of what drugs 
have to offer. It seems as if the author ignores or under- 
estimates the important role played by anxiolytic and anti- 
psychotic drugs in controlling the symptoms of anxiety 
found in various psychotic and neurotic conditions. The ex- 
clusively psychotherapeutic approach he suggests will be of 
limited value to the practicing psychiatrist. He also makes no 
mention of the use of relaxation and of deconditioning in the 
treatment of anxiety. 

Dr. May seems convinced that anxiety is essential to the 
human condition in that it creates a tension necessary to pre- 
serve human existence and creativity. As true as this hy- 
pothesis might be from a philosophical standpoint, the fact 
remains that physicians have more to offer therapeutically to 
their patients than what is presented in the last two chapters 
of this book. The weakness of the new section might be due 
to the fact that the author’s diagnostic distinction between 
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psychologically crippling anxiety states and “r rm: anx- 
jety” seems very vague. 

Richard Chessick (1) stressed that ‘the psyc! 014 ranist. 
in order to become relatively wise and mature.1 us: under- 
stand something about history, philosophy, ethi:s. ; hilaso- 
phy of science, psychology, anthropology and 01° Jlouy. 
Although The Meaning of Anxiety does not provi e3 w ihe- 
oretical or therapeutic insights, it can be recor ver ied for 
humanistically inclined readers who do not have he im: to 
go back to original sources. 
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Psychotherapy and Its Financial Feasibility With:: :52 Naion- 
al Health Care System. Publication 100, by the G mio for the 
Advancement of Psychiatry Committee on Tucan . “ew 
York, N.Y., GAP, 1978, 45 pp., $2.50 (paper). 


This GAP publication is a well-written and cc ci 2 state 
ment of the case for including psychotherapy un. er vatione. 
health insurance (NHI). It is written for the infer ied aj mar 
and for key policy planners. The writers are .o | 2 com 
mended for their Jack of jargon as wellastheircr et tyle. 

This pamphlet presents its strongest argumert fe .he va! 
ue of psychotherapy from a humanitarian persp cc: ‘e. The 
authors articulate well the human pain associate v. h men- 
tal illness, especially neurotic illness, and the n-2c or var 
of suffering human beings. The clinical exampl ~ p: 2sentec 
are well drawn and persuasive. However, the avg u ats pre 
sented in terms of more hard-headed financtalir cst bone 
fit issues are simplistic and unconvincing. This ~ cs 3xeccalls 
true in the case for long-term intensive psych thi “apy a» 
contrasted to short-term psychotherapy. 

Most policy planners and even some budget ¿va \ sts con- 
cede that short-term psychotherapy is cost effec Ive anu are 
willing to consider the cost offsets in general re lice uliza 
tion with short-term psychotherapy. The high: co t iphetr 
ent in high intensity treatments such as psychoa tab sis an 
other issue altogether. In addition to the higher cosi there! 
the issue of the appropriateness of such çar: inv the se 
cioeconomic class and educational biases of pet no whore 
ceive such care. The criteria and indications f r :« ng-:err: 
intensive psychotherapy are not well understo’): at 1e ores- 
ent time. This pamphlet implies that we have 9. ect y ceve - 
oped diagnostic and prognostic criteria that coa.. c! ariv de- 
lineate the most effective treatment for a give im "vidua . 
Since these treatments vary in cost by as much sien times. 
this is not an academic exercise. 

Other basic problems in the case for coverage of i ng-teri - 
intensive psychotherapy involve the extent to w ich th.- 
treatment can be conceptualized as ‘‘medicine. 1+) ahysici 
medicine the diseased organ and to a lesser ue: eri th: di- 
eased person are the prime foci of interventions. di suranc. 
coverage. The long-term goals of intensive ps ‘cn othcrap 
and psychoanalysis imply considerable efforts it 2-euuc:- 
tion and as such do not conform well to the mel ʻai -10del. 

In addition, the credentials of various profess dr.'s tope 
form the treatment and the lack of clear role : veg alizatic > 
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create other economic problems as more nonpsychiatrist 
professionals claim expertise in performing this treatment. 
As these professionals are reimbursed by health insurance 
carriers as independent practitioners the utilization and costs 
go up. The issues of who can perform and who should be 
paid for this treatment are not addressed at all in this pub- 
lication. 

From the perspective of long-term intensive psychothera- 
py, it is essential that the West German studies cited in this 
publication be replicated in this country and that there be 
increased understanding on the part of insurance companies 
and policy planners as to the value of long-term intensive 
psychotherapy. With this understanding will come an in- 
creased willingness to finance such treatment. 

It would have also been better to elaborate on the key 
equity issue of the appropriateness of long-term intensive 
psychotherapy fof patients from lower socioeconomic 
groups. At present, long-term intensive psychotherapy is uti- 
lized almost exclusively by college-educated white people 
from the middle and upper classes. Would NHI coverage of 
long-term intensive psychotherapy be a subsidy of the rich 
by the poor? The equity issue of the redistribution of health 
resources to the poor and minority groups in the United 
States through national health insurance precludes consid- 
eration of this form of treatment unless it is considered utiliz- 
able by those for whom such care has been traditionally de- 
nied. We need more data on this issue. 


STEVEN S. SHARFSTEIN, M.D. 
Rockville, Md. 


Emergency Psychotherapy and Brief Psychotherapy, 2nd ed., 
by Leopold Bellak, M.D., and Leonard Small, Ph.D. New 
York, N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 
1978, 274 pp., $18.50. 


This book, which was first published about 10 years ago, 
has been revised and expanded because of the growing inter- 
est in a subject whose importance has finally been recog- 
nized. It is composed of three parts. The first deals with bas- 
ic principles and methods, the second lists several clinical 
syndromes illustrated with case examples, and the final one 
contains a discussion of a multiple-level study of brief psy- 
chotherapy in a clinic setting. Three case histories conclude 
the volume. 

Valuable information is offered to the reader about various 
definitions, theories, and principles of brief psychotherapy, 
and a five-to-six-session therapy is described briefly. The 
discussions of diagnostic formulation, history taking, thera- 
peutic contract and alliance, transference, interpretation, 
and terminati®n issues are quite helpful. 

One difficulty with the book, as far as | am concerned, has 
to do with the position taken by the authors in reference to 
planning psychotherapy ‘‘within the framework of what the 
patient is willing to engage in.’’ This surrender to consumer- 
ism undermines the basic conclusion shared by several in- 
vestigators in this field, that the patient must fit the treatment 
chosen for him by an expert. This conviction has resulted 
from extensive research involving a specification of criteria 
for selection of appropriate candidates, a description of spe- 
cific technical interventions, and, most importantly, a sys- 
tematic follow-up study of outcome. As a consequence of 
their investigations several distinct and successful kinds of 
brief psychotherapy have been developed. In contrast to this 
trend, the somewhat global approach to this subject advo- 
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cated by the authors detracts from the potential value of 
their book to a large number of readers who look on brief 
psychotherapy with increasing interest and fascination. 


P.E. Sipneos, M.D. 
Boston, Mass. 


Therapist Disclosure: The Use of Self in Psychotherapy, by 
Myron F. Weiner, M.D. Boston, Mass., Butterworths, 1978, 
172 pp., $11.95. 


This book is courageous, honest, and full of homely ad- 
vice. It concerns an important area of psychotherapeutic 
technique about which too little has been written. The author 
strikes bravely against the hegemony of the emotionally re- 
mote, silent therapist. 

One wants to like this book, but it is consistently disap- 
pointing. To begin with, the clinical examples are cursory, 
and in nearly half of them the reader is hard-put even to lo- 
cate what it is the therapist has disclosed. The balance of 
examples contain mainly simple statements of positive and 
negative regard. An early anecdote illustrates several of my 
difficulties: 


I had worked intermittently with Mr. D., a 25-year- 
old man, for five years. During one session, in response 
to his request, I sat with him on my couch, held his 
hand, and allowed him to literally cry on my shoulder. 
Previously, he had worked through some homosexual 
fantasies about me and was beginning to separate me, in 
his mind, from his deceased mother, whom he had seen 
as cold, ungiving, and controlling. Several weeks later, 
when the distortion arose again, I cited this time of 
physical intimacy to correct his distorted perception of 
me. (p. 23) 


The reader is left to ponder not only what the therapist has 
disclosed, but also whether the author is aware of the limita- 
tions he has imposed on the uses of the transference in this 
treatment effort of five years’ duration. There are indications 
for such choices, but his failure to discuss them is not reas- 
suring. Initially one is less disturbed by the author’s assump- 
tion that the technical and theoretical significance of self-dis- 
closing interventions is self-evident than by the level of dis- 
cussion when it comes. It is disappointing to be brought in 
the final pages of the book no farther than the reminder that 
if the therapist elects to have physical contact with his pa- 
tient (nonsexual touching, we are assured), he or she must 
keep in mind that such behavior might have magical and 
even sexual meanings to the patient. Thus, the larger failure 
of this book is that it does not deal substantively with the 
technical and theoretical issues of its topic. 

In the jungle of jargon that characterizes so much of con- 
temporary writing on psychotherapy the topic of transfer- 
ence management is a beacon in the night. Most varieties of 
therapy are usefully clarified in terms of how the therapeutic 
relationship is handled. We are grateful, for example, to Gill 
and Muslin (1) for their critique of the silent analyst and their 
thoughtful injunction to greater therapist activity within the 
framework of psychoanalytic theory and technique. How- 
ever, outside of psychoanalytic circles the fall of the bastion 
of the silent therapist has too often become an invitation to 
chatsy informality. If we elect as therapists to become more 
active and more open, what are the rules of the game? More 
specifically, how is therapy shaped and to what extent con- 
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stricted by interventions that limit transference regression? 
Spontaneity of the therapist surely has a place in psychother- 
apy, but when it becomes uncoupled from the careful exer- 
cise of professional discipline, and in the absence of an or- 
ganizing theory of psychotherapy, the results can be dis- 
quieting. 

The therapist’s use of self in conducting psychotherapy is 
a critically important issue in the advance of the science of 
our craft. We are, unfortunately, more indebted to Dr. Wei- 
ner for the attention his title calls to the topic than for the 
text of his volume. 
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Renewal in Psychiatry: A Critical Rational Perspective, edited 
by Theo C. Manschreck and Arthur M, Kleinman. Washing- 
ton, D.C., Hemisphere Publishing Corp. (New York, N.Y., 
Halsted Press, John Wiley & Sons, distributor), 1977, 326 
pp., $23.50. 


This is a very interesting book, the product of a monthly 
seminar that examined the role of critical reasoning in psy- 
chiatric theory, research, practice, and education. It in- 
cludes 11 chapters divided into three parts. The first part 
concerns Issues That Require Clarification and Recon- 
ceptualization in the Fields of Psychiatry, the second con- 
cerns Issues That Determine the Frontiers and Limits of the 
Fields of Psychiatry, and the third concerns Issues That Pro- 
vide Novel and Significant Perspectives in the Fields of Psy- 
chiatry. 

Part one discusses acute psychosis, social and cultural as- 
pects of psychopathology, and drug dependence. Each chap- 
ter is tightly written and well documented and contains an 
excellent bibliography. With DSM-HI just around the cor- 
ner, the authors’ discussion of making psychiatry more sci- 
entific, measurable, and clear is very timely. I found the drug 
dependence chapter most interesting. It includes an ex- 
planation of Jasinski’s structuring of 40 items from the 
MMPI into three scales: MBG for euphorogenic effects of a 
drug, the LSD for psychotomimetic effects, and the PCAG 
for sedative effects. Using this model, psychoactive con- 
comitants of pharmacological agents can be clearly docu- 
mented and measured, thus moving the subjective sensa- 
tions into objective data. 

Part two contains my favorite chapter, which discusses 
temporal lobe epilepsy and compares different brain-dam- 
aged areas in epilepsy to their associated behavior and diag- 
nostic entities in psychiatry. Since psychiatry seems to be 
moving more and more toward the organic and away from 
the functional, this chapter lends credence to the former. 

Part three covers patients’ expressions about psychiatric 
hospitalization and the infiuence of fathers on children; it al- 
so includes a chapter titled **Middlehomes: An Introduction 
to Residence and Developmental Needs, and one titled “*A 
Life History of the Civil Rights Movement.” The chapter 
making a strong case for the importance of fathers for 
healthy child development is detailed and well documented. 

Overall, this book is excellent in places, as mentioned 
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Spatial Organization of Cerebral Processes, by 
anov; translated by the Israel Program for Sci, 
lations. Jerusalem, Israel, LPST (New York. 3. 
Press, John Wiley & Sons, distributor;, 197 
$21.50. 
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combine to make Russian publications inaccess 
Western readers. This volume was originally ; 
Moscow in 1973. Essentially. the work concer} 
poral mapping of cerebral potentials in animals : 
summarizes work carried out over a number o ` 
author’s laboratory. Underlying these efforts a 
that such maps are analyzable and the postulate 
analysis will yield explanations of electrogenes 
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nished too few data to permit any definitive conclusions. 
It appears, however, that the principles derived from 
the role of synchronization in the transmission of ex- 
citation in the cerebral cortex of rabbits apply at least in 
part to the human brain. (p. 109) 


These seem to be minor conclusions, particularly since the 
author’s research methods were supposed to rectify the situ- 
ation in which ‘‘the meager achievements in this field have 
disappointed scientists and even aroused some doubts as to 
the value of electrophysiology as a tool for the analysis of 
cortical functions.” Anyone familiar with contemporary 
neurophysiology will recognize the error of even this prem- 
ise. For example, Mountcastle has shown that the psycho- 
physical identification and discrimination functions for flut- 
ter-vibration are identical in man and monkey and that detec- 
tion functions can*be defined in terms of the increment in 
activity in a particular set of post-central cortical neurons, 
whereas discrimination functions can be defined in terms of 
the cyclic entrainment of activity in such cortical neurons. In 
visual physiology the work of Hubel and Wiesel and that of 
Blakemore and others has clarified the cortical micro- 
circuitry that underlies feature-extraction and stimulus gen- 
eralization and has shown the existence of such entities as 
cortical columns, which constitute the morphological corre- 
lates of these neuronal microcircuits. 

Are Soviet scientists unaware of or indifferent to contem- 
porary concepts? A review of the bibliography discloses vir- 
tually no citation of non-Russian publications for the past 10 
years. From these observations one may conclude that con- 
straints on directions of research, lack of access to contem- 
porary Western neuroscience, and linguistic isolation have 
proved serious impediments tn the development of neurosci- 
ences in the Soviet Union. 


DAvID D. DaLy, M.D., Ph.D. 
Dallas, Tex. 


Your Body Biofeedback at Its Best, by Beata Jencks, Ph.D. 
Chicago, Ili., Nelson-Hall, 1977, 262 pp., $11.95; $6.95 (pa- 
per). 


Bringing together under one cover many terms, tech- 
niques, and related concepts is always helpful, but providing 
too great a variety of choices can be overwhelming. Your 
Body Biofeedback at Its Best alternates precariously be- 
tween these two poles. The concept of using one’s own 
mind/body processes to aid in the establishment of a more 
ideal psychophysiological state is a sound one. The intent of 
this book ts to provide a variety of lesson plans to choose 
from, emphasizing the author’s point that one does not need 
to use electronic biofeedback equipment. 

As a long-time user of a variety of biofeedback in- 
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struments or tools, I find myself in disagreement with the 
idea that the mind does not need electronic equipment to get 
in touch with the body. My experience has been that even 
with electronic monitoring many minds still cannot make a 
meaningful contact with the body. 

This is an age of expanding development of sophisticated 
electronic equipment, devices that explore the body tm re- 
warding, painless ways. Electronic biofeedback equipment 
development is in its infancy. The art and science of the ef- 
fective application of present-day electronic biofeedback in 
clinical medicine ts only in the beginning stages of its estab- 
lishment. For many minds (not all), the only route to the 
establishment of a meaningful sensory awareness of the 
body will be through this electronic type of biofeedback. 

This book is structured around the positive willpower phi- 
losophy of ‘‘putting your mind to it” in a disciplined way; 
‘‘success will follow.” Without rewarding input via electron- 
ic equipment this system has failed in the past. More dis- 
cipline and a firmer insistent approach is usually only self- 
defeating. The value of this book lies in its presentation of 
nonelectronic approaches to the development of sensory 
awareness with appropriate caution about altered states of 
consciousness. The book is a scholarly effort. The author is 
to be congratulated for pulling so much material relating to 
body awareness together so effectively. 

The psychiatrist learns early in his or her training that ef- 
fectively externalizing and objectifying thoughts and feelings 
is the beginning of meaningful insight. The techniques devel- 
oped to provide this constitute the art of psychotherapy. 
Electronic biofeedback is to body awareness what insight 
techniques are to psychotherapeutic awareness. After the 
awareness comes the reliance on one’s self for the continued 
therapeutic effect started in the therapy sessions. It is to 
these processes that Beata Jencks seems to be referring in 
her book, which provides ways to continue and build on the 
successes with electronic biofeedback but not ways to begin 
the process. 

The reader looking for definitions, descriptions, self- 
reliant techniques, and practices to aid to developing inher- 
ent body biofeedback will find this book helpful. It seems to 
spell out many issues not dealt with in so detailed a manner 
by authors of books on electronic biofeedback. Yogis, Zen 
masters, and TM practitioners have lived much of this 
book’s contents. We have learned from them, and we can 
learn from this book. The author’s presentation is an Ameri- 
canization of the practices of Eastern mystics, perhaps more 
acceptable and understandable to our Western minds. Read 
it and get it in perspective in your learning of the role of 
electronic biofeedback in clinical management of psycho- 
somatic disorders. 


Puitie C. Ronpb, M.D. 
Tallahassee, Fla. 
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publishers, 


Co-operation Between the Sexes: Writings on Women, Love 
and Marriage, Sexuality and Its Disorders, by Alfred Adler; 
edited and translated by Heinz L. Ansbacher and Rowena R. 
Ansbacher. Garden City, N.Y., Anchor Books (Doubleday & 
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The Mind in Sleep: Psychology and Psychophysiology, edited 
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York, N.Y., Halsted Press, John Wiley & Sons, distributor), 
1978, 624 pp., $29.95. 


It’s Scary Sometimes, by Marcella Bacigalupi, Georgio Bini, 
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1978, unnumbered pages, $6.95. 
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Bowsher, M.D., Ph.D. Oxford, England, Blackwell Scien- 
tific Publications (Philadelphia, Pa., J.B. Lippincott Co., 
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Richard Boyatzis, Ph.D., Jere Bunn, Barbare < zescih, 
M.A., Anthony Del Nuovo, M.A., Gl8ria Ci y, Ph.D.. 
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Greenberg. New York, N.Y., Basic Books, 173, «37 pp.. 
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Vol, 2, by Bert Arthur Goldman, Ed.D., and Joan © hristi 
Busch, Ed.D. New York, N.Y., Human Scaeocces Press 
1978, 472 pp., no price listed. 
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Gray, M.D. New York, N.Y., Van Nostrand Reinhold Co., 
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America, by Gerald N. Grob. Knoxville, Tenn., University of 
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Within Reach: Pr8viding Family Planning Services to Phys- 
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trated by Katie Venables. New York, N.Y., Human Sciences 
Press, 1978, 48 pp., $2.95 (paper). 
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New York, N.Y., Marcel Dekker, 1978, 414 pp., $35.00. 
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1, by Robert R. Holt. New York, N.Y., Plenum Press, 1978, 
330 pp., $17.50. 


Prediction and Research: Methods in Clinical Psychology, 
Vol. 2, by Robert R. Holt. New York, N.Y., Plenum Press, 
1978, 324 pp., $17.50. 


Psychiatric Drugs: A Desk Reference, 2nd ed., by Gilbert Ho- 


nigfeld and Alfreda Howard. New York, N.Y., Academic - 


Press (Harcourt Brace Jovanovich), 1978, 236 pp., no price 
listed (paper). 


Being and Loving, by Althea Horner. New York, N.Y., 
Schocken Books, 1978, 142 pp., $9.95. 


Drugs of Abuse: Handbook of Psychopharmacology, Vol. 12, 
edited by Leslie L. Iversen, Susan D. Iversen, and Solomon 
H. Snyder. New York, N.Y., Plenum Press, 1978, 412 pp., 
$32.50. 


Biology of Mood and Antianxiety Drugs: Handbook of Psycho- 
pharmacology, Vol. 13, edited by Leslie L. Iversen, Susan D. 
Iversen, and Solomon H. Snyder. New York, N.Y., Plenum 
Press, 1978, 430 pp., $32.50. 


Inheritance 8f Creative Intelligence, by Jon L. Karlsson, 
Ph.D., M.D. Chicago, Ill., Nelson-Hall, 1978, 200 pp., 
$14.95; $7.95 (paper). 


Handbook of Sex Therapy, edited by Joseph LoPiccolo and 
Leslie LoPiccolo. New York, N.Y., Plenum Press, 1978, 526 
pp., $29.50. 


Dimensions of Human Potentiality: The Collected Works of 
Eugene Pumpian-Mindlin, edited by Michael T. McGuire, 
M.D. New York, N.Y., SP Medical & Scientific Books 
(Spectrum Publications}, 1978, 333 pp., $15.00. 


Quality of Life in Severely and Profoundly Mentally Retarded 
People: Research Foundations for Improvement, edited by C. 
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Edward Meyers. Washington, D.C., American Association 
on Mental Deficiency, 1978, 384 pp., $14.95. i 


Cerebral Logic: Solving the Problem of Mind and Brain, by 
Charles W. Needham, M.D., M.Sc. Springfield, IHI., Charles 
C Thomas, 1978, 205 pp., $12.75. 


Paradox and Counterparadox: A New Model in the Therapy of 
the Family in Schizophrenic Transaction, by Mara Selvini Pa- 
lazzoli, M.D., Luigi Boscolo, M.D., Gianfranco Cecchin, 
M.D., and Giuliana Prata, M.D.; translated by Elisabeth V. 
Burt. New York, N.Y., Jason Aronson, 1978, 186 pp., no 
price listed. 


Self-Starvation: From Individual to Family Therapy in the 
Treatment of Anorexia Nervosa, by Mara Selvini Palazzolt; 
translated by Arnold Pomerans. New York, N.Y., Jason 
Aronson, 1978, 289 pp., no price listed. 


Les Voies Nouvelles de la Dépression, edited by P. Pichot. 
Paris, France, Masson, 1978, 200 pp., no price listed (pa- 
per). 


BT: Behavior Therapy. Strategies for Solving Problems of Liv- 
ing, by Spencer A. Rathus, Ph.D., and Jeffrey S. Nevid, 
Ph.D. New York, N.Y., Signet (New American Library), 
1978, 312 pp., $2.25 (paper). 


Propranolol and Schizophrenia, edited by Eugene Roberts, 
Ph.D., and Peter Amacher, Ph.D. New York, N.Y., Alan R. 
Liss, 1978, 150 pp., $15.00. 


Estudios Sobre el Suicidio, by Enrique Rojas. Barcelona, 
Spain, Salvat Editores, 1978, 539 pp., no price listed (paper). 


Violence and Responsibility: The Individual, the Family and 
Society, by Robert L. Sadoff, M.D. New York, N.Y., SP 
Medical & Scientific Books (Spectrum Publications) (Hal- 
sted Press, John Wiley & Sons, distributor), 1978, 133 pp., 
$14.95, 


Toward Intimacy: Family Planning and Sexuality Concerns of 
Physically Disabled Women, 2nd ed., by Susan Shaul, Jane 
Bogle, Julia Hale-Harbaugh, and Ann Duecy Norman, illus- 
trated by Katie Venables. New York, N.Y., Human Sciences 
Press, 1978, 61 pp., $2.50 (paper). 


The Trauma of Time: A Psychoanalytic Investigation, by Ir- 
vine Schiffer. New York, N.Y., International Universities 
Press, 1978, 271 pp., $15.00. 


Consciousness and Self-Regulation: Advances in Research and 
Theory, Vol. 2, edited by Gary E. Schwartz and David Sha- 
piro. New York, N.Y., Plenum Press, 1978, 428 pp., $22.50. 


Methods of Group Psychotherapy and Encounter: A Tradition 
of Innovation, by Jerrold Lee Shapiro. Itasca, Ill., F.E. Pea- 
cock, 1978, 354 pp., $12.50. 


Schizophrenia: Science and Practice, edited by John C. Sher- 
show. Cambridge, Mass., Harvard University Press, 1978, 
239 pp., $15.00. | 


Mind and Madness in Ancient Greece: The Classical Roots of 
Modern Psychiatry, by Bennett Simon, M.D. Ithaca, N.Y., 
Cornell University Press, 1978, 325 pp., $17.50. 
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Report of the Secretary: 


Summary of Meetings of Board of Trustees and Executive Committee 


May 1977-May 1978 


IT Is MY personal and constitutional privilege to report the 
actions of the Board of Trustees and its Executive Com- 
mittee over the past year. These items do not include many 
matters that have been referred to appropriate components 
for further study and recommendation. The recommenda- 
tions and related actions of the Assembly are included with 
the relevant items. 

This report is arranged in alphabetical order according to 
topic except for the first item concerning the adoption of the 
consent calendar concept, which permits the Board and Ex- 
ecutive Committee to vote en bloc on matters seen to be less 
controversial and often of an administrative nature. 

The actions reflect the varied issues that have been consid- 
ered by the Board over the year. There have been internal 
issues, such as continuing education, constitutional change, 
elections and related matters, fiscal and budget issues, prob- 
lems of the chronic patient, as well as a need to remodel or 
relocate our Central Office facilities to meet the needs of our 
growing membership activities and staff support. The Board 
has also been involved in responding to external forces, such 
as legislation (proposed or enacted), establishment of the 
President’s Commission on Mental Health, activities of re- 
lated organizations, and so forth. 

I would remind you that every member of APA is privi- 
leged to attend any session of components of the Association 
except for meetings of the Ethics Committee or when a com- 
ponent is in Executive Session. Recommendations for con- 
sideration by the Board or other components are most wel- 
come. The Board (or its Executive Committee acting as its 
agent) took the following actions. 


PROCEDURE 
1. To provide more time for policy discussion at meetings, 
the Executive Committee (Sept. '77) and the Board (Dec. 


'77) voted to employ the consent calendar concept for use at 
all of their meetings. 


ANNUAL MEETING 


1. Authorized the Program Committee to review all scien- 
tific programs held at the annual meeting, including those 


This ts an edited version of the report presented by the Secretary to 
the annual business meeting in Atlanta, Ga., May 9, 1978 


beginning on Saturday and Sunday preceding the meeting 
that are not sponsored by another scientific organization, be- 
fore they are included in the program schedule (Bd., Dec. 
a if 

2. Approved waiving annual meeting registration fees for 
foreign visitors, beginning in 1979, and changing the Policy 
and Procedural Manual for the anrual meeting to reflect this 
(Bd., Dec. ’77). 

3. Endorsed the action of the Reference Committee to au- 
thorize staff to proceed with a direct advance registration 
mailing to the membership promoting the annual meeting 
and highlighting continuing medical education requirements 
(Bd., Dec. ’77). 

4. Revised the Policy and Procedural Manual for the an- 
nual meeting. 

5. Accepted the recommendation of the Committee on 
Women that, where relevant, officials in cities being consid- 
ered for APA annual meetings in the 1980s be reminded of 
the Association’s resolution on the Equal Rights Amend- 
ment (Ex.C., June '77). Voted to approve recommendation 
of the Assembly as follows: APA will notify legislatures of 
states that have not ratified ERA of our theoretical policy 
favoring the ERA and that we shall attempt active implemen- 
tation by changing convention plans as soon as possible 
(Bd., Dec. ’77). 


AWARDS 


1. Voted to reduce the Isaac Ray Honorarium to $1.500 
and authorized it to be awarded every other year (Bd., Dec. 
'77). 

2. Voted to establish the honorarium for the°Foundations 
Fund Prize for Research in Psychiatry at $1,500 (Bd., Dec. 
77). 

3. Voted to establish the Blanche F. Ittleson Award at 
$2,500 (Bd., Dec. '77). 


CENTRAL OFFICE 


1. Established an Ad Hoc Committee on the Central Of- 
fice as recommended by the Council on Internal Organiza- 
tion and its House Committee that would include one mem- 
ber representing the Assembly. Its mandate is to study the 
options available for meeting the need for a Central Office 
building, report to the Board in December 1977, and begin to 
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educate the membership immediately through usual chan- 
nels (including Psychiatric News) and alert the Assembly to 
the problem| so it may become actively involved in future 
planning (Ex.C., Sept. 77). 

2. Ratified an emergency action of the chairperson of the 
House Committee and the Medical Director to install a new 
furnace at an estimated cost of $14,524, to be charged to the 
Reserve for Future Expansion and Development Account 
(Ex.C., Sept. 77). 

3. Terminated the Ad Hoc Committee on the Central Of- 
fice with thanks and authorized the House Committee to be 
the implementing body to review alternatives for obtaining 
new facilities for the Association, including remodeling the 
present facilities, leasing, constructing a building, or pur- 
chasing a building; authorized staff to a) sign a sales contract 
for real property located at Connecticut Avenue and Hillyer 
Place or other suitable site in the amount of $800,000 and to 
include in its major stipulations that APA be allowed at least 
90 days from the date of the contract to make a final deci- 
sion; b) obtain architectural and engineering studies and test 
borings, at an estimated cost of $17,500, to satisfy itself that 
a building permit can be obtained so as to determine the fea- 
sibility of purchasing the property for construction of an of- 
fice building} and c) deposit $50,000 in an escrow account as 
earnest money—such earnest money to be returned to APA 
if the sale is not conctuded. Authorized the President, 
Speaker, and Medical Director to use the emergency mecha- 
nism if a superior option was available to allow flexibility for 
rapid action if necessary; authorized a mail or telephone poll 
of the Board if there is a need to move quickly, and consid- 
ered the possibility of holding a meeting of the full Board at 
the time of the presently scheduled meeting of the Executive 
Committee in February 1978; voted to request the Editor of 
Psychiatric News to advise the membership of the dis- 
cussion of the Board around these issues; voted to request 
staff to send members of the Board full reports of the House 
Committee and other relevant material to.assist them in their 
deliberations (Bd., Dec. '77). 

4. Authorized staff to submit a sales contract for the pur- 
chase of the Connecticut and Hillyer property with the same 
provisions as the previous contract except a) the period al- 
lowed for the determination of the feasibility of purchasing 
the lot be reduced from 120 to 90 days and b) the addition of 
a clause to ensure that APA’s rights are vested prior to clos- 
ing; authorized discretionary use of earnest money (up to 
$10,000) to be nonrefundable if APA decides not to purchase 
the Jot ever if the feasibility study yields positive results 
(Ex.C., Feb. '78). 

5. Ratified the emergency action of the President, Speak- 
er, and Medical Director to authorize staff to submit a re- 
vised sales contract on the property at Connecticut Avenue 
and Hillyer? Place, Washington, D.C., in the amount of 
$869,220, with $10, 000 of the earnest money to be non- 
refundable if the sale is not consummated (Bd., Mar./Apr. 
'77). 

6. Approved selection of the architectural firm of Hart- 
man Cox and authorized staff to enter into contractual ar- 
rangements with them (Bd., Mar./Apr. ’77). 


one ee AND BY-LAWS 
| 
1. Chapter One, Section 8, of the By-Laws (‘‘Members’’) 
and Chapter) Eight, Section 6, of the By-Laws (‘‘Privileges 
and Responsibilities’’) involve the question of Life Status 
and the “95” formula for dues exemption. Voted against 
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separating the definition of Life Status from the ‘‘95”’ for- 
mula in the amendments for the ballot in 1979—the amend- 
ment to Chapter One, Section 8, will provide for Life Mem- 
ber and Life Fellow (and the new Life Associate Member) to 
be defined by the following formula: years of membership as 
an Associate Member, General Member and/or Fellow, plus 
the member’s age to equal 95, and will also require dues- 
exempt members to pay a reduced subscription rate for the 
American Journal of Psychiatry and Psychiatric News (Bd., 
Mar./Apr. 77). 

2. Chapter One, Section 12, of the By-Laws (‘‘Mem- 
bers’’). Approved the following amendment to go on the bal- 
lot in 1979: ‘“‘Inactive members of any category shall be 
those whom the Board has, for sufficient reason, excused 
from paying dues” (Bd., Dec. 77). 

3. Chapter Eight, Section 5, of the By-Laws (‘‘Privileges 
and Responsibilities’’) and Chapter Nine, Section 1, of the 
By-Laws (‘‘Voting’’). Approved amendments for the ballot 
in 1979 that would require petitions for candidates and refer- 
enda to be in the office of the Secretary by December 1 
rather than December 15 of the year preceding the next elec- 
tion (Bd., Mar. '78). 

4. Chapter One (“Members”). Authorized amendments 
to allow for exemptions to CME requirements as ‘‘exempted 
by the Board” to maintain membership in good standing, 
and a requirement for 8 rather than 5 years as General Mem- 
ber to be eligible for Fellowship status for the 1979 ballot. 
Also authorized a change in the Operations Manual to re- 
quire 10 years of experience in psychiatry to be eligible for 
Fellowship status (Ex.C., Sept. ’77). 

5. Approved the recommendations for constitutional 
change prepared by the Joint Conference Committee on the 
Key Conference Recommendations; the Committee on Con- 
stitution and By-Laws reviewed them to ensure that they 
were in order; the amendments were submitted to the Secre- 
tary 60 days before the annual meeting and were presented 
to the membership at the annual meeting in 1978, so they can 
be voted on in the 1979 ballot (Bd., Dec. ‘77). 


COUNCILS, COMMITTEES, TASK FORCES, AND 
COMMISSIONS 


1. Renewed for one more year the following ad hoc com- 
mittees: on Interprofessional Services; on Election Proce- 
dures; to Plan a Conference on the Chronic Mental Patient; 
on Implementation of the 1976 Referenda on Psychiatric 
Certification; and to Review Psychiatric News. The Ad Hoc 
Committee on Biographical Data and the Ad Hoc Committee 
to Plan a Working Conference on Law and Psychiatry were 
not renewed (Bd., May ’77). 

2. On recommendation of the Council on International Af- 
fairs, approved the ‘‘Resolution on Behalf of Argentine Sci- 
entists’’ decrying the general pattern of violations of human 
rights by the military government of Argentina, and asked 
that the resolution be communicated to the Organization of 
American States’ Inter-American Commission on Human 
Rights, the State Department of the United States and con- 
cerned congressional committees, and the President of Ar- 
gentina (Bd., May '77). 

3. Established three subcommittees of the Program Com- 
mittee (Film, Video, and Spouses Scientific Program) (Bd., 
Dec. '77). 

4. Approved the Position Statement on Active Treatment, 
pending approval by the Assembly (Bd., Dec. '77). 

5. Established a Committee on Asian-American Psychia- 
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trists on recommendation of the previous task force (Ex.C.., 
June '77). 

6. Terminated the Committee on Psychiatric Nursing, 
with thanks (Bd., Dec. ‘77). 


7. Endorsed the concept of providing consultative serv- 
ices to the Commission on Professional and Hospital Activi- 
ties and recommended to the Reference Committee that 
travel expenses for a task force within the Council on Mental 
Health Services be authorized from the 1978 Reference 
Committee Contingency Fund (Bd., Dec. '77). 

8. Established a Committee to Review Psychiatric News 
within the Council on Internal Organization with a mandate 
to make a formal report every two years to the Council, Ref- 
erence Committee, and the Board and inclusion of the 
charge in the Operations Manual (Bd., Dec. '77). 

9. Established a Committee on Psychiatry and Foreign 
Affairs within the Council on International Affairs (Bd., Dec. 
77). 

10. Authorized the Ad Hoc Committee on the President’s 
Commission on Mental Health to prepare a position paper 
for the PCMH based on 10 points identified by the Ad Hoc 
Committee and the Assembly to meet the January 3, 1978, 
deadline for input to the PCMH (Bd., Dec. '77) and ratified 
the emergency action taken by the President, Speaker, and 
Medical Director to approve the APA position on the Interim 
Report of the PCMH (Ex.C., Feb. '78). 

11. Endorsed the AMA standards for the education and 
training of advanced emergency medical technicians and ap- 
proved in principle becoming a sponsoring organization for 
the accreditation program and to use the emergency mecha- 
nism to so sponsor tf necessary (Bd., Dec. '77). 

12. Endorsed efforts by the Council on Medical Education 
and Career Development with necessary agencies to bring 
about full voting representation of psychiatry on any certifi- 
cation board for emergency medicine (Bd., Dec. '77). 

13. Asked a newly forming Task Force on Emergency 
Psychiatric Care to develop a grant proposal to develop stan- 
dards for emergency services (Bd., Dec. '77). 

14. Authorized the Commission on Judicial Action to pre- 
pare an amicus curiae brief in the case of Ferraro & Kaviani 
v. the USA, which has to do with whether a patient who had 
multiple hospitalizations in VA hospitals should have been 
retained until his treatment was finished (Bd., May ‘77). 

15. Authorized the Commission on Judicial Action to file 
an amicus curiae brief on the side of the plaintiffs in Parham 
v. J.L. and J.R., which involved long-term commitment of 
two minimally disabled children in the State of Georgia, pro- 
vided that the Georgia District Branch approves (Ex.C., 
June '77). 

16. Authorized the Commission on Judicial Action to find 
a witness to testify in the case of Rone V. Fireman on behalf 
of the Department of Mental Health at the request of the 
Ohio Psychiatric Society (Ex.C., Sept. '77); and approved 
the recommendation that Dr. Douglas Lenkoski testify on 
behalf of APA on the side of the Ohio Department of Mental 
Health in this case (Bd., Dec. '77). 

17. Authorized $3,000 to assist in preparing an amicus cu- 
riae brief in the Bellah v. Greenson case from the special 
$25,000 fund for the Commission on Judicial Action to assist 
district branches at the local level (Bd., Dec. '77). 

18. Authorized the Commission on Judicial Action to pro- 
vide an amicus Curiae brief for an appeal in Texas in the Fifth 
Circuit Court on issues of informed consent and prediction 
of dangerousness (Bd., Mar. ’78). 

19. Encouraged the Committee on Comprehensive Health 


OFFICIA 


Planning to collaborate with the Joint Commiss 
ernment Relations to visit the area councils and í 
laboration between the district branches and H.» 
Agencies (Bd., Dec. '77). 

20. Approved four recommendations of the C 
Continuing Education regarding a) cooperatior 
sociation of American Medical Colleges to dis 
procedures for audiovisual materials, b) the cc r 
sponsibility for the technical and education re , 
c) Category | credit for formal university preg ~ 
hance practice, and d) disallowing personal p-\ 
for CME credit (Ex.C., June '77). 

21. Approved initial input to the regulatory \ 
ess of PL 94-484, Health Professionals [ | 
(Ex.C., June '77); approved the response to tn. 


tions for the training of physician assistants in t. 


94-484 (Bd., Dec. '77). 

22. Endorsed a document, *‘Toward a Natu n 
Psychiatric Manpower—Problems, Assets am 
dations,” which had been prepared conjointly > 
tive Committees of the American Associaticr -7 
of Departments of Psychiatry and the America 
of Directors of Psychiatric Residency Traini: 5 
FI: 

23. Approved the recommendation of the C » 
Standards of Practice and Third*Party Paymo 


not make a national study of the Insurance £ >. 
(field tested in California) and that ongoing v ~ 
fidentiality issues continue within the Commt ‘2 


fidentiality and the Committee on Peer Revicv 
‘T7). 

24. Endorsed an Area II Action Paper apgr 
Assembly calling for retention of the Commiss « 
cation in Administrative Psychiatry until apn « 
natives are found within or outside APA and re.~. 
vious action of the Board to phase out the << 
1989 (Bd., Dec. 77). 

25. On recommendation of the Assembly, ir 
licizing the fourth edition of the Physicians’ C « 


dural Terminology to the membership and cis ° 


use in insurance reporting (Bd., Dec. '77). 
26. Approved continuing support to the Fa’, 


gram and exploring other sources to fund the p . 
sequent to the termination of support by the à. 


Medical Fund (Ex.C., June ‘77). 


27. Approved a reduction in size of the fl . 


gram to 20 Fellows after 1979 (10 second-yeu 
10 to be chosen that year); requested the Buds. 
to plan for continuing support and authorize 
side funding to partially or, if possible, totally | 
penses to continue the program, including su, 
Fellows’ residency training program, donats T 


Fellow alumni, and donations from APA ni: : 


Mar. '78). 
28. Endorsed the NIMH Minority Fellows 


and urged NIMH to continue its support (Ex C . 


29. Approved inviting an observer-consulti n 
tive of the APA/NIMH Minority Fellows to th: 
this individual to be elected by the current Fele 
in the program (Bd., Mar. 78). 

30. Approved the recommendations of the . 
Liaison with the American Hospital Assoc: 4 
Commission on Standards of Practice and Thi 
ment that APA support the voluntary cost cori 
gram in principle and encourage individuals ‘« 
program in local institutions; that APA take an 
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OFFICIAL ACTIONS 
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l 
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tion that any voluntary cost containment effort must recog- 
- nize continuing and existing psychiatric services, including 
research and education, and must give special attention to 
psychiatric services provided to children, and that the As- 
© sembly request district branches and members to inform 
APA staff ofi the adverse effects of cost containment as re- 
gards psychiatric services in their areas; authorized the Med- 
ical Director, in cooperation with appropriate APA com- 
ponents, to seek outside funding to support a study of cost 
containment (Bd., Mar. '78). 

31. Approved the recommendation of the Assembly that 
APA cease referring to its members as “‘mental health pro- 
fessionals” and cease using the term ‘‘mental health bene- 
fits,” wherever possible (Bd., Dec. '77). 

32. Informally authorized the Joint Commission on Gov- 
ernment Relations to coordinate APA’s response to the 
“Legislative. Guide’? developed by NIMH and currently 
being published in sections in the Mental Health Disabilities 
Law Reporter of the American Bar Association. The first 
section concerning civil commitment was distributed to APA 
members for' comment in December 1977. Responses were 
received, reviewed, and summarized in a special edition of 
the Legislative Newsletter (March 1978) and submitted to 
the editorial board of the ABA publication for publication in 
the MHDLR (Bd., Mar./Apr. ’78). 

33. In collaboration with the President’s Commission on 
Mental Health, APA (Ad Hoc Committee to Plan a Confer- 
ence on the Chronic Mental Patient) held a conference on 
this topic in January 1978. Dr. Talbott, chairperson of the ad 
hoc committee, presented a set of recommendations that are 
embodied in:the preliminary report of the conference to a 
task panel of, the PCMH (Ex.C., Feb. ’78). The ad hoc com- 
mittee is preparing a conference report and working papers 
of the conference for publication. The Board endorsed the 
recommendation of the Joint Commission on Public Affairs 
calling for APA to give high priority to the problems of this 
patient group and to discuss the composition and future 
work of a component concerning these issues (Ex.C., Feb. 
'78). 





ELECTIONS AND TERMS 


I. Voted to continue the present plurality system of bal- 
loting for one more year and then to conduct preferential 
balloting for three years when there are more than two can- 
didates for one position (Ex.C., June ‘'77). 

2. Approved the date of receipt at the Central Office as the 
deadline for APA ballots, since postmarks are often illegible 
or nonexistent (Ex.C., May TH): 

3. Authorized staff to print on the ballot, ‘‘no information 
submitted,’ ff a candidate’s biographical data are not sub- 
mitted on the official form (Ex.C., June '77). 

4. Approved the recommendation of the Ad Hoc Com- 
mittee on Election Procedures that the President (rather than 
the Secretary) approve the APA ballot (Ex. C., June '77). 

Ds Approved printing biographical data in straight alpha- 
betical order jon the reverse of the APA ballot, without re- 
gard to the order of rotation of names on the front of the 
ballot (Ex.C.: June '77). 

6. Endorsed the recommendation of the Ad Hoc Com- 
mittee on Election Procedures regarding clarification of pre- 
sentation of biographical data for candidates for election to 
APA offices, particularly with regard to errors and number of 
items permitted, and authorized incorporation in the Opera- 
tions Manual (Ex.C., Feb. '78). 
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7. Authorized the Committee of Tellers and staff to carry 
out a run-off election, if necessary (Ex.C., Feb. 78). 


ETHICAL MATTERS 


1. Approved a basic change in procedure that all ethical 
complaints (no matter where they arise) must be referred to 
the APA Secretary before there can be any hearing, evalua- 
tion of complaint, or other action—and approved the ‘‘Pro- 
cedure for handling allegations of unethical conduct,” as 
submitted by the Ethics Committee (Ex.C., June '77). 

2. Reaffirmed its: previous opinion that the Nuremberg 
Code and the Declaration of Helsinki are still guides to be 
used by physicians doing research on human subjects. (The 
Ethics Committee was asked to develop guidelines for the 
acceptance of research funding by psychiatrists and to estab- 
lish a task force to assist.) (Bd., Dec. ’77). 

3. Approved the Ethics Committee recommendation that 
any charges of unethical conduct against Corresponding Fel- 
lows or Members or Distinguished or Honorary Fellows be 
referred to the appropriate component of the World Psychi- 
atric Association (WPA) for advice and recommendations to 
assist the APA Ethics Committee in reviewing the complaint 
(Bd., Dec. '77). 

4. Established a Committee on Abuse and Misuse of Psy- 
chiatry in the United States within the Council on Emerging 
Issues to have liaison with its counterpart WPA committee, 
and authorized the charge for the Operations Manual to in- 
clude receiving complaints about ongoing abuses of psychia- 
try in the United States, referring those that are appropriate 
to the APA Ethics Committee and referring general issues 
that do not concern a particular practitioner to the WPA 
committee for discussion and recommendation (Bd., Dec. 
TI: 

5. Approved sending a letter from the APA President to 
the Judicial Council of the AMA with comments and sugges- 
tions about proposed changes in the new AMA Principles of 
Medical Ethics. (The APA Constitution requires APA mem- 
bers to abide by the AMA principles.) (Bd., Mar. '78). 

6. Approved the Assembly position statement on ‘‘ Abuse 
of Psychiatry: Continuing Use of Psychiatry and Psychia- 
trists for Political Purposes,” and agreed to empower APA’s 
delegate to the World Psychiatric Association General As- 
sembly (Dr. Weinberg, President) to decide what specific 
motions he will support and/or introduce at the meeting of 
the General Assembly; and approved the Assembly’s recom- 
mendation that APA urge the World Psychiatric Association 
to establish a mechanism to study reports of political abuse 
of psychiatry and empowered APA’s delegate to bring this to 
the attention of the General Assembly if he deems it appro- 
priate to do so (Ex.C., June '77). 


FISCAL MATTERS 


1. Authorized attendance of an AMA delegate to report to 
the May and fall meetings of the Assembly, and $500 for 
travel expenses to the fall meeting (Bd., May ’77). 

2. Voted, on recommendation of the Assembly and the 
Committee on Constitution and By-Laws, to include the im- 
mediate past Speaker of the Assembly and the Treasurer as 
voting members of the Budget Committee and to revise the 
Operations Manual to include this charge (Bd., Dec. '77). 

3. Approved termination of Suter Associates Retirement 
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Planning Company as administrator of the APA tax-deferred 
annuity plan (Prudential) (Ex.C., June ‘77). 

4. Approved funding from the Board Contingency Fund 
to cover planning and development expenses for the 1977 
fiscal year ($2,000 for the French meeting and $2,950 for the 
Pacific Congress of Psychiatry) and recommended that the 
budgets for fiscal years 1978 and 1979 include funding to sup- 
port these costs for the Second Pacific Congress with the 
expectation that APA would be reimbursed from income 
from these meetings (Ex.C., June ‘77). 

5. Approved APA’s participation in a nationwide survey 
of psychiatrists, conducted by the Medical Activities and 
Manpower Projects Division of Research in Medical Educa- 
tion at the University of Southern California School of Medi- 
cine (Ex.C., June ’77). 

6. Approved in principle the preliminary proposal for 
APA’s fourth Psychiatric Knowledge and Skills Self-Assess- 
ment Program and authorized the PKSAP-IV Steering Com- 
mittee and staff to enter into further negotiations with the 
National Board of Medical Examiners (Ex.C., June '77). 

7. Approved the program specifications and cost estimate 
in the amount of $147,305, as proposed by the National 
Board of Medical Examiners to assist APA in the develop- 
ment of PKSAP-IV (Bd., Dec. '77). 

8. Authorized a voluntary fund-raising campaign to the 
APA membership as the first phase in financing a survey on 
public attitudes toward psychiatry, and authorized ex- 
penditure of $5,000 for the purpose, with the understanding 
that the money thus expended will be returned to APA from 
receipts of the drive (Ex.C., June '77). 

9. Ratified the emergency action of the President, Speak- 
er, and Acting Medical Director to seek outside funding by 
submitting a contract proposal to NIMH on ‘‘Psycho- 
pharmacologic Criteria Development’’ by the deadline of 
August 7, 1977; this contract will provide about $10,000 to 
cover preparation of a document containing such criteria 
(Ex.C., June '77).. 

10. Approved funding for the Commission on Psychiatric 
Therapies in the amount of $10,000 for the first year from the 
Board Contingency Fund to establish the Commission in 
May 1978 and authorized the Commission to seek outside 
funding to supplement APA’s support (Bd., Dec. ‘77). 

11. Approved a 7% cost-of-living increase for APA staff 
as of October 2, 1977 (Bd., Dec. '77). 

12. Approved revising the travel regulations to allow 
reimbursement for the actual cost of rail travel (regardless 
of class) up to the first-class air travel cost, and increased 
reimbursement for automobile travel to 15 cents per mile 
(Bd., Dec. '77). 

13. Ratified the mail ballot of the Board for the purchase 
of a minicomputer in the amount of $103,310 (Bd., Dec. ‘77). 

14. Approved providing complimentary subscriptions to 
all member associations of the World Psychiatric Associa- 
tion via first class mail (Bd., Dec. '77). 

15. Voted, on recommendation of the Assembly, to reim- 
burse deputy district branch representatives for transporta- 
tion expenses (excluding food and lodging) to the spring and 
fall meetings of the area councils to bring this level of fund- 
ing to that of the district branch representative, and to fund 
these expenses from the Board Contingency Fund in 1978 
and to instruct the Budget Committee to include this item in 
the 1979 budget (Ex.C., Feb. ’78). 

16. Approved the recommendations of the Treasurer for 
distribution of surplus funds from 1977 operations and ex- 
cess receipts from the VI World Congress of Psychiatry 
(Ex.C., Feb. '78). 


OFFICIAL ACTIONS 


17. Authorized Dr. Reginald Lourie, in collaboration with 
the Medical Director, to seek outside funding in the name of 
APA to support the program of the Inter-American Council 
of Psychiatric Associations to use the communications satel- 
lite to exchange scientific information between components 
of the IACPF (Ex.C., Feb. '78). 

18. Approved APA’s being represented in the AMA 
House of Delegates by one delegate and one alternate dele- 
gate and authorized funding ($1,180) from the Board Contin- 
gency Fund to support their attendance at the annual and 
interim meetings of the AMA House of Delegates in 1978 and 
instructed the Budget Committee to include this in the 1979 
budget (Ex.C., Feb. ’78). 

19. Voted to inform the AMA that APA wishes to have a 
Section Council on Psychiatry within the AMA as soon as 
APA has been notified that the Association is approved for a 
delegate and alternate delegate in the AMA House of Dele- 
gates and directed the Budget Committee to include at least 
$5,000 in the 1979 budget to fund the Section Council (Ex.C.. 
Feb. '78). 

20. On recommendation of the Assembly, voted to retain 
a Consultant in Parliamentary Procedure to assist in the con- 
duct of meetings of the Assembly in 1978; to fund these ex- 
penses from the Trustees’ Contingency Fund in 1978 (Ex.C.. 
Feb. ‘78). 

21. Authorized $1,000 in suppoft of the National Associa- 
tion of Insurance Commissioners’ Malpractice Closed 
Claims Study (Bd., Mar. ’78). 


INSURANCE 


1. Approved rate increases (in the APA members’ insur- 
ance plan) for hospital and nursing care by 50%. major medi- 
cal insurance by 35%, and a moderate increase for disability 
insurance for those over 50, because of inflation (Bd., Dec. 
TI): 

2. Approved new rates for professional liability insurance 
with the proviso that the Committee on Professional Liabil- 
ity Insurance continue to obtain additional data during the 
next year on which new rate structures can be based (Bd.. 
Dec. '77). 

3. Approved reducing all benefits in APA’s Major Medical 
Plan as a temporary measure in keeping with APA’s policy 
of equal coverage for mental and physical ilinesses; charged 
the Committee on Member, Life, Accident and Health Insur- 
ance to seek ways to affiliate APA’s plan with a larger group. 
and to explore alternatives if the present Insurance plan can- 
not remain fiscally sound (Bd., Dec. '77). Voted to reconsid- 
er its action, but a motion to limit reductions in only psychi- 
atric benefits did not pass and the action of December 1977 
stands (Bd., Mar./Apr. '77). 


LIAISON WITH OTHER ORGANIZATIONS 


1. Authorized APA’s becoming an affiliate member of the 
American Association for Comprehensive Health Planning 
for one year ($200) (Bd., May '77). 

2. Favored ratification of the By-Laws of the Council of 
Medical Specialty Societies which would allow societies 
having conjoint examining boards membership within the 
CMSS (Bd., May ’77). 

3. Granted the request of the American College of Mental 
Health Administrators to use the American Psychiatric As- 
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sociation asia mail address and for purchase of services 
(Ex.C., June '77). 

4, Approved the American Board of Psychiatry and Neu- 
rology (ABPN) policy concerning qualifications of applicants 
with non-U.5S. training, and the criterion for approval of the 
first post-graduate year of training at a training center lo- 
cated outside the United States and Canada, as submitted by 
the ABPN (Ex.C., June °77). 

5. Voted to suggest to the ABPN that the issue of the 
present system of tenure and a possible six-year term for 
directors be studied by the ABPN (Bd., Dec. '77). 

6. Endorsed the concept of inservice training examina- 
tions and instructed the APA Office of Education to work 
with appropriate organizations to develop an external evalu- 
ation program, and authorized a winter 1978 meeting to ad- 
dress the issue of linking inservice training assessment with 
Board certification (Bd., Dec. '77). 

7. Voted to actively explore tripartite composition (APA, 
ABPN, and 'AMA) of the Psychiatry and Neurology Resi- 
dency Review Committee (Bd., Dec. '77). 

8. Endorsed the recommendation of the Reference Com- 
mittee that the full Board of Trustees should review the 
membership ‘survey on Board certification, after response 
had been received from the ABPN and returned for later ap- 
proval by the Board; approved a survey on Board certifica- 
tion to be circulated to ® sample of the APA membership 
(Bd., Dec. '77). 

9. Voted that APA instruct its councillors on the Accredi- 
tation Council for Psychiatric Facilities (ACPF) to urge the 
ACPF to review the present standards for community mental 
health programs and make necessary modifications to ensure 
that high quality psychiatric care will be a significant and 
integral part of all community mental health programs; that 
APA work with AHA to urge the ACPF to move forward 
toward development of core standards; and that APA’s 
councillors to the ACPF be instructed concerning the APA’s 
position in favor of a single inspection of psychiatric facili- 
ties, to avoid multiple surveys (Bd., Dec. ’77). 

10. Voted! to establish liaison with the Association of 
Mental Health Clergy (Bd., Dec. '77). 

11. Votedlto establish formal liaison with the Office of Hu- 
man Development in regard to the proposed White House 
Conference on the Family (Bd., Dec. '77). 

12. Voted ithat APA urge the American Medical Associa- 
tion to effect continuous psychiatric representation on the 
National Joint Practice Commission (Bd., Dec. '77). 

13. Appro; ed APA’s cosponsoring with the National 
Council on the Aging, inc., the Annual Conference on Aging 
to be held April 16-19, 1978, in St. Louis, Mo., at no cost to 
the Association (Bd., Dec. 77). 

14. Recommended that the National Society for Autistic 
Children, thé National Association of Social Workers, and 
the Epilepsy Foundation of America be admitted for mem- 
bership in the Accreditation Council for the Mentally Re- 
tarded and Other Disabled Individuals (Bd., Dec. '77). 

15. Voted/to establish liaison with the American Correc- 
tional Health Services Association for a period of two years 
at no cost toi APA (Ex.C., Feb. 78). 

16. Approved APA’s becoming a cooperative sponsor of 
the Fourth AMA National Congress on Improving the Quali- 
ty of Life with Focus on the Family at no cost to APA 
(Ex.C., Feb.: TT). 

17. Authorized APA’s participation in the formation of a 
National Psychosurgery Board; funding will be sought and 
provided by 'the appropriate agency or agencies in the De- 
partment of HEW (Bd., Mar. '78). 
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MEMBERSHIP MATTERS 


1. Adopted the policy recommended by the Membership 
Committee that the appropriate district branch be notified 
when any member elected to Fellowship has missed three 
Convocations at which the member was eligible to receive 
the medallion and certificate, so that there can be appropri- 
ate presentation and recognition by the district branch (Bd., 
May ‘77). 

2. Accepted for inclusion in the Operations Manual the 
policy that a member is responsible for dues to the district 
branch in which he or she is officially enrolled on the first day 
of January, as recorded in the Central Office Membership 
Division; and that, in the event of transfer to another district 
branch, the above-mentioned payment of dues will keep the 
member in good standing for the balance of the new branch's 
year (Ex.C., June ‘77). 

3. Accepted for inclusion in the Operations Manual the 
recommendation that all joint membership actions, other 
than waiver of dues, shall become effective simultaneously 
in both the national APA and the district branch as of a date 
defined by the Central Office for implementation of the ac- 
tion (Ex.C., June ‘77). 

4. Voted to approve the reduction in dues to $110 per year 
for members who have reached age 70 and who have been 
dues-paying members for at least 15 years but who have not 
achieved life status (Bd., Dec. ’77). 

5. Voted to approve requiring Life Members and Life Fel- 
lows to pay for APA publications after January 1, 1979, at a 
cost of $12 per year for the Journal and $6 per year for Psy- 
chiatric News (Bd., Dec. °77). 

6. Voted to authorize the Membership Committee to in- 
clude Continuing Medical Education requirements for mem- 
bership in its processing review recommendations regarding 
membership status of members to the Board (Bd., Dec. '77). 

7. Voted to approve the policy that the Membership Com- 
mittee utilize Inactive Member and Fellow status on other 
than a permanent basis, that such request be addressed on a 
case-by-case basis, and that recommendations for temporary 
inactive status be limited to one year (Bd., Dec. °77). 


POSITION STATEMENTS AND RESOLUTIONS 


1. Approved the position statement on active treatment, 
pending further comments and approval by the Assembly 
(Bd., Dec. '77). 

2. Approved the Assembly revision of the resolution of 
the Committee of Black Psychiatrists on affirmative action 
(Bd., Dec. '77). 

3. Approved the position statement on abortion as ap- 
proved by the Assembly and the Reference Committee (Bd., 
Wee. Fy: 

4. Authorized publication of the Report of the Task Force 
on Arbitrary Discrimination Against Persons with Previous 
Psychiatric Treatment, including the position statement in 
the report that had been approved by the Assembly (Bd., 
Dec. '77). 

5. Rescinded APA’s 1972 position statement on in- 
voluntary hospitalization of the mentally ill because it does 
not reflect the current situation, and asked the Commission 
on Judicial Action to prepare an interim statement for use 
until the new position being developed by the Committee on 
Psychiatry and the Law has been finished and approved 
(Ex.C., June ‘77). 
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PUBLIC AFFAIRS 

1. Formally requested the President of APA or his desig- 
nee to communicate directly with the president of the Mental 
Health Association in the near future to discuss the issue of 
hard-line tactics regarding the quality of services and effi- 
clency in community mental health centers and other mat- 
ters of mutual interest (Ex.C., June '77). 

2. Authorized the President, Speaker, and Medical Direc- 
tor to release the Joint Commission on Public Relations’ 
press release regarding civil rights of homosexuals, as soon 
as the suggested modifications are made in the document 
(Ex.C., June 77). 

3. Voted to file a formal ‘fairness doctrine’ complaint 
with the Federal Communications Commission against the 
American Broadcasting Company for its news close-up 
documentary, “Madness and Medicine” (Ex.C. June '77). 

4, Authorized the Deputy Director for Business Adminis- 
tration to negotiate a contract with the firm of Yankelovich, 
Skelly and White to conduct the first phase of the Attitude 
Research Project, using the monies in the Public Affairs 
Fund that were collected for this purpose (Ex.C., Sept. '77). 

5. Ratified the emergency action taken by the President, 
the Speaker, and the Medical Director on the submission of 
recommendations to the President’s Commission on Mental 
Health Task Panel on Public Attitudes and use of the media 
for promotion of mental health, as requested by the Joint 
Commission of Public Affairs (Ex.C., Sept. ’77). 

6. Ratified the emergency action taken by the Vice-Presi- 
dent, the Speaker, and the acting Medical Director to send a 
letter regarding the TV program, “The Other Side of Hell,” 
to the President of NBC-TV (Ex.C., Dec. 77). 

7. Ratified the emergency action of the President, Speak- 
er, and the Medical Director to send a letter to the Procura- 
tor General of the USSR, asking permission to send a physi- 
cian-psychiatrist observer to Mr. Scharansky’s trial if psy- 
chiatric conditions are a factor i in this trial (Ex.C., Feb. '77). 

8. Authorized the President and the Medical Director to 
explore the possibility of APA members visiting South Af- 
rica, and to consult with the World Psychiatric Association, 
the Committee of Black Psychiatrists, and the Black Psychi- 
atrists of America concerning their views on such a visit; and 
asked the President to obtain in writing assurances that any 
APA members who visited South Africa would be free to go 
anywhere they wished, | to stay as long as necessary, and to 
use their own interpreters (Bd., Dec. ‘77). 
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OFFICIAL ACTIONS 


PUBLICATIONS 


1. Authorized publication of ‘*What Is a Psychiatrist?” as 
revised by the Council on Emerging Issues, with minor edi- 
torial revisions and with the addition of a qualifying preface 
differentiating psychiatrists’ treatment qualifications from 
others’ (Ex.C., June TN. 

2; Authorized the Joint Commission on Government Re- 
lations, with appropriate committee assistance, to develop 
an operating definition of ‘‘what a psychiatrist does” for pur- 
poses of legislation and in discussions with legislators and 
legislative bodies (Ex.C., June '77). 

3. Approved the ‘‘Model Law on Confidentiality of 
Health and Social Service Records” for publication (prefera- 
bly in the American Journal of Psychiatry, with the consent 
of the Editor) (Ex.C.', Sept. ’77). 

4. Approved publication and distribution of the report of 
the March 1977 Peer Review Conference (Ex.C., June '77). 

5. Approved the Report of the Task Force on Professional 
Liability Insurance for Psychiatrists, ‘Professional Liability 
Insurance and Psychiatric Malpractice,” for publication as a 
task force report (Bd., Dec. 77). | 

6. Approved publishing the proceedings of the APA Sym- 
posium on Culturally Relevant Training for Psychiatrists as 
an APA publication (Ex.C., Feb. '77). 

o ee 


STAFF 


ł 


1. Received the report of the Ad Hoc Committee to 
Search for an Editor'of the American Journal of Psychiatry 
and selected Dr. John C. Nemiah from a list of highly quali- 
fied candidates. Dr. Nemiah will begin his Editorship in July 
1978, when Dr. Francis J. Braceland, who has served as Edi- 
tor since 1965, retires (Bd., Dec. ‘77). 

2: Established a new position, ‘‘Associate Director for 
Government Relations,” in the Division of Government Re- 
lations (Ex.C., June 77). 

3. Approved appointment of a Personnel Advisory Sub- 
committee (on recommendation of the Budget Committee) 
composed of three persons to serve as consultants for a peri- 
od of one year; their function will not include personnel man- 
agement (Bd., Mar. ‘78). | 


H. KEITH H. Bropis, M.D. 
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Report of the Treasurer 


GENERAL:'This report is prepared from audited figures for 
the fiscal period that ended December 31, 1977. Data pre- 
sented also appear in the auditor’s annual report. 

Attached hereto is a statement of financial condition (table 
1) and pie charts (figures 1 and 2) reflecting revenues earned 
and functional costs for the fiscal period. This report, togeth- 
er with the statement and charts, will provide the member- 
ship with the information needed to assess the operation and 
financial condition of the Association. 

FISCAL STATUS Execution of the fiscal year 1977 budget 
resulted in income of $6,684,311.40 (9.4% over the budget 
estimate) compared to expenses of $6,177,009.65 (about 1% 
over the budgeted figure). This experience resulted in a sur- 
plus of income over expenses amounting to $507,301.75 for 
1977. Income was strengthened by additional overhead mon- 
ies stemming from APA’s expanding grant/contract pro- 
pram, increases in advertising sales, and attendance at con- 
tinuing education courses offered during the annual meeting 
that outstripped projectioms. Despite the significant increase 
in activity, the Association was successful in maintaining a 
healthy expense picture. This stems in part from the ongoing 
cooperation among the policy-making bodies, officers, and 
staff in monitoring expenses during 1977. In addition, the 
growing grants/contracts program allowed program expan- 
sion without ‘the increased expenses usually connected with 
progress. Finally, expenses were dampened by the fact that 
IRS authorization for the Association to retroactively 
change its fiscal year period from April 1-March 31 to Janu- 
ary 1-December 31 was not received until mid-March 1977. 
Therefore, new programs contained in the January 1, 1977, 
budget were not implemented until almost April 1977. 

The surplus from operations has been placed in reserve 
accounts. A portion of the $507,302 surplus ($279,650) was 
appropriated|to the Reserve for Dues Stabilization. This re- 
serve account, currently totalling $665,700, was established 
in 1976 as a\source of funds to offset operational costs in 
future years, thus delaying the need for an increase in mem- 
ber dues. An amount of $225,371 was appropriated to the 
Reserve for Future Expansion and Development. This fund, 
amounting to $1,980,000, is scheduled to be drawn upon 
heavily to meet architectural and construction costs of a new 
Central Office building for APA (discussed in detail later in 
this report). The remainder of the surplus ($2,281) was ap- 
propriated to the reserve account entitled Unrestricted Sur- 
plus, which currently shows a balance of $260,009. Total re- 
serves have been adjusted to reflect an unrealized decline in 
the market value of securities over a period of many years 
amounting to $69,089. APA reserves show a balance of 
$2,836,620 as of December 31, 1977. 

PROGRAM DEVELOPMENT: In accordance with a mandate 
from the Board of Trustees, the Association has expanded 
its efforts in the areas of peer review, continuing education, 
government relations, and public affairs. The stimulation of 
income sources has enabled this growth to take place within 
the confines of a balanced budget. 
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During 1977, APA moved ahead in the area of peer review 
by obtaining a government contract in the amount of approx- 
imately $678,000 to establish a retrospective system of peer 
review of CHAMPUS claims for inpatient and outpatient 
psychiatric treatment. The system is to be utilized on a na- 
tional scale. One major task of the project is development of 
review criteria for evaluating the appropriateness of treat- 
ment. 

The Office of Education increased its effectiveness during 
1977 and at the same time achieved a decrease in its 1977 
budget as compared with the prior year. This was achieved 
by a shift in emphasis from operating expenses to personnel. 
Although an Office of Education has existed in APA for 
about 15 years, its initial function was related to continuing 
education projects in psychiatry for nonpsychiatric physi- 
cians. Effective January 1, 1977, the Office was given re- 
sponsibility for all educational efforts within APA, including 
undergraduate, graduate, and continuing education. 

The Public Affairs Division has moved positively toward 
meeting a mandate of the Board of Trustees to advance the 
public image of psychiatry. The Division has been strength- 
ened in terms of both staffing and operating expenses. The 
result is a more positive public relations program for APA, 
especially in the areas of press relations, development of a 
public affairs network, and news releases on the positive as- 
pects of psychiatry. 

The Government Relations Division has been reorganized 
to strengthen APA’s relations with the staff and members of 
the Congress and of the Executive Branch. The Association 
has significantly increased its capacity to develop and pro- 
vide constructive legislative initiatives rather than to react to 
measures that may be counter to the interests of psychiatry 
and the mentally ill. In addition, the Division has initiated 
relationships with other health interest groups to stimulate 
broader consensus support on behalf of psychiatrists and 
their patients. 

EMPLOYEE BENEFITS: The policy of the Association seeks 
to maintain employee salaries approximately commensurate 
with those paid by the federal government (the primary em- 
ployer in the Washington, D.C., area). Thus, a cost-of-living 
increase closely matching that granted by the federal estab- 
lishment (7%) was awarded to our employees in October 
1977. Other benefit costs increased due to staff expansion 
and inflationary pressures; however, these costs were all 
within budgetary guidelines. 

GRANTS AND CONTRACTS: In February 1977, based on the 
recommendations of the Treasurer, the Executive Com- 
mittee of the Board of Trustees identified the obtaining of 
grants and contracts to support needed programs as a top 
priority and authorized an expenditure of $8,000 from its 
1977 Contingency Emergency Fund for the procurement of 
such funds. At that time, the Association was receiving mon- 
ies via grants and contracts at the rate of $294,842 per year. 
Efforts of management, at all levels within the Association, 
culminated in the attainment of five grants/contracts during 
1977 amounting to additional income of $881,892, for a total 
annual income from grants/contracts of $1,176,734. Over- 
head income expected from grants and contracts has in- 
creased from $16,000 projected for 1977 (prior to the top pri- 
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TABLE 1 
Comparison of Fiscal Years 1976 and 1977 
Item 1976 1977 
ASSETS | 
Cash and savings accounts $ 457,620 $ 15,000 
Certificates of deposit 320,000 320,000 
Accounts receivable i 492,203 674,893 
Accrued interest receivable 29,559 38,738 
Deferred and prepaid expenses 99,711 147,545 
Marketable securities | 

Stocks and bonds ! 

(at quoted market! value) 1,023,749 1,047 ,442 

U.S. Treasury bills, etc:, 

short-term investments at cost $94,130 1,165,863 
Notes and advances receivable 

from the American 

Psychiatric Museum ! 

Association, Inc.| | 1,757,085 1,757,085 

Less valuation reserve | (1,757,085) (1,757,085) 
Land and buildings (at nominal 

value) | ] l 
Furniture and equipment (at 

nominal value) l l 
Total assets | $3,016,974 $3,409,483 
Deduct 

Cash and marketable , 

securities allocated from 

general fund to restricted fund 302,223 400,964 
Total general fund ! $2,714,751 $3,008,519 
LIABILITIES | 
Accounts payable and accrued 

expenses | 137,464 11,954 
Due to district branches i 3,639 36,641 
Deferred income | 20,573 23,304 
Reserve for stabilization of 

future dues 579,075 665,700 
Reserve for future expansion 

and development 1,754,629 1,980,000 

Less valuation reserve, 

marketable securities | (38,357) (69,089) 
Total liabilities | $2,457,023 $2,748,510 
Unrestricted surplus 

At beginning of year 257,728 257,728 

Net change during year 

ended ! 2,281 

At end of year 257,728 260,009 
Total general fund $2,714,751 $3,008,519 


; 
j 
t 


H 
1 
f 


ority established for grants/contracts) to $120,000 expected 
during 1978 (an increase of $104,000). Federal funds to sup- 
port fringe benefits for ‘employees are projected to increase 
from $5,000 per year to’ $30,000 (an increase of $25,000). Ef- 
forts to expand revenue from grants and contracts will con- 
tinue in 1978 and prospects are good for continued success. 


CENTRAL OFFICE BUILDING: The Association staff has 


now exceeded the bounds of its existing office building, re- 
sulting i in overcrowded conditions in the Central Office build- 
ings and the leasing of: space at two additional sites. Also, 
staff working conditions are inadequate, especially during 
warm and cold periods, and the trend for increased costs of 
building operations and maintenance noted during past years 
continues. These problems led to an extensive evaluation of 
the APA buildings by an architectural-and engineering firm, 
an assessment of the property by a member of the American 
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Institute of Real Estate Appraisers, and an analysis of real 
estate opportunities for the Association in the Washington 
metropolitan area. 'These studies revealed that renovation of 
the existing buildings is not feasible and point to the need for 
APA to obtain new office space to house its Central Office 
facilities. These studies indicate a current need for approxi- 
mately 32,000 square feet of net usable office space initially, 
with expansion to about 50,000 square feet of space (based 
on industry averages) within 10 years. The Treasurer, in con- 
junction with the Investment Advisory Committee and staff, 
conducted a study of the fiscal implications of a decision for 
the Association to purchase or construct its own building, at 
an estimated cost of $4,500,000, to house its Central Office, 
as opposed to a decision to lease space for this purpose. The 
study revealed that a decision for APA to purchase or con- 
struct its own building would result in net income of more 
than $2,000,000 over a 30-year period.*This compares to 
costs of $37,000,000 if a decision were made to lease. There- 
fore, APA would realize an advantage of about $39,000,000 
over a period of 30 years if it elects to purchase or construct 
its own building rather than lease comparable office space. 
The APA House Committee and staff have reviewed approx- 
imately 20 buildings in the Washington metropolitan area 
and found none that meet the needs of the Association. After 
reviewing over 20 available lots, it has been determined that 
the lot located on the northern cerner of Connecticut Ave- 
nue and Hillyer Place, Washington, D.C., is suitable in terms 
of location and size. A sales contract for the lot in the 
amount of $869,220 was executed on March 20, 1978, by 
both the seller and APA, with the understanding that the As- 
sociation would have 90 days (until June 18, 1978) to conduct 
additional feasibility studies prior to closing. 
INVESTMENTS: The stated investment policy of the Asso- 
ciation is to ‘‘employ sound investment vehicles affording 
the maximum return consonant with safety of capital, i.e., 
the type of investment a prudent individual would seek.’’ As 
a result, the majority of the Association’s portfolio (86.4%) is 
invested in intermediate and short-term securities. The 
$320,000 held in savings and loan association certificates ac- 
crued interest at the rate of 7'/2%, for earnings of $24,000. 


‘Savings accounts in commercial banks (which were opened 


in late 1976 because of low yields on government obligations) 
had an opening balance of $450,000. Funds were held in 
these accounts until the yields on government obligations be- 
came more attractive. As the rates increased, large portions 
of these funds were transferred from these accounts into 
Treasury bills. Interest earned on these savings accounts 
amounted to $18,600. The U.S. Treasury bills constituted 
the remainder of investment funds with a balance of 
$1,165,863 at year’s end. The amounts held during the year 
varied between $2,300,000 and $300,000. Earnings from 
these vehicles amounted to over $82,500 for tfe period. The 
year just ended was a year of decline in the stock market. It 
is interesting to note that in 1977 the percentage of decline 
for the Standard & Poor’s ‘1500, and Dow-Jones Industrial 
Average, and the New York Stock Exchange Composite 
were 10.7%, 11.5%, and 17.3%, respectively. Therefore, un- 
der the guidance of our Investment Advisory Committee, 
our portfolio decreased its holdings in equities and invested 
transferred funds in more secure fixed-income securities 
such as bonds and short-term notes. Equity holdings amount 
to only 13.6% of the total portfolio. The total decline in the 
equities section of the portfolio was 8.2% for the year, which 
compares favorably’ with the market in general. However, it 
should be noted that the average gain on equity investments 
since the establishment of the Investment Advisory Com- 
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FIGURE 1 ' 
Comparison of APA Revenues, in Percents 
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FIGURE 2 
Comparison of, APA Costs, in Percents 
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TOTAL COSTS: $4,233,522 


mittee (from October 1975 through December 1977) has been 


15.2%. Dividends on stocks for the year totaled $17,050 and - 


income from bonds amounted to $30,238. 

PUBLICATIONS: Psychiatric News generated revenues of 
$998,804, contrasted with expenses of $841,006, for a surplus 
of $157,798. The revenue amount represents an increase of 
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TOTAL COSTS: $6.177.010 


$407,658 over the 1976 amount. This gain stems primarily 
from a great increase in advertising revenues. 

The American Journal of Psychiatry produced revenues of 
$874,553 and generated expenses of $948,569, for a deficit of 
$74,016. It should be noted that the Association levies an 
overhead charge to its three publications at the rate estab- 
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lished for indirect costs f for federal grants and contracts. The 
overhead rate for the American Journal of Psychiatry during 
1977 was 37.4% of direct costs. This publication showed a 
surplus of $137, 483, excluding APA overhead charges. 

The Hospital &\ Community Psychiatry journal realized 
revenues amounting to $295,806 and expenses of $394,357. 
The resulting deficit was $98,551. After adjusting for the 
APA overhead charge to the journal, the deficit for 1977 was 
reduced to $10,610. ` 

The Association maintains approximately 90 book titles in 
inventory. The to tal revenues, net of discounts for 1977, 
were $266,457, which showed a modest gain over 1976 to- 


tals. The Association’s publications are produced and mar- - 


keted at prices which assure a return of the printing and dis- 
tribution costs. The excess of revenues from sales over ex- 
penses keeps this activity on a self-sustaining basis, 

VI WorLD CONGRESS'OF PSYCHIATRY: APA served as host 
for the VI World Congress of Psychiatry, held in Honolulu 
from August 28 through! September 3, 1977. In this capacity, 
the Association accepted full responsibility for the business 
and fiscal arrangements for the Congress. The event was 
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successful in both brofessional and operational terms. Pro- 
ceeds from the meeting were sufficient to allow APA to 1) 
donate $50,000 to the: World Psychiatric Association and 2) 
reasonably cover the í costs incurred in the planning and con- 
duct of the Congress. 

CONCLUSION: Ít is a pleasure to present what I believe is a 
very forthright and positive annual report on the fiscal activi- 
ties of APA during 1977 and the financial condition of the 
Association at this time. 

I wish to express my gratitude to the membership for en- 
trusting me with the: responsibility for the fiscal affairs of 
APA over the past two years and to the Assembly of District 
Branches, the Board of Trustees, the officers, and the In- 
vestment Advisory Committee for their support and their on- 
going interest in the financial stability of the Association. 
Appreciation is also due to the Medical Director, the Deputy 
Director for Business Administration, th® Comptroller, and 
the entire staff for their capable assistance whenever needed 


during the year. 


CHARLES B. WILKINSON, M.D. 
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IT Is A privilege to present my fourth annual report to you. I 
am particularly pleased to say that staff development has 
proceeded to a point where we can implement the goals and 
aspirations of our membership in a qualitatively improved 
manner. We are indeed a complex organization with multiple 
functions and perspectives. It is striking, however, that in 
recent years much greater consensus has been achieved re- 
garding how we must be responsible and accountable in pro- 
viding the best possible psychiatric treatment for our pa- 
tients. z 

The Association continues to grow at the rate of approxi- 
mately 1,000 new members per year, and there are distinct 
organizational implications of this level of growth. In my re- 
port this year, I focus on the consolidation of activities that 
members have requested, including continuing education, 
member benefits, government relations, and judicial action. 
In addition, APA is planning a new headquarters building 
which will provide an opportunity to consolidate structurally 
as well as functionally. * 

Internal consolidation of activities, to allow for manage- 
ment by objectives and line functioning, has led to the devel- 
opment of various staff committees to coordinate activities 
involving various staff. Examples of these committees are 
the Staff Committee to Coordinate the Board and Assembly 
and the StaffiCommittee on the Annual Meeting. These com- 
mittees allow for a free-flowing exchange of ideas that we 
hope will improve the various activities that staff is involved 
in implementing for the membership. 

This year |has also brought a new coping phenomenon 
dealing with the multiple areas of accountability. Since Sep- 
tember, we have been concerned with appropriate input into 
the preliminary report of the President’s Commission on 
Mental Health. Now, the vital concern will be providing 
comments on the final report before legislation and regula- 
tion-writing.. 

National health insurance developments must be con- 
stantly monitored while we continue to develop data that will 
support the best possible psychiatric coverage for our pa- 
tients. Related to this, one of the major issues on the current 
horizon is government pressures for medicine to be involved 
with voluntary cost containment. 

During the past year, APA has assumed more of a pro- 
active leadership role in developing a consortium of psychi- 
atric education groups, in meeting and collaborating with the 
Mental Haalfh Association in areas of mutual agreement, 
and with the American Psychological Association in at- 
tempting to define areas of agreement as well as delineating 
adversarial positions. Staff has spent a great deal of time 
working with the executive and legislative branches of gov- 
ernment in attempting to ensure that the NIMH budget is 
adequate, that APA has some input into the changes being 
contemplated at ADAMHA, and suggesting persons to be 
considered for the directorship of NIMH. 

APA has also assumed a growing and important role in the 
international ‘arena; the outcome of the resolution presented 
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by the Association to the World Psychiatric Association at 
the General Assembly in August 1978 in Hawaii will be re- 
ported to you. The APA Committee on Psychiatry and For- 
eign Affairs has been active in a new study, ‘“‘The Emotional 
Aspects of the Present Egyptian/Israeli Interaction,” and a 
group of APA members traveled to Cairo and to Jerusalem 
this year. 

This is a capsule overview of the many activities that your 
staff has been engaged in; I will speak to some of these issues 
in a little more depth. 

For historical purposes, I have asked each department and 
division head, and each deputy director, to prepare a de- 
tailed report on activities. This 1s available to any member 
who might wish a copy. 


CHAMPUS PSYCHIATRIC PEER REVIEW PROJECT 


One of our most innovative projects, perhaps with the 
most far-reaching implications for the field of psychiatry, be- 
gan in the summer of 1977 when a contract was signed be- 
tween APA and the Civilian Health and Medical Program of 
the Uniformed Services (CHAMPUS) to provide a peer re- 
view system that would cover the entire country. The con- 
tract provided $678,054 for operation of the project for one 
year, with a renewal clause. A project office was immediate- 
ly established, headed by Mr. Norman Penner, and staff was 
assembled. 

There are five specific tasks to be carried out by the APA: 
1) provide a National „Advisory Panel of psychiatrists to 
oversee the development and operation of the peer review 
system; 2) develop criteria (inpatient and outpatient) to be 
used by CHAMPUS claims processors to determine which 
claims go to a peer review panel; 3) identify psychiatrists 
willing to conduct CHAMPUS claims peer review; 4) train- 
ing CHAMPUS claims processor personnel to handle psy- 
chiatric claims and case review; and 5) provide peer review. 
The contract provides that each case going to peer review is 
to be reviewed by three psychiatrists. APA will monitor re- 
viewers’ performance and reimburse them at the rate of $50 
per hour. 

Each district branch was asked to provide the names of at 
least four psychiatrists who might serve as peer reviewers. 
Some 300 names were received and a letter of appointment/ 
agreement was sent to 295 psychiatrists. 

In summary, the guidelines have been completed and pre- 
sented to the CHAMPUS staff, the CHAMPUS fiscal inter- 
mediary staffs have been trained in the system, and some 290 
psychiatrists have been assembled and are ready to begin the 
peer review for CHAMPUS. 

Not only is there a high degree of interest in the project as 
evidenced by the large number of letters from members who 
have volunteered to serve as reviewers, but the federal 
employees’ Blue Cross/Blue Shield plan and Aetna have 
asked to be kept informed about the progress of the program. 
There is no doubt that the project will result in a more uni- 
form claim adjudication process nationally than is now the 
case, and may indeed prove to be a model for use by others. 
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GOVERNMENT RELATIONS 


The division provides the interface for APA policy with 
the legislative and executive branches of the government, 
and, in addition, seeks to provide insights into and analysis of 
such legislative and executive activities to assist in the devel- 
opment of APA policy. As a result of APA’s renewed com- 
mitment to improve and expand government relations activi- 
ties as requested by various members and the Assembly, Jay 
B. Cutler, J.D., formerly Minority Counsel to the U.S. Sen- 
ate Health Subcommittee, was appointed Special Counsel 
and Director of the Division in May 1977. During the past 
year the division has actively engaged the Congress on each 
issue that has an impact on psychiatry, ranging from national 
health insurance and health planning to drug regulation re- 
form, NIMH appropriations, reimbursement for non- 
physicians, and others. 

One of the most. important activities, undertaken in con- 
junction with Mr. Sam Muszynski, was ensuring that the 
Health Planning Law (P.L. 93-641) included mental health 
planning. The law has been successfully amended to explicit- 
ly include mental health planning. 

In conjunction with the coalition of psychiatric education 
organizations, the division is actively lobbying to increase 
the budget for mental health manpower training in the Labor/ 
HEW Appropriations Bill, fiscal year 1979, from $86.6 mil- 
lion to $108.25 million. 

In all of the above, and in many more Instances, APA has 
demonstrated proactive legislative responsibilities and is re- 
sponsible for the inclusion of genetic conditions leading to 
mental illness as a matter for research and training under 
Title XI of the Public Health Service Act. 


PUBLIC AFFAIRS 


In August 1977, all APA members received a mailing ask- 
ing for donations to support a survey of public attitudes to be 
under the direction of the Joint Commission on Public Af- 
fairs. Obviously this was an activity that greatly interested 
the membership, and more than $50,000 was donated by 
APA members to support the study. The survey was begun 
in November and preliminary results were shared with the 
members at a special session during the annual meeting. The 
firm of Yankelovich, Skelly and White, a nationally promi- 
nent research organization, conducted the survey; it is antic- 
ipated that there may be additional research or public rela- 
tions programs developed on the basis of results of the re- 
search. ! 

The division produced the first two issues of the Public 
Affairs Network Newsletter; in its first year, this network has 
grown to include 33 district branches and will be extremely 
useful in working with the news media. 

The division hopes to provide accurate information about 
the psychiatric profession, refer reporters to experts in the 
field, establish more ongoing relationships between members 
and the media, and encourage reporting of events favorable 
to psychiatry in order to enhance its public image. In relation 
to these efforts, the division issued 10 press releases in- 
volving: APA’s position on homosexuality, the Joint Infor- 
mation Service study on nursing homes, passage of the 
ERA, a protest of the ABC broadcast ‘‘Madness and Medi- 
cine,” and comments on the preliminary report of the Presi- 
dent’s Commission on Mental Health. 

In March, APA was informed that the National Science 
Foundation had awarded a grant of $37,600 to support a 
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Symposium for Media Writers, ““Research Briefings on Men- 
tal Health,” to be held this summer. Mr. Robert L. Robinson 
and the Division of Public Affairs will work with the Joint 
Commission on Public Affairs in arranging for this meeting. 


GENERAL COUNSEL 


On January 1, 1978, Rogovin, Stern and Huge were desig- 
nated General Counsel for the American Psychiatric Associ- 
ation. Before that, Mr. Joel Klein of that firm had served as 
Special Counsel. The major litigation effort of APA (other 
than judicial action matters) was to challenge the ABC pro- 
gram ‘“‘Madness and Medicine.” A “Fairness Doctrine” 
complaint was filed with the Federal Communications Com- 
mission in October, attacking the bias of—and the harm to 
the public created by—‘‘Madness and Meflicine.*’ FCC staff 
has been actively investigating the complaint; ABC replied 
to the issues raised by APA in the complaint and APA also 
responded to the ABC document and filed additional materi- 
als, including an affidavit from Dr. Russel L. Guiss. Super- 
intendent of Dammasch State Hospital in Wilsonville, Ore., 
expressing concern about the biased approach used by ABC 
in filming and reporting on conditions at that hospital. As 
yet, the FCC has not ruled on the complaint. 

Mr. Klein and the firm have begn quite active in advising 
the district branches on various legal matters, particularly 
those involving ethics and tax status, matters of con- 
fidentiality, and state commitment laws. 

Another major activity was a legal analysis of the issues 
involved in setting up a body within the World Psychiatric 
Association to investigate and monitor abuses of psychiatry 
throughout the world. This analysis was used by Dr. Jack 
Weinberg and me at the meeting of the WPA Executive 
Committee in New Delhi in January. I plan to report further 
on the follow-up of issues relating to the WPA later in this 
document. 


OFFICE OF EDUCATION 


There has been rapid growth and development of the Of- 
fice of Education under the guidance of Dr. Carolyn Robin- 
owitz. The structure and function of the office continue to 
undergo major change. The office, in collaboration with the 
Council on Medical Education and Career Development, has 
been able to make great progress in the area of psychiatric 
education and has allowed APA to play a leadership role in 
the academic community as convenor, overseer, and stimu- 
lator for consortial projects from all sectors of the academic 
community. As part of its responsibility for all education ef- 
forts, the office has expanded its activities in°the areas of 
undergraduate, graduate, and continuing education, and has 
become increasingly involved in issues related to manpower 
development. 

The Office of Education has cosponsored approximately 
335 programs for an estimated 4,606 hours of Category I 
CME credit. These programs have been developed primarily 
by district branches; the office has worked most closely with 
branches in New York, Massachusetts, Colorado, Washing- 
ton, and the District of Columbia. Staff is also available for 
program consultation to district branch continuing education 
committees, and Dr. Robinowitz and Assistant Director Dr. 
Sue Quick have visited a number of branches and Area 
Councils during the past year. 

APA continuing education will be mandatory to retain 
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membership, and the office will begin to inform individual 
members of|the need to comply with the CME requirements 
on or before July 1, 1979. An information and recording 
booklet has been prepared and mailed to members; there is 
also a fact sheet on continuing medical education which was 
mailed to the entire membership. Reminders and information 
have also been prepared for district branch newsletters and 
for Psychiatric News. 

The Ani of Education was awarded. a grant to hold a 
series of national and regional conference workshops on Ed- 
ucational Development for Psychiatric Educators (EDPE). 
These meetings are designed to stimulate development of ed- 
ucational planning, implementation, and evaluation skills, 
and have been planned through the joint efforts of APA and a 
consortium of psychiatric educational organizations. A na- 
tional conference was held in January 1978 focusing on the 
topic Teaching thé Resident How to Teach. There were 200 
participants, and initial feedback and evaluation have been 
quite positive. Future planned activities include two or three 
regional conferences in 1978-79 and publication of pro- 
ceedings and continued development of resource materials 
for teaching 

As the eonrnuing education functions of the annual meet- 
ing increase, there has been greater liaison between the Of- 
fice of Education, the Division of Public Affairs, and the Of- 
fice of Professional Affairs in planning and implementing 
these activities. 

Problems are related to change, increased demands, and 
further development of functions. During the coming year 
the office hopes to determine and implement policy on basic 
and continuing education through work with the Council on 
Medical Education and Career Development, develop a 
stronger research base in all aspects of psychiatric educa- 
tion, develop educational materials for the field, develop and 
maintain closer liaison with other staff and with outside or- 
ganizations regarding government activities to ensure APA’s 
viability, deyelop a closer working relationship with ABPN 
to develop a research base to determine the reliability and 
validity of the evaluation process, and to extend the close 
working relationships with psychiatric service and education 
organizations, with nonpsychiatric medical specialty so- 
cieties, educational organizations, and other mental health 
disciplines in areas of common interest and concern. 





DEPUTY ee DIRECTOR 

During this past year, Dr. Donald W. Hammersley was 
instrumental i in negotiating the contract with CHAMPUS 
and the Department of Defense which has resulted in the 
APA projectialluded to earlier in this report. Negotiated pri- 
marily beqaifse of his efforts, this innovative collaboration 
between APA and CHAMPUS is one of the first national 
peer review projects undertaken by a medical specialty or- 
ganization. 

Working with an ad hoc committee, Dr. Hammersley and 
his staff planned and carried out the logistics for the Confer- 
ence on the! Chronic Mental Patient, held January 11-14, 
1978. The conference, held in collaboration with the Presi- 
dent’s Commission on Mental Health, produced important 
recommendations which were presented to the President’s 
commission and will be circulated to APA components, with 
a view to developing an APA policy and program for the 
chronic mental patient. 

Under a contract with NIMH, APA has submitted a docu- 
ment on ““Psychopharmacologic Screening Criteria,” and 
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we hope NIMH will grant permission to publish these cri- 


teria in the next revision of the APA Manual for Psychiatric 


Peer Review. Dr. Hammersley, working closely with Dr. 
Richard Dorsey, provided support to the panel of experts 
who developed these criteria as a model for a review process 
to identify what prescribing practices of psycho- 
pharmacologic medication should be Cama in peer re- 
view. 


OFFICE OF PROFESSIONAL AFFAIRS 


During 1977 this office developed a brochure titled ‘*Ca- 
reers in Psychiatry’’ to answer the increased number of in- 
quiries (more than 900 in 1977) concerning the practice of 
psychiatry which come in from high school and college stu- 
dents. This ts a valuable information booklet that is available 
to anyone interested. ' 

The Hospital & Community Psychiatry Service continues 
at the approximate level of last year, with slightly over 800 
institutional members, The H&CP Institute, held in San 
Francisco in 1977, was a success and attracted more than 
1,135 registrants. The focus of the meeting, ‘“The Chronic 
Patient: Rights, Responsibility, Resources,” provided valu- 
able information to the Conference on the Chronic Mental 
Patient and to the President’s Commission on Mental 
Health. . 

There has been an increase in activities in this office, as 
Dr. Henry Work has: assumed staff responsibility for the 
Staff Committee on the Annual Meeting, the Staff Com- 
mittee to Coordinate :‘Board/Assembly activities, the Pro- 
gram Committee, the: Assembly, and the Council on Re- 
search and Development. In addition, Dr. Work serves as a 
member of the Steering Committee for the Key Conference 
Recommendations. 

Many liaison activities are carried out through this office; 
Dr. Work was recently elected secretary of the Group for the 
Advancement of Psychiatry and secretary-general of the 
American College of Psychiatrists. 


OFFICE OF MINORITY AFFAIRS 


Mental health issues relating to underrepresented groups 
continue to be the main focus of activity and responsibility of 
the office. In addition to providing staff support for the Coun- 
cil on Children, Adolescents and Their Families, and to the 
Council on National Affairs, the office has directed time and 
effort toward keeping channels of communication open be- 
tween the councils and.the various components in liaison ac- 
tivities, both within and without the APA structure. Liaison 
has been maintained with the American Academy of Child 
Psychiatry, the American Association of Psychiatric Serv- 
ices for Children, State Mental Health Representatives for 
Children, and the American Academy of Family Practice. 

In addition, Dr. Jeanne Spurlock serves as the APA offi- 
cial liaison to the American Medical Women’s Association 
and is a member of the NIMH Epidemiological Review Com- 
mittee and the Graduate Medical Educational National Re- 
view Committee (GMENRC). 

This year, a second Research Symposium was held for the 
APA/NIMH Fellows., There were 11 new fellowships 
awarded and 16 renewed; 6 Fellows completed their training 
in 1977. A committee of APA/NIMH Fellows volunteered to 
assist in the development and evaluation of a questionnaire, 
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tọ be distributed to all American medical schools, to assess 
mental health services fór medical students. 

This office has also provided support during the planning 
stage of the proposed Survey of Psychiatric Services for 
Black and Coloredi peoples in South Africa. This study de- 
veloped from charges ofialleged psychiatric abuse, the refu- 
tation of the charges during the VI World Congress of Psy- 
chiatry, and the subsequent invitation for APA to send two 
psychiatrists to visit South Africa, at the expense of the 
South African government, to look at psychiatric facilities. 
The visit is still in the planning stages but we are hopeful that 
it will occur during the coming year. 


BUSINESS ADMINISTRATION 


This office has now been in operation for three years. 
During 1977, emphasis was placed on provision of support 
services and fiscal Fesources necessary for expansion and re- 
finement of priority programs, preparation of a balanced 
budget for fiscal year 1978, continued reorganization of the 
business activities, | and planning for the development of new 
office space for APA. . 

The introduction of ajnew accounting machine and remit- 
tance control machine thas minimized errors, reduced the 
time required to complete transactions, and provided for 
more detailed analysis and reporting of costs. 

The Publications Services Division has assumed responsi- 
bility for the Publications Sales Office, providing coordina- 
tion and control. In addition, this division has been active in 
monitoring and stimulating sales of advertising space. Sales 
increased by over $200,000 during 1977. A comprehensive 
project to evaluate the performance of the present advertis- 
ing sales representatives has been initiated. 

The Administrative Services Division has moved ahead 
significantly i in the area! of member benefits with the estab- 
lishment, in May 1977, of the Office of Member Benefits. 
This office allows APA to respond to the needs of members 
more effectively and efficiently, and has enhanced coordina- 
tion of APA components involved in insurance benefits for 
members. 

During 1977, APA staff personnel increased from 107 to 
122; 118 full-time and 4' part-time. In addition there were 13 
terminations, for a turnover rate of 15%. 

The Administrative Services Division also undertook the 
major task of revising the Personnel Policy Manual, a task 


which has not been done since 1963. 
| 
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ASSEMBLY/BOARD ‘ 

{ 
This year staff has attempted to help achieve a more viable 

š A Í í 
communication system:not only between the Board and the 
Assembly but with the: district branches and area councils. 
In September the |position of Coordinator for the Board and 
Assembly was established and Ms. Jeanne Robb was ap- 
pointed to this post. In addition, during this past year we 
have attempted to provide additional staff support to the 
Area Councils, and various members of the staff have at- 
tended these meetings’ to discuss issues of concern, e.g., 
continuing education, government relations, and public af- 

fairs, just to mention a' few. 

To achieve better staff coordination, a committee was ap- 
pointed with Dr. | Work as chair; members include all those 
who provide support to the Assembly, the Board of Trustees 
and the Reference Committee. 
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In June, immediately following the 1977 annual meeting, 
the district pe al et secretaries came to the APA 
Central Office for in orientation session. This meeting was 
essentially one in which we attempted to provide informa- 
tion about how the Association operates and information 
about staff structure. It was a very productive meeting and 
will probably be repeated i in 1979. 

This year, steps were taken to close the communication 
gap between the Assembly and the other APA components, 
namely, the councils, commissions, committees, and task 
forces. During the Fall Assembly Meeting period, the As- 
sembly liaison members to APA councils and other com- 
ponents met before and after the meeting to discuss how best 
to communicate information to the Assembly and to provide 
for Assembly input into issues under discussion. 


f (s 
AMERICAN JOURNAL OF PSYCHIATRY 


After 13 years of distinguished service during which the 
Journal achieved preeminence among psychiatric period- 
icals, Dr. Francis J. Braceland announced his retirement as 
of July 1978, and the Board of Trustees selected Dr. John C. 
Nemiah as his successor. 

In his final report to the Board of Trustees Dr. Braceland 
noted that in 1977 the Journal had experienced a larger in- 
crease in the number of papers received than in any year 
since he became Editor; the overall increase was 19%— 
1,220 papers received in 1977 compared with 1,028 in 1976. 
An ad hoc committee, headed by the then Editor Designate, 
Dr. Nemiah, met and discussed various solutions to prob- 
lems occasioned by ‘the large backlog of accepted manu- 
scripts resulting in part from the increased number of sub- 
missions. Among the suggestions were printing one or more 
special issues or supplements, preferably grouped around a 
given topic and carrying some advertising (which would help 
defray costs), and adding more pages to the text section of 
each issue for at least a six-month period. The staff is mov- 
ing toward implementing these recommendations. 


PSYCHIATRIC NEWS 


This is the 13th year of publication of this newspaper, 
which continues to provide the APA membership with broad 
coverage of various subjects of interest to psychiatrists. In- 
dependent studies: indicate that the newspaper is probably 
the most widely read publication in the field. 

During 1978, a new standing Committee to Review Psychi- 
atric News will be appointed, reporting to the Council on 
Internal Organization. Staff welcomes this direct member in- 
put in determining whether Psychiatric News isocontinuing 
to meet APA memiber needs. 


HOSPITAL & COMMUNITY PSYCHIATRY 


During 1977, this journal continued to make progress in 
closing the gap between income and expenditures and steps 
are-being taken to strengthen its financial base. There is now 
under way a review of H&CP’s advertising sales to deter- 
mine if the journal is currently being represented to the best 
advantage and if not, what steps should be taken to ensure 
that it is. 

The magazine has;been promoted primarily to psychiatric 
units of general hospitals, but promotional material is also 
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being mailed to private psychiatric hospitals, community 
mental health centers, partial hospitalization programs, and 
other groups. 
` H&CP is unique in that it is the only monthly journal spe- 
cifically directed to professionals who work in organized 
treatment settings. 


DATA PROCESSING DEPARTMENT 

The Data Processing Department, under the Membership 
Division, was officially established in late April 1977. A long- 
range plan had been developed and APA contracted with 
Oceanic Enterprises, Inc. for a cost-effective turnkey sys- 
tem; OE] was to develop APA-owned software in a language 
compatible with the mini-computer that APA would even- 
tually purchase at the end of a three-year timesharing peri- 
od. 

However major internal problems developed at OEI and 
it was finally concluded that they could not complete the 
work. Increased staff technical expertise and recognition of 
the problems associated with dependence on an outside 
company to produce necessary work resulted in staff recom- 
mending the purchase of a mini-computer and custom soft- 
ware, which was approved by the Board of Trustees in De- 
cember. During this perio¢ the department has produced and 
mailed 5 dues billings, processed dues payments, billed for 
40 of the 71 district branches, completed specifications for 
all data processing requirements, and redesigned dues notice 
and membership card forms. 

This has been a transition year; all work completed was 
due to heroic efforts by the staff of the Data Processing De- 
partment. It is our hope that all phases of the system will be 
fully operational by 1979. 


t 
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LIBRARY : 

The librarian serves as liaison to the newly formed His- 
tory, Library and Museum Committee. This group (formerly 
the History Commission) has prepared a ‘‘Bibliographic 
Guide to the History of American Psychiatry, which will be 
published in 1978. 

A staff survey was conducted to determine the library’ S 
present information functions and future directions. As a re- 
sult of this survey, a Staff Library Committee has been 
formed to discuss future directions of the library. 

The archives special fund was terminated in 1977. How- 
ever, many collections of interest to the history of APA and 
psychiatry in general were acquired. 

In additione archives staff have developed an overall rec- 
ords management program for the Association and’a records 
management person is now a part of the library staff. During 
1978, there will be an inventory and scheduling of records in 
order that accurate and necessary records are properly 
stored. 


| 
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i 
VI WORLD CONGRESS 


This staff office was terminated on April 31, 1978, with the 
final reports on file. The meeting, held in Honolulu in August 
1977, was a financial success; after all bills had been paid, 
APA was able to forward $50,000 to the World Psychiatric 
Association for use in operating the secretariat until the next 
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World Congress. A total of 4,506 persons were registered at 
the congress. 


MEETINGS MANAGEMENT DEPARTMENT 


This department was responsible for arranging more than 
200 meetings during 1977, including the fall meetings of com- 
ponents, Board of Trustees, Assembly, the Institute on Hos- 
pital & Community Psychiatry, and the annual meeting. In 
addition, the department was responsible for logistics for the 
VI World Congress of Psychiatry. 

Also, for the first time in APA history, Meetings Manage- 
ment was to be involved in the logistics and staff support 
for the Joint Meeting of the Association with the Société Me- 
dico-Psychologique in Paris, scheduled immediately follow- 
ing the 1978 annual meeting. It is our feeling that staff should 
be involved in these joint meetings in order that the very best 
possible planning for our members can be accomplished. 


MEMBERSHIP SERVICES AND STUDIES 


The major events of 1977 were the return to the division 
of responsibility for dues billing other than production and 
mailing, problems with dues billing associated with the 
breakdown of the computer service, the signing of a contract 
with NIMH for a census of psychiatric manpower, and pro- 
duction of the Biographical Directory. 

As of January 1, 1978, APA membership stood at 24,210, 
compared to 23,301 in 1977. APA continues to grow at a rate 
of approximately 1,000 new members per year. 

During 1978, the division will begin the manpower study, 
with the hope that valuable data will be developed. 

The workload of the division continues to increase. Apart 
from the increase in sheer numbers of members and men- 
bership transactions, a number of functions have been added 
to or returned to the department, and existing functions such 
as balloting have become more complex and time-consum- 
ing. In addition, this division will now provide staff support 
to the Committee on Constitution and By-Laws, and contin- 
ue to do so for the Committee of Tellers, the Membership 
Committee, and the Ad Hoc Committee on Election Proce- 
dures. 


JOINT INFORMATION SERVICE 


This continues to be a very productive and important ac- 
tivity, jointly sponsored by APA and the Mental Health As- 
sociation. One of its most important studies was published 
this year, Mental Health Services for the Elderly. Also, a 
report of a study of prevention services provided by commu- 
nity mental health centers will be published shortly. During 
the coming year, JIS will seek additional outside funding to 
support four extremely important studies: ‘‘The Effect of 
National Health Insurance on Psychiatric Services in Cana- 
da,” “The Role of the States in Mental Health Research,”’ 
and two studies intended to encourage the proliferation of 
psychiatric services in general hospitals. 


OTHER ACTIVITIES 


This past year, at the request of the Assembly and the 
Board of Trustees, Dr. Jack Weinberg, as the official APA 
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delegate to the World Psychiatric Association General As- 
Sembly, introduced a resolution that asked that WPA estab- 
lish a Committee to Review the Abuse of Psychiatry, which 
would receive and review allegations of violation of the 
WPA policy regarding: abuse of psychiatry and to recom- 
mend such corrective actions which seem appropriate to the 
WPA Executive Committee. This motion was passed by the 
General Assembly. 

Drs. Jack Weinberg and Melvin Sabshin attended the 
WPA Executive Committee Meeting in New Delhi, India, in 
January to discuss the formation of this committee and pre- 
sented a document, prepared by the APA General Counsel, 
dealing with the legal issues involved in setting up such a 
committee within! the WPA. The WPA president has ap- 
pointed an ad hoc committee to consider the form and func- 
tion of the committee. ' | 

Also, Mr. A.B! ' McNulty, former Secretary of the Euro- 
pean Commission on Human Rights, will work with a com- 
mittee of three jurists who will be asked to advise the WPA 
on procedures to be adopted. In addition, Mr. McNulty will 
meet with APA and the All-Union Society of Psychiatrists 
(of the U.S.S. R.) to discuss issues involved in the estab- 
lishment of such a committee. 

APA has assumed a very proactive role in the field of in- 
ternational psychiatry. The APA Committee on Psychiatry 
and Foreign Affairs has travelled to Cairo and to Jerusalem 
to discuss the emotional aspects of the present Egyptian/Is- 
raeli interaction,| meeting with various government and 
health officials. | 

At the request of the district branches and the Assembly, 
the Commission on Judicial Action has laid out a plan to as- 
sist in district branch litigation, including monies to support 
legal cases in the states. Guidelines have been drawn up and 
APA will support| only those cases that have important pub- 
lic policy implications. For example, APA will support cases 
involving standards for'civil commitment, the so-called right 
to treatment and the right to refuse treatment, and those in- 
volving important issues of patient confidentiality. 

The Commission on Judicial Action hopes that this pro- 
gram will be of assistance to the district branches; we will 
report further to you next year on the outcome of the first 
year of experience. 

APA has eond ‘and accelerated its efforts to secure 
psychiatric input into the national health planning structure 
established by P. L 93-641. Efforts have been focused to- 
ward seeking substantive changes in the number of federal 
regulations required by the act, sustaining district branch in- 
volvement with state and local health planning agencies, and 
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bills recently ain to revise and extend the planning 
act. 

Mr. Sam Muszynski, who has directed the Office of Com- 
prehensive Health| Planning, also serves as Liaison Officer 
for Federal Agencies. The office functions have expanded to 
include various additional activities with federal agencies re- 
sponsible for the administration of programs that affect psy- 
chiatry including health manpower regulations required to 
nated APA responses to a number of issues of import to psy- 
chiatry including health manpower regulations required to 
implement P.L. 94-484, the Health Professions Education 
Assistance Act of 1976, reports and recommendations of the 
National Commission for the Protection of Human Subjects 
of Biomedical and Behavioral Research, and regulatory pro- 
cedures reform in the Department of Health, Education and 
Welfare. 

As we become more active in the legi8lative field, it is of 
equal importance for APA to have input into the regulation 
writing process that implements the laws affecting psychia- 
try. 


CLOSING REMARKS 


We continue to make progress in, our attempts to coordi- 
nate staff functions i in order to pgovide maximum service to 
members. 

1978 will be an active year as we respond to the Report of 
the President’s Commission on Mental Health, providing in- 
put into any legislation that 1s proposed as a result of the 
recommendations; as we make plans to implement the new 
Constitution and By-Laws, if the changes are approved by 
the membership; as we work with the many agencies of gov- 
ernment that impinge on the practice of psychiatry: HEW, 
ADAMHA, and NIMH, to name just a few. In all of these 
activities, we will carry out the mandates and policies of the 
Assembly, the Board of Trustees, and the members. 

I would like to thank each of the officers, members of the 
Board of Trustees, officers and members of the Assembly, 
and all of the many members who have worked so hard to 
improve our organizational effectiveness. 

As Dr. Tack Weinberg’s presidential year comes to a 
close, I want to express to him our appreciation of his strong 
leadership and good working relationships with staff. His 
support has indeed made this complex, changing year a most 
pleasurable one. | | 


MELVIN SABSHIN, M.D. 
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Report of the Speaker 


THE ASSEMBLY of the American Psychiatric Association cel- 
ebrates its Quarticentennial at this 1978 Annual Meeting. As 
the twenty- -fifth Speaker of the Assembly, it gives me pride 
and satisfaction to look upon the accomplishments of the 
past quarter century of “‘grassroots’’ involvement in the de- 
liberations of our professional organization. This past year 
particularly has seen some milestones. I would like to enu- 
merate some of them for you. 

Perhaps our most significant organizational event is bring- 
ing to closure the deliberations about the governance of 
APA, and developing for presentation at this meeting and for 
vote of the membership i in 1979 changes in the APA Consti- 
tution and By-Laws. The product developed is the distillate 
of extensive ‘input from the district branches and the con- 
sequence of what was called the “Key Conference” three 
years ago. I look forward to the reception our membership 
will give this proposal when it comes to them for vote in 
1979. 

The Assembly has accomplished many things over the 
past year. We have realized a revision and updating of the 
Procedural Code that governs the conduct of the Assembly. 
We have accomplished revision and updating of the Guide- 
lines for District Branch Officers, providing for the district 
branch leadership a ‘‘how to. do it” handbook to ease the 
often burdensome administrative and organizational chores 
of our leaders. For the first time, district branch executive 
secretaries participated in a productive orientation and train- 
ing session conducted by central office staff. We have seen 
the Assembly take the initiative in developing guidelines for 
caring for and serving impaired physicians, which augment 
and complement the position of the American Medical Asso- 
ciation. We have seen a new relationship between the As- 
sembly liaison persons and the APA council structure, with 
more forceful leadership and direction on the part of the As- 
sembly in the:councils. A precedent was established by virtue 
of the President-Elect consulting with the Speaker—Elect of 
the Assembly on APA Presidential appointments, utilizing 
the extensive and very satisfactory suggestions and recom- 
mendations solicited from the district branches. The Assem- 
bly Executive Committee supported the action of the Board 
of Trustees in obtaining a site for a new headquarters build- 
ing. Engineering surveys and soil testing are in progress and 
an architect has been selected. A new headquarters building 
promises long-range cost savings and functional improve- 
ment of our Central Office activities. The position of Record- 
er of the ASsémbly has evolved into an extremely important 
post: summarizing, keeping track, and reporting to the As- 
sembly action items completed; items referred to district 
branches for’ study, comment, and recommendation; or 
items referred to other components of APA. I am indebted to 
John Houck for his excellent stewardship of this difficult and 

. 4 a a E . 
extremely important task. Recognizing that this is our Silver 
Anniversary year, and acknowledging the importance of a 
sense of history in the organizational decision-making proc- 


This is an edited version of the report presented by the Speaker of 
the Assembly of District Branches to the annual business meeting 
in Atlanta, Ga.: May 9, 1978. 
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ess, a historical update of the Assembly and the district 
branches was developed. 

I would like to share with you some of my perceptions of 
trends within the practice of psychiatry. I see a continuing 
transition from theory to technology. Technology in the 
practice of psychiatry has differed from technology in the 
rest of medicine. In the general medical field, the hospital 
was perceived as the only location in which to apply tech- 
nology, and the heightened expectations were related to 
magical cures. Technology did not create the cure-all that 
had been anticipated. The disillusionment, disappointment, — 
frustration, anger, and further demands for a response— 
from government, and from the technology of today’s so- 
ciety—were the inevitable result. Technology in the practice 
of psychiatry operates in a direction different from that of 
general medicine in that psychiatry has decreased rather 
than increased its dependence on the hospital. The psycho- 
dynamics of the 1940s were overrun by the psycho- 
pharmacology of the 1950s and the heightened expectations 
of the 1960s, and the community mental health center move- 
ment expanded psychiatry into a “‘quick fix” for broad social 
problems. I hope we are at the tail end of the rebound anti- 
medical and antipsychiatric attitude of the 1970s. 

There is a seductiveness in nostalgia. We wish that we 
could return to the physician—humanist model of the early 
part of this century. It is my hope, and it will be my effort, to 
see the new psychiatrist modeled as a physician-humanist~ 
scientist, who feels comfortable in the arts and the sciences 
and can provide clinical and program guidance for patients 
who are unable to cope with life crises or whose structure of 
character and personality cause them to abrade the social fa- 
bric of our communities and who may need highly technical 
intervention, as well as those with major mental disorders, 
for whom compassion, understanding, and human care must 
serve as we strive for greater scientific knowledge of these 
illnesses so painful to our patients and their families. 

This past year saw the United States as the host country 
for the meeting of the World Psychiatric Association. We 
have concerned ourselves with the “‘rights issues” that re- 
sulted from this meeting. There was also much scientific and 
technological information and knowledge presented in 
Honolulu that can be helpful to us in program designs. We 
find that retrospective studies about the causes and results of 
mental disorder are still in process and are telling us the 
same things cross-culturally. The expectation that ‘‘con- 
trolled cultures” would enable follow-up and provide infor- 
mation not revealed in the United States has not borne fruit. 
Prospective studies are still in the ‘‘maybe’’ stage. The Third 
World countries appear to place a great emphasis on the use 
of social policy as a means of influencing health and con- 
trolling disease. Thus far what we have seen is that death- 
preventing technology has been successful; however, dis- 
ability-preventing technology has not. We also have seen 
that, cross-culturally, primary prevention as a relevant and 
successful technology is not in view. 

Observation on a lighter side about our activities leads me 
to make a few irreverent comments about our annual meet- 
ing. Having participated in some 15 of these annual meetings 
in my 20-plus years as an APA member, I must say that the 


Am J Psychiatry 135 10, October 1978 


i 
APA annual meeting seems to be the intellectual equivalent 
‘of a fundamentalist revival. We attend, purge ourselves of 
guilt over neglect and inaction, and return to our clinics and 
practice doing the same things we have been doing. We see 
an ecumenical embrace of indulgences in the form of CME 
credits, in addition to the traditional tithing by a dues pay- 
ment and fees. One thing CME has done is to teach doctors 
to be ‘‘creative” when completing their CME forms. Wheth- 
er the annual meeting will survive as an APA institution re- 
mains to be seen, The: American Medical Association, the 
nation’s largest professional group, is abandoning its huge 
annual meeting and replacing it with a series of smaller re- 
gional meetings directed primarily toward meeting contin- 
-uing medical education'requirements. The bell you hear toll- 
ing may be blown by the winds of the Equal Rights Amend- 
ment. 
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I could not end without some commentary about the most 
important public mental health event in the past two dec- 


ades—the establishment of the President’s Commission on 


Mental Health. Although modest in its service recommenda- 
tions, the report recognized and addresses great needs in re- 
search, and puts focus on the oft-neglected group of patients 
with major mental disorders. Let us be ready for a real surge 
of progress as the seeds of this report take root in the capital 
of this country and its recommendations are implemented in 
our programs throughout the land. 

Participation in the affairs of APA as one of its elected 
officers, although exhausting, is a very rewarding personal 
and professional experience. I thank you for the opportunity 
to serve. 


DANIEL A. GRABSKI, M.D. 
@ 
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THE ASSEMBLY has been fortunate in its leadership during 
the 25 years ‘of its history, and it is an awesome honor to 
have been chosen as its Speaker in these troubled times. The 
past several years have witnessed many changes in the or- 
ganization of the American Psychiatric Association, and 
much of what had been thought to require constitutional re- 
vision has already been effected through less drastic modifi- 
cations of procedures. The net result has been an amicable 
balance between the powers of the Assembly and the Board 
of Trustees, whos continuing attentiveness to the spirit of 
the Key Biscayne Conference can only be admired by those 
who view structure as a means to an end rather than an end 
in itself. Whether the current alliance between those two 
bodies will be enough to secure the goals of APA remains for 
the membership to decide. I hope that whatever decision is 
made will be.on the basis of an informed membership, and 
that every effort will be made—at every level of APA—to 
look at the implications of the proposed changes in the Con- 
stitution. ý 

It would be.unfortunate, however, if we were to allow our- 
selves to focus exclusively on matters of internal organiza- 
tion. Now, more than ever before, we must grapple with ex- 
ternal pressures and demands, and we need to come to some 
consensus on'the host of policy issues that confront us. Any 
report on how psychiatry is faring at the moment in the arena 
of public policy might best be entitled ‘‘Notes from the Fir- 
ing Line.” Although it seems that only yesterday we were 
riding a strong wave of acceptance and enthusiastic support, 
the wave appears to have broken over our failure to fulfull 
the expectation we had generated in our admirers. Many of 
yesteryear’s allies seem to have become this year’s adver- 
-Saries, now claiming not only that they do the same things 
we have always thought of as our functions, but even that 
they do them. better. 

The trail that we blazed through the mental health forest 
has become an overused expressway. We no longer enjoy 
exclusive rights of passage; quite the contrary, we are often 
challenged when we try to pass through the entrance turn- 
stile and are asked to prove why a psychiatrist is necessary 
to do any of the things that have been traditional parts of our 
daily practice. 

In the face of these countless skirmishes at the periphery, 
it is easy to lose sight of the central battle plan: to ensure the 
availability of a full range of appropriate psychiatric treat- 
ments for thoSe who need them. 

Several major obstacles to the attainment of that end can 
readily be identified. Often overlooked is one that is endemic 
to American society, where competence and achievement 
are revered and anything less is-disavowed. As Norman Dain 
points out (1)! this has meant that mental health reformers 
have generally deserted the objects of their original munifi- 
cence when the ‘‘saved’’ patients are found to remain silent 
and inactive, refusing to assume the power wrested for them 
and seemingly unable to group themselves into a dependable 
and identifiable constituency for their rescuers. 

This ts an edited version of the report presented by the Speaker- 


Elect of the Assembly of District Branches to the annual business 
meeting in Atlanta, Ga., May 9, 1978. 
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We have our own brands of reformers today, and they ap- 
pear in two main guises. One is the antiscience theorist, who 
argues that since most illness is socially induced, there is at 
best an expensive ‘‘window-dressing’’ role for medical sci- 
ence in the prevention or treatment of disease; that medical 
intervention only upsets the natural balance, which is more 
suitably maintained by naturopaths or other health cultists; 
that medicine fosters survival of the unfit and thereby endan- 
gers the very society it would treat; and that twentieth cen- 
tury treatments harm more often than they help. 

Not radically different in their conclusions, and sometimes 
even more abrasive in their methods, are the second brand of 
reformers, the consumer advocates. They distrust the estab- 
lishment, bureaucracy, and professionalism (which they 
view as the cornerstone of the health ‘‘industry’’). In psychi- 
atry, consumerism has focused on the issue of civil rights— 
the right to treatment, the right to refuse treatment, informed 
consent, commitment procedures, etc. In APA’s Legislative 
Newsletter of March 6, 1978, I commented at length on the 
first chapter to emerge from the Mental Health Legislative 
Guide, which was published in the July-August 1977 issue of 
the Mental Disability Law Reporter as ‘Proposals for 
Change~—Civil Commitment.” At this point, I would only 
remind you of some of the more distressing proposals as an 
illustration of the dangers that threaten not only the profes- 
sion, but even more lethally, our patients. Throughout the 
document, the major thrust is that the psychiatrist and his 
clinically based opinions are not to be trusted, and that the 
patient must be protected at every turn of the road by a law- 
yer, no matter how costly, cumbersome, traumatic, super- 
fluous, or irrelevant his solicitous ministrations might be. 
The proposals ignore the patient’s psychiatric condition to 
shepherd him through a maze of adversary proceedings, 
court hearings, and treatment review committees that would 
build a system of mandated malignant neglect. While the 
psychiatrist will not be allowed to testify at the time of com- 
mitment about possible dangerousness to self or others (be- 
cause psychiatry has not demonstrated its competence in 
this area), the psychiatrist nonetheless will be asked to make 
such a prediction at the time of release. The proposals would 
allow all sorts of nonmedical personnel to be involved in 
treatment decisions; they advocate such intimate and re- 
strictive involvement in clearly clinical (and not legal) issues 
to raise the specter of nonmedical committees ultimately de- 
ciding, by simple majority vote, what dosage of what drug 
may be given to what patient, at what frequency, and for 
what period of time. Beginning with the stage of preliminary 
examination and extending through the period of hospital- 
ization and recurrent treatment reviews, the proposals re- 
quire a massive dispersal of professional and other personal 
information to those who have neither a legitimate interest in 
some of the data nor a capacity to utilize them. The pro- 
posals obstruct access to treatment and destroy all possi- 
bility of continuity of care. They would transform the doc- 
tor—patient relationship into an adversary process that strips 
the physician of all power to make clinical decisions. They 
invite nonphysicians to define the specifics of treatment 
while they relegate the medical professional to an adjunctive 
role where his major function is to prepare reports for the 
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Scrutiny of the judiciary or other reviewing authorities. The 
proposals’ preoccupation with the mechanics of monitoring 
the medical profession bespeaks a reckless disregard for the 
welfare of the patients they claim to protect. 

Distressing as such reforms might be, we must recognize 
that the biggest reformer of them all is the government. We 
know only too well that the federal government pays for an 
ever-increasing proportion of medical care in the United 
States, and it is demanding more and more control over what 
it pays for. What at first was a bothersome overemphasis on 
cost and productivity has become an intrusion by the gov- 
ernment into professional decision-making. Costs can al- 
ways be cut by shrinking the system, and that the govern- 
ment is clearly trying to do. But must we stand idly by if it 
goes on to destroy the system? 

In order to deal with a society that may have good reason 
to distrust the establishment, in order to gain access to the 
architects of public policy, in order to send our message to 
the molders of public opinion, psychiatry must be able to 
articulate some concrete positions and policies that will have 
meaning for those we want to reach—the government, the 
legislatures, the media, and the citizenry. 

l have already indicated how I would phrase our overall 
goal, viz, ensuring the availability of a full range of appropri- 
ate psychiatric treatments for those who need them. That 
goal can, I believe, be broken down into four major sub- 
divisions, within each of which occur the specific, concrete 
questions we must be prepared to answer. Those sub- 
divisions are as follows: 1) the kind of treatment given to 
those who need it, 2) who Is to give the treatment, 3) where 
will the treatment be delivered, and 4) how will treatment be 
paid for? 

This is hardly the time to discuss all the concrete issues 
contained within those subdivisions. Their very multiplicity 
constitutes one major problem we face; an equally important 
one ts that any answer we might agree to give to one question 
will significantly affect the answers we can legitimately give 
to others. Let me show you what I mean. 

As many of you know, it has long been my contention that 
we in APA have failed to define our role as physicians. In 
attempting to define what psychiatry is, we have often listed 
all the skills that the aggregate of individual psychiatrists 
might have. Having labeled those skills as psychiatric, we 
have argued that whatever is done by a psychiatrist is medi- 
cal (and therefore compensable under medical insurance, to 
cite one application of the argument). Perhaps because we 
have been reared in a tradition of circular reasoning, we have 
also argued that since those skills are medical by definition, 
they cannot be practiced by anyone else. 

Let us pretend that somehow we manage to break out of 
the circle, that as a group we agree to define what it is that 
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the physician part of us contributes to the nent: | healt 
field, and to recognize that some of the things ¢ psy chiatrisi 
does by tradition are not, per se, medical. 

By agreeing among ourselves on what a psycl: at- st is, we 
would have answered one of the specific quest:c ns Lader thz 
heading, Who is to give the treatment? In so doi ‘g, v/e might 
find that we had also answered one of the questio:s about 
how it will be paid for, in that we might find th: th -d part: 
payers would drop their discriminatory approcac^ agains’ 
psychiatric patients once we defined their disc: ers in more 
clearly medical terms. But at the same time we ws :Id soon 
learn that those among us who espouse a social <jys:ems, 0° 
ecological model of mental illness would feel b:tre ed. We 
would also have to recognize that such a step wceuld out mos? 
of us in a position of practicing only part-time ¿~ pf ysician, 
who treat the mentally ill, and the rest of the tirẹ a» psycho- 
therapists or counselors who deal with a vacl.ty of head- 
aches in living in much the same way as other rofi ssional. 
and paraprofessionals within the broad fiel: of mente 
health. We can also predict that by narrowing t -¢ « 2finition 
of what is medically oriented psychiatry, we wi bh. ve freed 
up the medical potential of currently practicing p sye “iatrists. 
Their medical skills can now be channeled into e oid thai 
would otherwise have required an influx of n.w %s)chia- 
trists. 

If that were true, it might be possible to say in addition 
that training funds could be deployed more prof ‘ab. in oth- 
er areas, such as research or direct patient care. Wh .t woula 
happen then to training programs whose abil.t, to self-de- 
struct seems no more remarkable or dependable tha 1 that of 
our own committees and task forces? And if some rogram, 
were to be eliminated, who would decide—the -ovc.nment. 
which funds them; the training directors, who ron trem; th2 
residents, who use them; or the patients, who v :ll | uy thei’ 
products? 

As you can see, each answer is but a prelude .o 1 ore diffi- 
cult questions, and now you will also understanc wh 1 char- 
acterized my election to this position as an awes ime honor. |! 
can only trust that I will have your support as . co'tinue to 
raise these issues before the Assembly and t'e oard c? 
Trustees, and I hope that I will have your help r Joi ig battl> 
with the forces that would deny our patients th. treatments 
they need. 


REFERENCE 
1. Dain N: From colonial America to bicentennial ^m: ica: two 
centuries of vicissitudes in the institutional care of z ental pā- 
tients. Bull NY Acad Med 52:1179~1196, 1976 
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Report of the Membership Committee 


THE APA MEMBERSHIP COMMITTEE met for two and a half 
work-filled days, October 26-28. The first two days were 
spent with the processing of the various membership and fel- 
lowship actions and policies as required by the Constitution 
and procedures established by the Board. A joint meeting 
was held with the Assembly Membership Committee to con- 
sider policy matters of concern to both committees. I would 
like to discuss some of the items requiring Board action as 
part of my report. 

The most difficult and sensitive task of the committee is 
the review of and gecommendations concerning Fellowship 
nominations. This year the committee reviewed 224 nomi- 
nations and has recommended 124 to the Board to be made 
Fellows. The percentage of committee approvals was down 
this year (55% versus 66% in February 1976 and 73% in Oc- 
tober 1976). I am at a loss to explain this phenomenon. This 
year’s committee was perhaps more deliberate than previous 
committees; however, I do not believe the standards 
changed—some members reviewed by previous committees 
were again nominated for Fellowship. The committee did 
feel that district branch screening was generally more lax 
this year and certainly more erratic. A number of district 
branches presented large numbers of nominees who had 
been very poorly screened. Several of these district 
branches used to do better and thus contributed greatly to 
the decline in the number of nominees recommended. A 
breakdown by district branch of nominations versus passed 
for 1976 and 1977 shows that if those district branches which 
passed 25% or less but nominated two or more candidates 
were removed from the totals, there would then be a much 
more ‘‘normal”’ pass rate of 62%.' Perhaps the fact that there 
were two Fellowship reviews last year introduced an addi- 
tional aberration, i.e., a relatively depleted pool of eligible 
nominees. These matters were discussed in the joint meeting 
with the Assembly Membership Committee. 

The committee deferred 18 requests for advancement of 
at-large members, This was due only to the lack of necessary 
information regarding the candidates. Since the Membership 
Committee has the sole responsibility for assuring that these 
members meet the requirements for APA membership, the 
committee decided that it should have more complete infor- 
mation, including three references, certification of satisfac- 
tory completion of residency; and proof of licensure if re- 
quired by the Constitution. While recognizing that gathering 
more information on persons requesting advancement to 
Membership-at-Large status will require additional staff, the 
committee felt that approving these advances with less infor- 
mation would be abrogating its responsibility. 

In joint session with the Assembly Membership Com- 
mittee, there was an extensive discussion with Dr. Robin- 
owitz of the implementation of continuing medical education 


This is an edited version of the report presented by the Membership 
Committee to the annual business meeting in Atlanta, Ga., May 9, 
1978. 


1A table of fellowship nominations versus recommendations is avail- 
able from Dr. Elpers on request. 


*A copy of the report of the Assembly Membership Committee is 
available from Frederick Gottlieb, M.D., Chairperson, on request. 
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TABLE 1 
Membership Transactions 


Status Number in 1977 
New 1300 
Provisional Members 6* 
Members-in-Training 584 
General Members 688 
Associate Members 14 
Corresponding Fellows l 
Corresponding Members 4 
General Members-at-Large 2 
Advancements 802 
Member-in-Training to General Member 662 
Associate Member to General Member 136 
Member-in-Training to Associate Member 4 
Resignations and drops 340 
Total resignations from APA 102 
Total drops for nonpayment of APA dues 153 
Total drops/resignations from district 
branches and consequently dropped from APA 85 
Reinstatements 45 
Member-in-Training 1 
General Members 40 
Associate Member I 
Fellows 3 
Transfers in member status 150 
General Member to Fellow 124 
Fellow to Corresponding Fellow l 
General Member/Member-in-Training to 
Corresponding Member 14 
General Member/Associate Member to 
Member-in-Training 8 
Corresponding Member to General Member 3 
Life Fellows, Life Members, and 50-Year 
Life Fellows/Life Members 269 
Life Fellows, 1977 195 
Life Members, 1977 57 
50-Year Life Fellows/Life Members 17 
Inactive status 26 
Inactive Fellows 4 
Inactive Members 22 
Honorary and Distinguished Fellows 6 
New Distinguished Fellows 4 
New Honorary Fellows Ž 
Membership Committee deferral actions 123 
Transfer General Member to Fellow 98 
Applications for Corresponding Member 2 


Advancement from Associate Member/ 
Member-in-Training-at-Large to General 


Member-at-Large 19 

Requests for waiver denied, transfer from 

General Member to Fellow 2 

Requests for advancement denied, transfer 

from Associate Member to General Member 2 
Deceased 213 


*Plus 1, effective January 1, 1978. 


requirements. We were impressed with the outstanding work 
being carried out by Dr. Robinowitz and the staff of the Of- 
fice of Education. In the course of the discussion, the ques- 
tion of the role of the Membership Committee in enforcing 
continuing medical education requirements was raised. 
There was a general consensus that the Membership Com- 
mittee would be involved under its mandate to review and 


Am J Psychiatry 135:10, October 1978 





TABLE 2 
APA Membership 

Number as of Number as of 
Status January 1, 1977 January 1, 1978 
Provisional Members — 7 
General Members 13,548 14,653 
Fellows 4,387 4,273 
Members-in-Training 1,495 1,380 
Associate Members 844 692 
Life Members 422 449 
Life Fellows 1,535 1,671 
Corresponding Members 156 175 
Corresponding Fellows 207 204 
Inactive Members 648 504 
Inactive Fellows 139 
Distinguished Fellows 26 29 
Honorary Fellows 33 34 
Total 23,301 24,210 


make recommendations to the Board of Trustees on issues of 
membership; however, we felt clarification is needed. It 
seems appropriate that the Membership Committee should 
review and make recommendations in those cases where 
membership status is to be affected by failure to meet contin- 
uing medical education requirements as it does now when a 
member fails to pay dues or meet other requirements of 
membership. Although this issue will not be pressing until 
1979 or 1980, the committee would appreciate the Board’s 
clarification of policy now so the necessary procedures can 
be established. 

A final item brought to the Board of Trustees for policy 
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consideration was the issue of reduced/excused dues for per- 
sons temporarily unemployed or employed only part-time. 
This problem seems to pertain primarily to women members 
who take time off from their practice for purposes of preg- 
nancy and/or child-rearing; however, it also applies to a wide 
array of other special situations, one or two of which come 
to the attention of the Membership Committec each year. 

The constitutional membership category of Inactive Mem- 
ber or Fellow has, in the past, been used on y for those 
Members or Fellows with severe, permanent disabilities 
Concern was expressed that should it be usec otherwise. 
many frivolous requests for inactive status would arise and i. 
would be difficult to assure that the member returna to full 
dues-paying status when the reason for inactive status was 
no longer operative. However, it was also gencrall, agreed 
that situations do arise wherein there is a legitimate reason 
for a member to become temporarily ifactive and he/she 
should be able to do so without resigning membership com- 
pletely. 

The Board of Trustees approved two policy items at thet- 
meeting on December 10, 1977: 1) the Board of Trustees 
vests in the Membership Committee the respons- bility to in- 
clude continuing medical education requiremeris for mem- 
bership in its processing, review, and recommendaiions re- 
garding membership status of members to the Board; and 2) 
the Board of Trustees approves the policy that the Member. 
ship Committee utilize Inactive Member or Fellow status or 
other than a permanent basis, and that recommendaiions fo: 
temporarily inactive status be limited to one yeur. 


JOHN R. E PERS, M.D. 
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Report of the Committee of Tellers 


THE COMMITTEE OF TELLERS met on March 9, 1978, at APA 
headquarters to certify the results of the 1978 election. Bal- 
lots had been mailed on January 30, 1978, at the direction of 
Dr. Melvin Sabshin to 22,421 eligible voting members. Sixty- 
eight undeliverable ballots were deducted from that number; 
the final number of eligible voting members was 22,353; 
13,704 ballots were returned and included in the final vote 
tally (61.3% of the eligible voting members). 

The Committee pf Tellers acted on questionable ballots 
that had been held for their decision. The tellers also verified 
that all candidates for the 1978 election had certified the ac- 
curacy of their submitted biographical information and that 
all candidates had submitted the required statements of com- 
pliance with election guidelines. 

The Committee of Tellers certified that the following indi- 
viduals were elected to office: Alan A. Stone, M.D., Presi- 
dent-Elect; Lewis L. Robbins, M.D., Vice-President; 


This is an edited version of the report presented by the Committee 
es to the annual business meeting in Atlanta, Ga., May 9, 
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Charles B. Wilkinson, M.D., Treasurer; and Henry B. 
Brackin, M.D., Area V Trustee. 

The Committee of Tellers further certified that in two of- 
fices, Trustee-at-Large and Area II Trustee, no candidate 
had obtained the mandated 40% plurality of the votes cast, 
as required in the Operations Manual of the Board. A run-off 
election between the top two candidates was held; Dr. Gene 
L. Usdin is now Trustee-at-Large, and Dr. John A. Talbott is 
Area II Trustee. 

The Committee of Tellers certified that the two referenda 
(petition to demand a moratorium on the ABPN oral exami- 
nations and petition on convention sites and the Equal 
Rights Amendment) were defeated; the percentage of those 
in favor of each petition did not meet the requirements con- 
tained in the Constitution and By-Laws for adoption of refer- 
enda. 

Louis F. RITTELMEYER, M.D. 
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Report of the Committee on Constitution and By-Laws 


THE COMMITTEE ON CONSTITUTION AND By-Laws (CCBL) 
was very busy this year. Numerous recommendations and 
referrals were received from several components of the As- 
sociation. These were reviewed and studied, and then rec- 
ommendations were made to the Assembly and to the Board 
of Trustees. The recommended amendments to the Constitu- 
tion and By-Laws were approved by the Assembly and the 
Board of Trustees for reading to the membership at the annu- 
al meeting in May 1978 and placement on the ballot in 1979 
(see appendix 1). In keeping with Article IX, Paragraph 3, of 
the Constitution, and Chapter Fourteen, Paragraph 1, of the 
By-Laws, they will be disseminated to the membership prior 
to January 1, 1979. 

The CCBL, the Assembly, and the Board recommended 
the passage of these amendments. It is understood that if the 
membership approves the proposed Joint Conference Com- 
mission Constitution and By-Laws (JCC), these amend- 
ments, if approved by the membership, will be incorporated 
in the new Constitution and By-Laws. If the JCC document 
is not approved by the membership, these amendments, if 
approved, will be incorporated in the present Constitution 
and By-Laws. 

The CCBL reviewed the JCC document! during its stages 
of development over the past year. This was in keeping with 
the responsibilities of the CCBL as outlined in the Constitu- 
tion and By-Laws and the Operations Manual. During the 
Fall Committee Meetings the CCBL spent much time going 
over the document and making numerous recommendations 
to the JCC, These were taken into consideration by the JCC. 
In March 1978 a final review was made prior to the JCC pre- 
sentation to the Board of Trustees in April 1978 and to the 
Assembly at the annual meeting in Atlanta and placing on 
the ballot in 1979. 

The full minutes of the meetings of this committee are 
available to the membership of the Association, and any 
member is welcome to read them. The CCBL was unani- 
mous in its recommendations of the proposed amendments 
and the recommendations to the JCC. There is a minority 
report in the minutes of the fall meeting, which expresses 
opposition to the recommendation that the committee rec- 
ommend the petition document to the Assembly and the 
Board. The petition document was later withdrawn. The mi- 
nority report also recommends that the functions and rules 
of the Assembly be more clearly spelled out in the Constitu- 
tion and By-Laws rather than in the Procedural Code or Op- 
erations Manual and expresses opposition to the change in 
governance as proposed in the JCC document. 

The proposed amendments are summarized as follows: 

1. Constitution, Article II, and By-Laws, Chapter One, 
Section 9. This is proposed to create a new category of ‘Life 
Associate Member.” The APA Membership Committee has 


This is an edited version of the report presented by the Committee 
on Constitution and By-Laws to the annual business meeting in At- 
lanta, Ga., May 9, 1978. 


‘The JCC document will appear in full in the October 2 issue of Psy- 
chiatric News. 


found situations in which the absence of this > iep ry has 
been a problem and has recommended this amz2-iri nt. 

2. By-Laws, Chapter One, Section 3. After ap ro :ng the 
requirement for CME it was realized that there w òu: be sit- 
uations where there should be an exemption 7 sr his re- 
quirement. An example would be a member wi a4 retred 
or dropped out of active work for some other r:as. 1. “his 
proposed amendment would provide for the Bo rc .o nave 
discretion in this area. 


3. By-Laws, Chapter One, Section 7° The len be~shir 


Committee studied the time requirement for e vi. cenen 
from General Member to Fellow and felt the lin ts: ould be 
raised from five to eight years. 

4. By-Laws, Chapter One, Section 8, and CF px > Fight 
Section 6. For some time studies of the fiscal im tte s cf the 
Association have shown that a problem is d: elo ing be- 
cause of the increasing number of members rexe cir: ‘Lafe’ 
status. At the same time there seems to bea e ci-gaffo’ 
the increase in new members each year. With ie resiou 
rapid rise in membership there will be mcr nw Lift 
status members; also, many members now reaz’ ng his lev 
el are still actively working. After much stud: by severe 
components of the Association, it was felt wise 1 >e* enc th: 
time for a member to reach Life status, and v th inul ap 
proval of the Board, it was decided that a memb.r« H react 
Life status in his or her category when the sum >f = s ov he’ 
years of active membership in the Association a d `s or he- 
age adds up to 95 (the ‘‘95” formula). By int2 ye ation c 
the Constitution and by authorization of the Ec. rc his wi! 
not affect the present status of any member wi. me alicad 
reached Life status. 

5. By-Laws, Chapter One, Section 12. The riz na! sec 
tion on inactive status was not clear; the pros +e. ament 
ments on the “‘95°' formula raised the question f. vossibl : 
difference between an Inactive Member whose . ei. 3 in the. 
status would not count toward the ‘95° fo nteoi ead 
‘waiver of dues’? member whose years in tha’ -tai. s woul ! 
count. The specific situations for these two cate ori 's woul ! 
be spelled out in the Operations Manual. 

6. By-Laws, Chapter Eight, Section 5, and 2 -ap ər Minc. 
Section 1. With the changes in the election pro 2ct ‘es ove: 
the past few years, the Central Office staff has o: danir 
creasing problem in submitting the required nu ¢:: | befor. 
the publishing deadlines for Psychiatric New; n. the ba- 


lots. This includes biographical data, positicr st.. ement 


photos, etc. Moving the deadline back from De er* ver I5t- 
December | will allow two months for the gath rin . of pet 
tion signatures, data, etc. 

The committee appreciates the cooperation qi :sts, an: 
recommendations of the various components of .he Associ: - 
tion and the review, study, critiques, and apr .ve of thes: 
amendments by the Assembly and the Board ¢ ` T; istees. 

I wish to thank the members of the commi ew for the ` 
hard work, understanding, time, and willingnes: tc voik fr 
a solution of the problems. The minority rz >r ouiline 


atove was well written and will be valuable to .ne nembe 
ship in its deliberations. 


W. PAYTON <C. B, 
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APPENDIX 1 
Proposed Amendments to the APA Constitution and By-Laws 


The proposals that follow were received within the 60-day 
deadline before the annual meeting and were presented at 
the annual business session. They will appear on the ballot 
in March 1979. 

Note: The following changes in type Style indicate the kind 
of change proposed in the Constitution and By-Laws: 1) 
italic = proposed additions to the Constitution and By-Laws 
(e.g., “by resolution of the Assembly”), and 2) brack- 
ets = proposed deletions from the Constitution and By-Laws 
(e.g., “may originate [either] . . .”’). Articles and sections of 
the Constitution and chapters and sections of the By-Laws 
that are not listed here have not been subject to any pro- 
posed changes. 

e 


THE CONSTITUTION 


ARTICLE II. MEMBERS 


There shall be the following categories of membership: 
Life Fellows; Fellows; Life Members; General Members; 
Life Associate Members; Associate Members, Members-in- 
Training; Provisional Members; Distinguished Fellows; 
Honorary Fellows; Corre$ponding Fellows; Corresponding 
Members; Inactive Fellows; and Inactive Members, as de- 
fined in the By-Laws. 


THE BY-LAWS 
CHAPTER ONE. MEMBERS 


3. To maintain membership in good standing all members, 
except as exempted by the Board, are required to participate 
in continuing education according to the standards of the As- 
sociation. 

7. Fellows shall have been General Members for at least 
[five] eight years and shall have made a significant contribu- 
tion to the field of psychiatry. At its discretion the Board, 
upon recommendation to the Membership Committee, may 
waive the requirement for [five] eight years as a General 
Member. The criteria and procedures for selection and nomi- 
nation of General Members for Fellowship shall be estab- 
lished by the Board and the Membership Committee and 
shall apply uniformly for all District Branches. 

8. Life Fellows and Life Members shall be those in their 
respective categories [who have had 30 years of active mem- 
bership in the Association.] whose years of active member- 
ship in the Association plus age at the start of the fiscal year 
shall equale9S l 

9. Life Associate Members shall be those Associate Mem- 
bers whose years of active membership in the Association 
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plus age at the start of the fiscal year shall equal 95.? , 

[12] 73. Inactive [Members or Fellows] members of any 
category shall be those whom the Board has, for sufficient 
reason, excused from paying dues. 

Members of any category who are placed in inactive stat- 
us by the Board shall be excused from paying dues and shall 
not receive credit toward the ‘‘95”’ formula while that mem- 
ber ts in inactive status. Active members may be granted 
waiver of dues by the Board for sufficient reason, and such 
members shall receive credit toward the ‘‘95’’ dues exemp- 
tion formula for those years that the member is in the dues 
waiver status. 


CHAPTER EIGHT. PRIVILEGES AND RESPONSIBILITIES 


5. The voting membership may initiate referenda or 
change an action of the Board by the following procedure: A 
petition signed by at least 200 voting members shall be sub- 
mitted to the Secretary no later than December [15] J to be 
voted on in the mail ballot in the following year. A statement 
from the petitioners setting forth the reasons for the action 
and a statement from the Board shall accompany the ballot. 
A simple majority of 40 percent of the eligible voting mem- 
bers shall be required for approval. 

6. Every Fellow, General Member, Associate Member, 
and Member-in-Training shall pay both dues and assess- 
ments as determined by the Board and the District Branches. 
All other categories of membership shall be exempt from 
paying dues to both the Association and its District 
Branches. A dues paying member shall be exempt from pay- 
ing such dues when the sum of that member’ s years of active 
membership in the Association plus the member's age at the 
start of the fiscal year shall equal 95. 

Such dues will include amounts allocated to subscriptions 
for the American Journal of Psychiatry and for Psychiatric 
News. The membership application shall contain a pro- 
vision for allocation of a specific portion of the dues to 
pay the cost of periodical subscriptions to these pub- 
lications. Dues exempt members shall pay a reduced sub- 
scription rate for these publications if such members desire 
to receive them. 


CHAPTER NINE. VOTING 


1. Nominations for national office except that of Area 
Trustee shall be made by: (a) the Nominating Committee; or 
(b) by a petition signed by 200 or more members eligible to 
vote. Nominations for Area Trustee be made by: (a) proce- 
dures established by the Assembly; or (b) by a petition 
signed by 50 or more members of that Area who are eligible 
to vote. Nominating petitions must be filed with the Secre- 
tary before December [15] 7 of the year immediately pre- 
vious to the one in which the nominee would be elected. 


If approved, this will become new Section 9; sections now num- 
bered 9-12 would be renumbered 10-13, respectively. 
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Report of the Joint Conference Committee on the Key Conference 


Recommendations 


ONE OF THE fundamental propositions emanating from the 
Key Conference held in March 1975 was that the Assembly 
become the policy-making body of the Association. Follow- 
ing the Key Conference, the Assembly and the Board estab- 
lished a series of components that have worked in concert to 
study a variety of organizational models and to prepare con- 
stitutional revisions that would implement the transfer of this 
responsibility. Early models presented bicameral systems 
that posed both legal and efficiency problems. 

The Joint Conference Committee on the Key Conference 
Recommendations (JCC) has prepared an organizational 
model that ts incorporated in the proposed Constitutional re- 
visions. The JCC believes this model to be the best practical 
way to achieve the transfer of the management of the Associ- 
ation to the Assembly. Although this model is unicameral, 
checks and balances are provided for in a variety of ways, 
including the establishment of an Executive Board that is 
nationally elected by the membership. The JCC neither rec- 
ommends nor opposes this change in governance but en- 
dorses this model should the membership wish to achieve the 
transfer of policy-making responsibility to the Assembly. 

In October 1977, the Assembly voted to approve the JCC 
mode] for reorganization and to recommend it to the Board 
of Trustees for consideration and further action. In Novem- 
ber 1977, the Reference Committee endorsed the recommen- 
dation of the Assembly. In December 1977, the Board of 
Trustees voted to present the Constitutional revisions pre- 
pared by the JCC to the membership at the 1978 annual 
meeting so that the amendments to the Constitution could be 
included on the ballot in 1979. The Committee on Constitu- 
tion and By-Laws reviewed these amendments to ensure 
that they are in proper order. The membership will decide in 
the 1979 election whether the Assembly should assume the 
management of the Association. 


COMPARISON OF PRESENT AND PROPOSED 
GOVERNANCE SYSTEMS 


Referral and Reporting Processes 


APA's annual cycle of activities is essentially from May 
through April. At the annual meeting in May, new officers 
and members of the Board and the Assembly assume their 
duties; changes occur in the composition of the Board, Ref- 
erence Committee, and the councils and their components, 
as well as in the composition of the Assembly, its Executive 
Committee, the area councils and the district branches. 

Recommendations for action or study come from both 
within and outside APA and may come to the Board and 
Assembly throughout the year. Internally, proposals for ac- 
tion or study may come from individual members, com- 
ponents of the Board (committees, commissions, councils, 
task forces, etc.) or components of the Assembly (district 
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branches, area councils, Assembly or local cori tit. es and 
task forces, etc.). Externally, there may be prè u~. s from 
legislation in process or enacted, requests from 3 1e° organi- 
zations, and national or international trends and :c: vitics. 

Proposals for action or study that are proce: :d .1reagh 
the present governance system normally folloy er esiab- 
lished referral and reporting back process; if ern zg2icy ac- 
tion is needed, there are ways to expedif the :ro. ss. in- 
cluding the emergency mechanism that involve. t^ Presi- 
dent, Speaker, and the Medical Director, to, 2t1 r with 
appropriate consultants. 


Present System 

Board structure. Referrals to and reports frcin councils 
and their components are handled via the Ref2.enc: Com- 
mittee. Constitutional committees, ad hoc corr: itt: 2s. and 
other special components have direct referral fi ọm ind re- 
porting to the Board. . 

Assembly structure. Referrals to and report) z i: »m As- 
sembly components (area councils, district brar che-, com- 
mittees and task forces of the Assembly anc ot tevpart 
committees and task forces of the area councils ind disirict 
branches) are handled directly by the Assembly ins its Ex- 
ecutive Committee. 

Interfaces. The Speaker is a member of the 3 ar and its 
Executive Committee; the Speaker-Elect is a me iti rof the 
Reference Committee. They report the recomri 1a. ions of 
the Assembly to these bodies and report their ac ic > to the 
Assembly. Each council has an Assembly lias n . ssignec 
who reports the activities of the council to the A-.embly 
There are some Assembly liaisons to compone ‘ts « f coun 
cils. There are also joint commissions or conf ‘en e com 
mittees that report to both the Board and Asser bly A rec 
ommendation coming to the attention of the Ass no y or the 
Board in May can be immediately referred to vac: other 
since both bodies meet during the annual mecing Issues 
may be studied at the same time by Assembh a3.’ Boar 
components, or reports and recommendations 1 ay ve stud 
led when going through the approval process, i.... cy coun 
cils and components as well as area councils inc distric 
branches or subordinate components thereof. 

Thus, in the present system, there are two 3 raiol siruc 
tures that serve for referral and reporting ba; v h some 
interface and concomitant study throughout the . mr. al cycle. 
of APA activities. 


Proposed Governance System 


The Assembly would meet in May and Decen se~ the Ex- 
ecutive Board (with all of the powers of the 4-isc ibly be 
tween meetings of the Assembly) would meet aporo dmatel, 
four times during the course of the year. 

The Executive Board would receive reports Í om the Re‘ 
erence Committee (which would also collate tte © ports ¢ 
the nine councils and their components) and fro- ` t^ Const 
tutional committees, commissions, and specia? or .onent:. 
The Executive Board in turn would serve a ir age functie ` 
for the Assembly. It would act on some reports vith n policy 
previously established by the Assembly; other 1. pe is woul.: 
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be referred to other components for further study, recom- 
mendations, or action. In those instances when the Execu- 
tive Board required policy elaboration, modification, or clar- 
ification, it would seek it from the Assembly. All actions of 
the Executive Board would be reported to the Assembly for 
ratification. 

The Assembly would receive reports from two sources. 
The Executive Board would report to the Assembly as out- 
lined above. The other source would be the area councils 
(which would also collate district branch reports). The As- 
sembly Agenda Committee would receive all reports to the 
Assembly in order to organize them for consideration by the 
Assembly and generally facilitate the agenda process. 

Thus, there would be one governance system for referral 
and the implementation of all Association component re- 
ports, namely the Assembly and its Executive Board. An im- 
portant check and®balance would be the ability of the Execu- 
tive Board to delay the implementation of a policy decision 
by the Assembly until the next meeting of the Assembly. The 
Executive Board would not have the power to further delay 
or obviate a decision by the Assembly. The President, 
Speaker, and Medical Director could take emergency action 
when necessary. 


Policy and Management 


Assembly and Executiva Board. The proposed governance 
system assigns ultimate responsibility for priority and policy 
decisions to the Assembly, a broadly based body with repre- 
sentatives who are close to their constituents, both personal- 
ly and geographically, and who are accountable to them 
through a recall process. An Executive Board, including 
geographic representatives derived independently of the As- 
sembly system, would exercise all of the powers of the As- 
sembly in the interim between meetings of the Assembly but 
would report its actions to the Assembly for ratification. 
There would not be a Board of Trustees or an Assembly Ex- 
ecutive Committee. 

Board of Trustees and Assembly. In the present system, 
the Board of Trustees has the right and responsibility for pol- 
icy-making decisions and management, with its Executive 
Committee assigned this power between meetings of the 
Board. Increasingly, the Assembly has played a strong role 
in policy-making decisions, since all position statements of 
the Association must be approved by both the Board and 
Assembly. In addition, at the annual business meeting the 
Assembly may by two-thirds majority vote reverse an ac- 
tion of the Board. 


Components 


Under the proposed system, components of the Associa- 
tion would primarily serve to aid the Assembly in its policy- 
making fungtion and the Board in carrying out the policies of 
the Association. Under the present system, components of 
the Association primarily serve the policy-making and imple- 
menting function of the Board and its Executive Committee. 

Assembly Agenda Committee. In the proposed system, 
the AAC would serve to facilitate the functioning of meet- 
ings of the Assembly. It would not have any of the powers of 
the Assembly in the interim between meetings of the Assem- 
bly and would probably meet the day before the first plenary 
session at any meeting of the Assembly to rank in order of 
importance the action and information items referred to the 
Assembly. The Operations Manual of the Association would 
specify the procedures to be followed by the AAC. 

Constitutional committees. In the proposed system, the 
constitutional committees (Ethics, Membership, Nomi- 
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nating, Constitution and By-Laws, Budget, Tellers, and Ref- 
erence) would report to the Executive Board, which would 
assume responsibility for referring matters requiring policy 
decision to the Assembly. The Assembly would have no 
need for separate committees of its own. In the present sys- 
tem, the constitutional committees report to the Board of 
Trustees for action on their recommendations. Some consti- 
tutional committees have had liaison and joint meetings with 
their Assembly counterparts (such as the Membership Com- 
mittee}, so that a broader consensus is reached before rec- 
ommendations are sent to the Board of Trustees. There has 
occasionally, however, been duplication of effort in their 
work and the work of the Assembly committees. 


Councils and Their Components 


In the proposed system, the council chairpersons (and per- 
haps chairpersons of other components such as commis- 
sions) would be members of the Reference Committee, 
where the recommendations of components administratively 
housed within each council would be brought for recom- 
mended action or referral. The Reference Committee would 
report its recommendations for action to the Executive 
Board, which would have the responsibility for taking action 
or for referring the matter to the Assembly for policy clari- 
fication. If an interim action is taken, it would be presented 
for ratification by the Assembly. The responsibility for for- 
mulating position statements of the Association would rest 
with the Assembly. In the present system, council chairper- 
sons also serve on the Reference Committee and present the 
recommendations of their subordinate components for ac- 
tion or referral; the Reference Committee reports to the 
Board of Trustees for action on their recommendations. The 
Assembly must be consulted and its approval obtained only 
if the Board of Trustees is establishing a position statement 
for the Association. 

Reference Committee. In the present governance system, 
there is increased reporting to the Reference Committee by 
components that interact or overlap with the components 
within the council structure. The proposed system provides 
for additional members of the Reference Committee to be 
specified in the Operations Manual of the Association. 

Commissions, Boards, and other special components out- 
side the council structure. In the proposed system, these 
components would report to the Executive Board, which 
would have responsibility for interim action and reporting to 
the Assembly. There would be no need for joint ‘commis- 
sions with dual representation. In the present system, there 
are joint commissions that report to both the Board and As- 
sembly. All others report to the Board for action, although 
informational reports and requests to comment on their rec- 
ommendations are often made to the Assembly for dis- 
cussion by its components. 

Area councils. Both the present and the proposed govern- 
ance systems provide for geographic areas. The present Pro- 
cedural Code of the Assembly defines the purpose, composi- 
tion, and rules of operation of area councils. The Operations 
Manual of the Association would spell these out in the new 
system. 

In the proposed system, the area councils would report to 
the Assembly through the area representative and to the Ex- 
ecutive Board through the Vice-President from their respec- 
tive areas. Area representatives would have a vote in the 
Assembly and area Vice-Presidents would have a vote both 
on the Executive Board and in the area council. The Assem- 
bly alone would make the position statements of the Associ- 
ation. In the present system, the area councils report only to 
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the Assembly and its Executive Committee; area representa- 

tives vote in the Assembly and Assembly Executive Com- 
mittee; area Trustees have a vote only on the Board of 
Trustees and its Executive Committee. 

District branches. In the proposed system, district 
branches ‘‘shall be established, continued, or dissolved ac- 
cording to the Operations Manual of the Association.” In 
the present system, district branches “‘shall be established, 
continued, or dissolved according to the Procedural Code of 
the Assembly.”’ 


RATIONALE FOR DEVELOPING THE PROPOSED 
SYSTEM 


In the original planning for the Key Conference and in the 
deliberations during the conference, a number of objectives 
were identified. Many of these, subsumed under the general 
heading of improvements in governance, have occupied 
most of the attention of the JCC during the past two years. 
Initially some of these, such as democratization and efficien- 
cy, seemed to be conflicting or even had mutually exclusive 
objectives. It became apparent that much could be accom- 
plished by rearranging the sequence of some operations and 
organizing components into a unified system with elimina- 
tion of the present bipartite, fragmented, and at times oppo- 
sitional system. The JCC sought ways to accomplish unifica- 
tion of the system with minimal disturbance of the opera- 
tions of the Association and with minimal, if any, increase in 
cost. 

The following are some of the more significant objectives 
for improving the governmental process: 1) development of a 
cohesive governmental structure allowing for orderly proc- 
ess that could be more easily understood by the members 
and be more accessible to them; 2) improvement in the dem- 
ocratic process—giving the individual members an opportu- 
nity for greater voice and influence in the direction of the 
Association; 3) provision for more effective accountability of 
the members of the governing bodies, particularly those ulti- 
mately responsible for the direction of the Association; 4) 
development of an effective means for establishing priorities 
among the many concerns and activities of the Association; 
5) improvement in efficiency, with particular reference to 
cost effectiveness; and 6) provision for timely and effective 
action by the Association, including a mechanism for emer- 
gency action. 

The JCC recognizes that major improvements have been 
made in the democratic process in the Assembly through the 
requirements for 1) election by mail ballot; 2) petition nomi- 
nation; 3) mandatory reporting to constituents; 4) increased 
representation for minorities; and 5) the possibility for recall 
election of Representatives and Deputy Representatives. 

In addition, the JCC suggests the following improvements: 
1) more proportionate representation in very large district 
branches by providing additional representatives with no in- 
crease in voting strength (such representation would be 
based on a numerical factor, for example, a Representative 
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and Deputy Representative for each 500 members): and 2) 
automated voting procedures for voting by voting -trength to 
make the process less time-consuming and cumbersome. 


ADVANTAGES OF THE PROPOSED GOVERNANCE 
SYSTEM 


The JCC has prepared a set of recommended changes in 
the Constitution refiecting these stated goals, v.tich it be- 
lieves may accomplish the following: 1) a unified povernance 
system, with all subordinate components reporiing to one 
policy-making body, the Assembly; 2) an orderly policy 
process, with accountability and responsibility c 2ariy iden- 
tified; 3) a small, efficient executive body (Executive Board), 
composed of popularly elected officers derivec inc'epend- 
ently from the Assembly election system, witich would 
handle the affairs of the Association in the inter m between 
meetings of the Assembly and would be requirec to have its 
actions ratified by the Assembly; and 4) the ass gnment of 
ultimate responsibility for priority and policy cecis‘ons to 
the Assembly, a broadly based body with represertatives 
who are close to their constituents and who are «.ccountable 
to them through a recall process. 


SUMMARY 


The JCC has prepared recommendations for chung: in the 
governance system of the Association that would transfer 
policy-making responsibility to the Assembly. These have 
been translated into constitutional amendments by the Com- 
mittee on Constitution and By-Laws and were presented to 
the membership at the 1978 annual meeting so that they can 
be voted on in 1979. These constitutional amen.meats will 
be presented for vote en bloc, since it would not ve possible 
to implement portions of them. 

The JCC neither recommends nor opposes this change in 
governance but endorses this model should the 1 :embership 
wish to achieve the transfer of policy-making 1e~ponsibility 
to the Assembly. The JCC hopes that the Asscciat‘on will 
continue to evolve and change in response to need. To aid in 
the process, the JCC strongly recommends that :. committee 
or commission be established with responsibility for assess- 
ing the operations of the Association and making recommen- 
dations for change in the future. 

The JCC further emphatically recommends the establish- 
ment of a long-range planning committee for our Associa- 
tion. Long-range planning is a way to determire both our 
long-term objectives and our priorities in achiev: 1g them. It 
can provide us with a sense of direction, helping us to focus 
our energies and resources on those areas whìch have the 
most long-term significance, and at the same time provide us 
with a perspective that will allow us to make active, not reac- 
tive, decisions in the context of the total situation. 


Bruce ALs7zaci, M.D. 
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1977 Annual Report of the American Board of Psychiatry and 


Neurology, Inc. 


OFFICERS AND MEMBERS OF THE BOARD 


At its business meeting on October 16, 1977, the Board 
elected the following officers: Dr. Chester M. Pierce, Presi- 
dent; Dr. Robert J. Joynt, Vice-President; Dr. Richard M. 
Stemnhilber, Secretary; Dr. Melvin D. Yahr, Treasurer; and 
Dr. James N. Sussex, Executive Committee Member at 
Large. Š 

Dr. Leonard Berg was elected to succeed Dr. Thomas W. 
Farmer, who had completed his second term of four years in 
December 1977. Drs. Marc Hollender, Richard Steinhilber, 
and Robert Joynt were elected to serve second terms of four 
years. 

The 1978 Directors of the American Board of Psychiatry 
and Neurology, Inc., are as follows: 

Nominated by the American Medical Association: Dr. 
Robert J. Joynt* (term expires December 1980), Dr. Richard 
M. Steinhilber* (term expires December 1981), Dr. Thomas 
R. Johns (term expires December 1978), Dr. James N. Sus- 
sex (term expires December 1978), and Dr. S. Mouchly 
Small (term expires December 1979). 

Nominated by the American Neurological Association: 
Dr. Leonard Berg (term expires December 1981), Dr. Melvin 
D. Yahr (term expires December 1978), Dr. Patrick F. Bray 
(term expires December 1979), and Dr. John R. Calverley 
(term expires December 1980). 

Nominated by the American Psychiatric Association: Dr. 
Marc H. Hollender* (term expires December 1981), Dr. 
Chester M. Pierce* (term expires December 1978), Dr. Al- 
fred M. Freedman (term expires December 1978), Dr. Don- 
ald G. Langsley (term expires December 1979), and Dr. 
Richard I. Shader (term expires December 1980). 

Nominated by the American Academy of Neurology: Dr. 
Audrey S. Penn (term expires December 1978) and Dr. 
Dewey K. Ziegler (term expires December 1978). 


EXAMINATIONS 
Part I 


At the Part I (written) examination on April 11, 1977, 1,469 
psychiatrists were tested; 1,215 (82.7%) passed, 254 (17.3%) 
failed. A total of 391 neurologists were examined; 312 
(79.9%) passed, 79 (20.1%) failed. 

For the 1978 Part I examination, 2,091 psychiatrists and 
543 neurologists have accepted assignment. (See table 1 for 
the number of candidates declared eligible and notified for 
Part I in 1977 and table 2 for a comparison of these figures 
with other years). 


This is an edited version of the report of the American Board of 
Psychiatry and Neurology, Inc., to the American Psychiatric Asso- 
ciation in Washington, D.C., April 1, 1978. 


*These Directors are serving their second term of four years and are 
not eligible for reappointment. 
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TABLE 1 
Number Declared Eligible and Notified for Part | Written Examination 
April 11, 1977 


Item Psychiatry Neurology Total 
Number declared eligible 

and notified 1,995 424 2,419 
Number who declined or 

withdrew 325 7 332 
Number remaining for 

written examination 

as of March 1977 1,670 417 2,087 


TABLE 2 
Five-Year Comparison of Number Declared Eligible and Notified for 
Part | Examination 


Item 1973 1974 1975 1976 1977 
Total eligible 1,999 2,098 3,146 3,113 2,419 
Total who accepted 

examination 1,381 1,821 2,408 2,391 2,087 
Total who actually 

appeared 1,205 1,627 2,240 2,191 1,860 
Part Il 


There were 333 candidates——258 psychiatrists and 75 neu- 
rologists—present at the Part II examination given in Se- 
attle, Wash., February 7—8, 1977 (see table 3). A total of 617 
candidates—474 psychiatrists and 143 neurologists—were 
tested in Washington, D.C., April 18-19, 1977 (see table 4). 
A total of 444 candidates—353 psychiatrists and 91 neurolo- 
gists—were tested in Kansas City, Mo., June 6-7, 1977 (see 
table 5). One of the Board’s largest Part H examinations to 
date was held in Philadelphia, Pa., October 16-17, 1977. A 
total of 1,095 candidates were tested—942 psychiatrists and 
153 neurologists (see table 6). 

Future examination sites for 1978 include Los Angeles, 
Calif. (April 17-18), Cincinnati, Ohio (June 5-6), and Bos- 
ton, Mass. (November 6-7). 


CHILD PSYCHIATRY 


Members of the 1978 Committee on Certification in Child 
Psychiatry are Dr. Richard S. Ward, chairperson, Dr. 
Jeanne Spurlock, vice-chairperson, Dr. Joseph Green, sec- 
retary, Dr. Norman Bernstein, Dr. Norbert Enzer, Dr. Ir- 
ving Philips, and Dr. Michael I. Cohen, liaison from the 
American Board of Pediatrics. 

At its March 14-15, 1977, examinations in Chicago, the 
committee examined a total of 136 candidates. A total of 96 
candidates (70.6%) passed. Of the remaining 40 candidates, 
26 (19.1%) conditioned the examination, and 14 (10.3%) 
failed. 
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“TABLE 3 
Analysis of Performance of Group Who Took Part II Examination in Seattle, Wash., February 7-8, 1977, by Specialty and Place of Graduation 
Child USS. Foreign 
Total Psychiatry Neurology Neurology Graduates _ Graduates _ 
Item N % N % N % N % N % NO % 
Candidates 333 100.0 258 77.5 64 19.2 11 3.3 269 80.8 G4 19.2 
Results 
Pass 193 58.0 148 57.4 39 60.9 6 54.5 161 59.5 32 5 
Fail 40 12.0 29 11.2 7 10.9 4 36.4 32 11.9 8 12.5 
Fail (must reapply) 11 3.3 10 3.9 l 1.6 0 0.0 3 1.1 8 12.5 
Condition 89 26.7 71 27.5 17 26.6 l 9.1 73 27.1 i6 250 
TABLE 4 


Analysis of Performance of Group Who Took Part Il Examination in Washington, D.C., April 18-19, 1977, by Specialty and Place cf Gracuation 


rt tt rte A 








Child U.S. Foreign 
Total Psychiatry Neurology Neurology Graduates _ Graduates _ 
Item N % N % N % N % N % N e 
Candidates 617 100.0 474 76.8 121 19.6 22 3.6 440 71.3 177 28.7 
Results 
Pass 376 60.9 288 60.8 71 58.7 17 77.3 299 67.9 77 43.5 
Fail 209 33.9 163 34.4 44 36.4 2 9.1 123 28.0 86 48.6 
Fail (must reapply) 32 ae 23 4.8 6 4.9 3 13.6 18 4.1 14 7.9 


TABLE 5 


Analysis of Performance of Group Who Took Part Il Examination in Kansas City, Mo., June 6-7, 1977, by Specialty and Place of Greduation 


Total Psychiatry 
Item N % N % 
Candidates 444 100.0 353 79.5 
Results 
Pass 279 62.8 209 59.2 
Fail 32 7.2 29 8.2 
Fail (must reapply) 133 30.0 115 32.6 


eee nd 





Child U.S. Foreign 
Neurology Neurology Graduates _ _ Gracuates 
N % N % N % NB 
80 18.0 11 2:5 254 57.2 190 42.8 
61 76.3 9 81.8 184 1235 95 50.0 
3 3.7 0 0.0 13 5.1 19 10.0 
16 20.0 2 18.2 57 22.4 "6 40.0 


Analysis of Performance of Group Who Took Part II Examination in Philadelphia, Pa., October 16-18, 1977, by Specialty and Pizce of Gradu- 


TABLE 6 
ation 
Total Psychiatry 
Item N % N % 
Candidates 1,095 100.0 942 86.0 
Results 
Pass 65} 59.4 555 58.9 
Fail 361 33.0 319 33.9 
Fail (must reapply) 83 7.6 68 7.2 


The committee’s 1978 examination was held February 27- 
28, 1978, in New Orleans for approximately 170 candidates. 
The committee continued to offer its ‘‘retake option’’ in the 
1978 examination. As in 1977, this option was made available 
to reexaminees as well as those candidates taking the exami- 
nation for the first time. Under this option, candidates who 
feel they have performed badly in an oral section have the 


opportunity to repeat one oral section during the examina- . 


tion. This option does not apply to the committee’s written 
examination. 


Child U.S. Foreign 
Neurology Neurology Graduates __ Graduates 
N % N % N % KO O O% 
115 10.5 38 8.5 673 61.5 422 38.5 
73 63.5 23 60.5 464 68.9 187 44,3 
28 24.3 14 36.8 172 25.6 PRY 44.8 
14 12.2 l 8.7 37 5.5 45 109 


The committee agreed at its September 1977 business 
meeting that a pass on the child psychiatry written examina- 
tion would be valid for a period of seven years beginning 
with the February 1978 examination. 

The committee also decided to experiment wth allowing 
those candidates who fail only the written examingetion to 
retake that examination in their own geographic region. The 
proctor for such an examination would have to be a known, 
reliable child psychiatrist in a center near the candidate’s 
residence but not at the candidate’s own institution. Such 
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= OFFICIAL ACTIONS 


an examination would be given on the same day as the oral 
examinations for all other child psychiatrists. 

Under the leadership of Dr. Irving Philips, the committee 
is currently engaged in a project designed to involve child 
psychiatry training directors in the certification process. In 
the proposed model for the project, one aspect involves utili- 
zation of a questionnaire that asks the training director to 
grade the trainee as to how the training director feels the 
trainee will perform on the child psychiatry certification ex- 
amination. Training directors would also be asked to grade 
the trainee’s performance during the training program. Plans 
call for gathering data that could be transmitted to child psy- 
chiatry training directors pointing out similarities or dif- 
ferences between the training director’s ratings and the ac- 
tual performance. This would also give the committee some 
basic data on how reliable the training directors are in eval- 
uating residents.® 


BOARD DECISIONS AND ITEMS OF INTEREST 


The following major policy decisions were enacted by the 
Board in 1977: 

1. Effective November 1, 1977, the following criteria for 
admission to examination are applicable to those applicants 
with foreign training qualifications: the candidate must have 
had full-time specialty training in a manner equivalent in 
length of time and content to that required for U.S. training; 
the candidate must successfully complete a certification ex- 
amination in the country of training in the specialty in which 
the physician is seeking admission to examination; the can- 
didate must possess an unlimited license to practice medi- 
cine in a state or commionwealth of the United States or a 
province of Canada; and the candidate must have achieved 
certification within the past seven years, and if certification 
was achieved more than 7 years ago, then the candidate must 
have had one year of clinical practice in a setting in which 
his/her professional work has been observed by at least two 
ABPN diplomates in that specialty and documented by two 
letters of sponsorship from such diplomates. 

2. Effective November 1, 1977, for those candidates who 
have completed the first postgraduate year of training in a 
training center located outside the United States or Canada 
the following criteria will be acceptable for admission to ex- 
amination: the candidate must have completed a full year of 
supervised postgraduate training equivalent to that required 
by the Board for United States and Canadian graduates as 
evidenced by appropriate documentation. (This documenta- 
tion should consist of a letter of verification from the institu- 
tion at which the training was taken and from the person who 
was in chargt of the training.) The burden for verification for 
this year rests with the candidate. 

3. Beginning at the October 1977 Part H examination, the 
previously administered one hour of oral examination in 
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Neurology for Psychiatry candidates will be replaced by a 
written examination. The written examination is based oma 
series of audiovisual vignettes of neurologic patients. Each 
vignette will last for approximately three to four minutes and 
will be followed by written multiple-choice examination 
questions pertinent to the brief patient presentation. 

4. The Board approved the use of an audiovisual examina- 
tion in child neurology to substitute for one hour of live pa- 
tient examination in child neurology for candidates for Certi- 
fication in Neurology with Special Competence in Child 
Neurology. The substitution went into effect at the Board’s 
October 1977 Part II examination. 

5. The Board agreed to accept the proposal of the Creden- 
tials Committee that three years of training in general psychi- 
atry could include a pattern of two years in general psychia- 
try and one year in child psychiatry provided that two years 
of this training is spent in a single approved program. 

6. The Board agreed that as of January 1, 1978, the per 
diem for Part IJ examiners be raised from $50 to $65. 

At its November 1977 policy meeting the Board took the 
following significant actions: 1) reaffirmed its position 
against a primary Board of Emergency Medicine; 2) agreed 
to establish a task force to initiate an audiovisual written ex- 
amination in psychiatry for neurologists; 3) agreed to confer 
the title ““Member of Test Committee of ABPN” on consul- 
tant members of ABPN examinations committees and to is- 
sue a certificate as a form of recognition to those consultants 
who have served on the Part I Examination Committee and 
on the Neurology for Psychiatrists Audiovisual Written Ex- 
amination Committee; 4) agreed that the grading system for 
the Part II examination be revised beginning with the No- 
vember 1978 examination. The new grading system to be 
used would be high pass, pass, conditional, and fail; 5) de- 
cided to include a release form on the Part I application, 
which would ask the candidates to authorize release of ex- 
amination results to training programs; 6) authorized the Ex- 
ecutive Committee and Executive Director to seek out a re- 
search associate; 7) agreed to distribute the following policy 
statement to appropriate individuals. ‘‘Individuals who con- 
tribute questions, videotapes, or other subject material for 
ABPN examinations are reminded that they must avoid ex- 
plicit discussion of that material in seminars, review courses, 
or other instructional procedures used by candidates to pre- 
pare themselves for the examination, lest the principles of 
conflict of interest and unfair advantage to some candidates 
be applicable”; 8) assumed sponsorship of a proposal sug- 
gested by Dr. Donald Langsley in conjunction with the 
Board’s Research and Development Committee. The pro- 
posal would compare evaluation of residents by training di- 
rectors during the training period with subsequent perform- 
ance on Board examinations; and 9) agreed to draw up a 
statement regarding an ethical code for ABPN Directors. 


LESTER H. Ruby, M.D. 
Executive Director 


Within one week 
A better response 
For twice as many patients 


compared to amitriptyline alone 
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For rapid relief of symptoms 
in moderate to severe 
depression and anxiety 


Please see last page of this advertisement for summary of product information. 





Twice. as many patients improved -soone 


In arigidly controlled 
nationwide multicenter study 


The rating scales agree 


HAMILTON DEPRESSION SCALE 


PERCENT OF PATIENTS “IMPROVED” 


L Patients respond faster 
C Limbitrol—in the first 
week approximately 2/3 of 
those who improved had 
already done so 
L Amitriptyline—only = EMO 
about 1/ 3 of those who RATING PERIOD IN WEEKS TT 
eventually responded had *Criterion for “improvement” =score 
done so by week one decreased by 2 or more from baseline. 
L High correlation among all 
major indices employed includ- 
ing Physicians and Patients 
Global Evaluations 


BECK DEPRESSION INVENTORY 


= PERŒÆNTOF PATIENTS "IMPROVED" = = OF PATIENTS “IMPROVED” 


LIMBITROL : = | | 


AMITRIPTYLINE 2 LAST OBS. 

CHLORDIAZEPOXIDE RATING PERIOD IN WEEKS 

PLACEBO “Criterion for “improvement” =score 
decreased by 3 or more from baseline. 





Please see last page of this advertisement for summary of product information. 





ind better than with amitriptyline alone 


HAMILTON DEPRESSION SCALE 





REDUCTION IN SYMPTOM SEVERITY 


| 2 
RATING PERIOD IN WEEKS 


Reduction in severity of symptoms based 
on mean observed value at each rating period. 


BECK DEPRESSION INVENTORY 


REDUCTION IN SYMPTOM SEVERITY 


| 2 
RATING PERIOD IN WEEKS 


Reduction in severity of symptoms based 
on mean observed value at each rating period. 


The symptoms 
subside m 


Hamilton Depression Scale Items 
O insomnia 

L psychic anxiety 

O somatic anxiety 

O agitation 

O suicidal ideation 

L worthlessness 


Beck Depression Inventory Items 
L] pessimism 

LI dissatisfaction 

LJ guilt 

O social withdrawal 

L] anorexia 


By week one, Limbitrol patients’ symptoms had, 
on average, improved to a point not reached 
by amitriptyline patients until week two. 


The data presented are based on a rigidly con- 
trolled nationwide multicenter study of 279 pa- 
tients with a diagnosis of primary depression with 
symptoms of depression and anxiety of moderate 
to severe degree. 


Provides the well established antidepressant _ 
effect of amitriptyline with the proven antianxiety effect of 


Librium’ (chlordiazepoxide HCI} i : m bi 


For rapid relief of moderate to severe 


depression and anxiety 





A change for the better 
comes sooner-within one week 


Inarigidly controlled 
nationwide multicenter study 


The therapy succeeds 


O Better patient compliance 

L Lower dropout rate 
U Despite a higher inci- 
dence of drowsiness, the 
dropout rate due to side 
effects was lower with 
Limbitrol than with amitrip- 
tyline alone (Limbitrol 4%, 
amitriptyline 13%, chlor- 
diazepoxide 1%) 
L The dropout rate due to 
therapeutic failure was 
lower with Limbitrol 
(Limbitrol 2%, amitriptyline 
6%, chlordiazepoxide 12%) 


Please see last page of this advertisement for summary of product information. 





How to Select dosage strength 
Witisbe | seroesiete foreach potent 
and L Limbitrol 10-25 is recommended 
i = for most patients 
maintain O Limbitrol 5-12.5 may be indicated 
therapy for those who do not tolerate higher 
doses and for elderly patients 


Specify daily dosage 

based on symptom 

O An initial dosage of three tablets is 
recommended 

O Dosage may be increased to six 
tablets or decreased to two tablets 
daily as necessary 

O Once a satisfactory response is 
obtained, evaluate response, and, if 
necessary, reduce dosage to smallest 
amount needed to maintain remis- 
sion 


Utilize dosage options to best 
accommodate individual patient needs 

O T.I.D. or O.1.D., familiar regimens 
most suited for patients who 
tolerate medication without undue 
drowsiness 

O Two tablets one hour before bed- 
time and one tablet midday may 
minimize daytime drowsiness and 
help relieve a common target 
symptom—insomnia 

O Entire dosage h.s. to take 
maximum advantage of the sedative 
effect 


EaR aes | ? Ei ae ® 
Tablets 10-25 25g aminpyine (a8 the nydrocnioride sat ; } ; ( ji 
Tablets 5-12.5 ex cortanng smg chidagan ad, Im i & 
For rapid relief of moderate to severe 
depression and anxiety 





Your quide to 


management 


1. Discuss with patients the probabil- 
ity that they will experience drowsi- 
ness, especially during the first week. 
2. Reassure your patients that drows- 
iness is one indication that the medi- 
Cation is working and that it may help 
alleviate their insomnia. 


3. Encourage patients to report if 
drowsiness becomes troublesome so 
that, if necessary, dosage schedule 
can be adjusted or the symptom 
treated. 

4. Caution patients about the com- 
bined effects with alcohol or other 
CNS depressants. Let them know that 
the additive effects may produce a 
harmful level of sedation and CNS 
depression. | : 

5. Caution patients about activities 
requiring complete mental alertness, 
such as operating machinery or driv- 
ing a Car. 

6. Warn pregnant patients and pa- 
tients of childbearing age that the 
Safety of Limbitrol in pregnancy has 
not yet been established. 


Please see complete product disclosure for other 
pertinent information. 


Limbitrol should not be used under 
the following circumstances: 

1. Hypersensitivity to benzodiazepines 
or tricyclic antidepressants. 

2. Should not be given with an MAO 
inhibitor. To replace an MAO inhibitor 
with Limbitrol, discontinue MAO in- 
hibitor for a minimum of 14 days be- 
fore cautiously initiating Limbitrol 
therapy. 

3. During the acute recovery phase 
following’myocardial infarction. 





Limbitrol 
For rapid relief of moderate 
depression and anxiety 





Before , please consult 
complete product information, a 
summary of which follows: 
Indications: Relief of moderate to severe 
depression associated with moderate to 
severe anxiety. 
Contraindications: Known 
hypersensitivity to benzodiazepines or 
tricyclic antidepressants. Do not use with 
monoamine oxidase (MAO) inhibitors or 
within 14 days following discontinuation of 
MAO inhibitors since hyperpyretic crises, 
severe convulsions and deaths have 
occurred with concomitant use; then 
initiate Cautiously, gradually increasing 
dosage until optimal response is 
achieved. Contraindicated during acute 
recovery phase following myocardial 
infarction. 
Warnings: Use with great care in patients 
with history of urinary retention or 
angle-closure glaucoma. Severe 
constipation may occur in patients taking 
tricyclic antidepressants and 
anticholinergic-type drugs. Closely 
supervise Cardiovascular patients. 
(Arrhythmias, sinus tachycardia and 
prolongation of conduction time reported 
with use of tricyclic antidepressants, 
especially high doses. Myocardial 
infarction and stroke reported with use of 
this class of drugs.) 

Usage in Pregnancy: Use of 

minor tranquilizers during the 

first trimester should almost 

always be avoided because of 

increased 


risk of congenital 
malformations as su edin 
schiari a rae por Consider E 
of pregnancy when 
nstituting therapy; advise 
ients to discuss therapy if 
y intend to or do become 
pregnant. 
Since physical and psychological 
dependence to chlordiazepoxide have 
been reported rarely, use caution in 
administering Limbitrol to 
addiction-prone individuals or those who 
might increase dosage; withdrawal 
symptoms following discontinuation of 
either component alone have been 
reported (nausea, headache and malaise 
for amitriptyline; symptoms [including 
convulsions] similar to those of 
barbiturate withdrawal for 
chlordiazepoxide). 
Precautions: Use with caution in patients 
with a history of seizures, in hyperthyroid 
patients or those on thyroid medication, 
and in patients with impaired renal or 
hepatic function. Because of the 
possibility of suicide in depressed 
patients, do not permit easy access to 
large quantities in these patients. Caution 
patients about possible combined effects 
with alcohol and other CNS depressants 
and against hazardous occupations 
requiring complete mental alertness (e.g., 
operating machinery, driving). Periodic 
liver function tests and blood counts are 
recommended during prolonged 
treatment. Amitriptyline component may 
block action of guanethidine or similar 
antihypertensives. Concomitant use with 
other psychotropic drugs has not been 
evaluated: sedative effects may be 
additive. Discontinue several days before 
surgery. Limit concomitant administration 
of ECT to essential treatment. See 
Warnings for precautions about 
pregnancy. Limbitro!l should not be taken 
during the nursing period. Not 
recommended in children under 12. 
In the elderly and debilitated, limit to 
smallest effective dosage to preclude 
ataxia, oversedation, confusion or 
anticholinergic effects. 
Adverse Reactions: Most frequently 


reported are those associated with either 
component alone: drowsiness, dry 
mouth, constipation, blurred vision, 
dizziness and bloating. Less frequentl¥ 
occurring reactions include vivid dreams, 
impotence, tremor, confusion and nasal 
congestion. Many depressive symptoms 
including anorexia, fatigue, weakness, 
restlessness and lethargy have been 
reported as side effects of both Limbitro! 
and amitriptyline. Granulocytopenia, 
jaundice and hepatic dysfunction have 
been observed rarely. 

This list includes adverse reactions not 
reported with Limbitro!l but requiring 
consideration because they have been 
reported with one or both components or 
closely related drugs: 

Cardiovascular: Hypotension, 
hypertension, tachycardia, palpitations, 
myocardial infarction, arrhythmias, heart 
block, stroke. 

Psychiatric: Euphoria, apprehension, 
poor concentration, delusions, 
hallucinations, hypomania and increased 
or decreased libico. 

Neurologic: |ncoardination, ataxia, 
numbness, tingling and paresthesias of 
the extremities, extrapyramidal 
symptoms, syncope, changes in EEG 
patterns. 

Anticholinergics: Disturbance of 
accommodation, paralytic ileus, urinary 
retention, dilatation of urinary tract. 
Allergic: Skin rash, urticaria, 
photosensitization, edema of face and 
tongue, pruritus. 

Hematologic; Bone marrow depression 
including agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. 
Gastrointestinal: Nausea, epigastric 
distress, vomiting, anorexia, stomatitis. 
peculiar taste, diarrhea, black tongue. 
Endocrine: Testicular swelling and 
gynecomastia in the male, breast 
enlargement, galactorrhea and minor 
menstrual irregularities in the female and 
elevation and lowering of blood sugar 
levels. 

Other: Headache, weight gain or loss, 
increased perspiration, urinary frequency, 
mydriasis, jaundice, alopecia, parotid 
swelling. 

Overdosage: Immediately hospitalize 
patient suspected of having taken an 
overdose. lreatment is symptomatic and 
supportive. |.V. administration of 1 to 3 mg 
physostigmine salicylate has been 
reported to reverse the symptoms of 
amitriptyline poisoning. complete 
product information for manifestation and 
treatment. 

Dosage: Individualize according to 
symptom severity and patient response. 
Reduce to smallest effective dosage 
when satisfactory response is obtained. 
Larger portion of daily dose may be taken 
at bedtime. Single h.s. dose may suffice 
for some patients. Lower dosages are 
recommended for the elderly. 

Limbitro! 10-25, initial dosage of three to 
four tablets daily in divided doses, 
increased up to six tablets or decreased 
to two tablets daily as required. Limbitrol 
5-12.5, initial dosage of three to four 
tablets daily in divided doses, for patients 
who do not tolerate higher doses. 
Supplied: Limbitro! 10-25 tablets each 
containing 10 mg chlordiazepoxide and 
25 mg amitriptyline (as the hydrochloride 
salt) and Limbitrol 5-12.5 tablets each 
containing 5 mg chlordiazepox'de and 
12.5 mg amitriptyline (as the 
hydrochloride salt)—botties of 100 and 
500; Tel-E-Dose® packages of 700; 
Prescription Paks of 50. 


ROCHE LABORATORIES 
ROCHE» Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


The American Psychiatric Association announces publication 
` of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER N®. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


Check enclosed _—s«sSIANVCOice me 
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Must the MBD child take a - 
controlled drug in school? 









Not if hes taking 
Cylert’ (pemoline) æ 


Children can be cruel. Their teasing about taking noontime 
medication can cause serious problems for the child with MBD. 


Here’s how Cylert eliminates this problem: 


e Once a day dosage at home 
e Fliminates mid-day school dose 


In addition, Cylert offers these benefits: 


e Avoids ups and downs of drug action brought about by 
multiple daily dosage 


e Control of medication by the parent 

e A chewable dosage form 

e Less physician paper work (Cylert is in schedule IV) 

e Safety and efficacy proven in extensive clinical studies* 


*Copy of the Cylert Monograph available to Physicians on written request. 


When not to use medication 


Cylert should not be used for (and will not disorders, including psychosis. 
be effective in) simple cases of overactivity 


Searhool-ase children. The physician should rely on a complete 


history of the child and a thorough descrip- 


Neither should it be used in the child who tion of symptoms from both parents and 
exhibits symptoms secondary to environ- teacher before postulating a diagnosis 
mental factors and/or primary psychiatric of MBD. 8083261 


BBOTT yp. . . 
E) Please see next page for Prescribing Information. 
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Cylert and Cylert Chewable Tablets 
(pemoline) 
Prascribie Information © 


Indications: MINIMAL BRAIN DYSFUNCTION IN CHILDREN —as 
adjunctive therapy to other remedial measures (psychological, educational, 
social). 

Special Diagnostic Considerations: The cause of minimal brain dysfunction 
(MBD) is unknown. Diagnosis of MBD involves the use of medical, 
psychological, educational, and social tools, since no single diagnostic test is 
adequate. 

MBD is characterized by chronic moderate to severe hyperactivity, short 
attention span, distractibility, emotional lability, and impulsivity. 
Nonlocalizing (soft) neurological signs, learning disability, and abnormal 

G may or may not be present. The diagnosis of MBD must be based upon 
a complete history and evaluation of the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all children with MBD. In the primary 
therapy of MBD, appropriate educational placement is essential and 
psychosocial intervention is generally necessary. When these measures alone 
are insufficient, the decision to prescribe stimulant medication will depend 
upon the physician’s assessment of the chronicity and severity of the child’s 
symptoms. Stimulants are not intended for use in the child who exhibits 
symptoms secondary to environmental factors and/or primary psychiatric 
disorders, including psychosis. 


Contraindications: Cylert (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


Warnings: Cylert is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 

Sufficient data on the safety and the efficacy of the long-term use of Cylert 
in children with minimal brain dysfunction are not yet available. 

A temporary suppression of the predicted growth rate (weight and/or 
height gain) has been reported for children receiving long-term stimulant 
therapy. A definite causal relationship between stimulant drugs and this 
finding has not been established. 


Precautions: Liver function tests should be performed periodically during 
therapy with Cylert. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS 
regarding reports of abnormal liver function tests and jaundice.) 

Cylert should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of Cylert with other drugs has not been studied in humans. 
Patients who are receiving Cylert concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

Cylert failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other 
psychostimulants with known dependence liability suggests that 
psychological and/or physical dependence might also occur with Cylert. 
There have been isolated reports of transient psychotic symptoms occurring 
in adults following the long-term misuse of excessive oral doses of pemoline. 
Cylert should be given with caution to emotionally unstable patients who 
may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of Cylert (pemoline) for 
use during pregnancy and lactation has not been established. 

Fertility, reproduction, and teratology studies were conducted in laboratory 
animals. Pemoline, in doses of 18.75 or 37.5 mg./kg./day, had no effect on the 
fertility of male or female rats. The drug, when given to pregnant rats (from 
gestation day 15 through weaning) and to rabbits (from gestation days 6-18) 
at these same dosage levels, produced no teratogenic or embryotoxic effects, 
and had no effect on the viability of the young at birth. However, increased 
incidences of stillbirths and cannibalization were observed when pemoline 
was given to rats at these dosage levels, beginning 14 days prior to conception. 


Adverse Reactions: Insomnia is the most frequently reported side effect of 
Cylert; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In 
the majority of cases it is transient in nature; weight gain usually resumes 
within three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, 
dizziness, headache, drowsiness, and hallucinations have been reported. 

Elevations o®SGOT, SGPT, and serum LDH have occurred in patients 
taking Cyleft, usually after several months of therapy. These effects appear to 
be reversible upon withdrawal of the drug, and are thought to be 
manifestations of a delayed hypersensitivity reaction. There have also been a 
few reports of jaundice occurring in patients taking Cylert; a causal 
relationship between the drug and this clinical finding has not been 
established. 

There have been reports of dyskinetic movements of the lips, face, and 
extremities occurring with the use of Cylert. Convulsive seizures have also 
been reported. A definite causal relationship between Cylert and these 
reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
Cylert often remit with continuing therapy. If adverse reactions are of a 
significant or protracted nature, dosage should be reduced or the drug 
discontinued. 


How Supplied: Cylert (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 
18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 
37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 
75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 
Cylert Chewable is supplied as monogrammed, grooved tablets in one 


dosage strength: 
37.5 mg. tablets (orange-colored) E) 
in bottles of 100 (NDC 0074-6088-13) 
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A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY’s 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 
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Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea. 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea: 50-99 copies, 
$2.00 ea.; 100 or more copies 35% discount.) 





| | bill me | | remittance enclosed 
Name 

Address 

GIDA eee S| eee fT 

Send coupon to: Publications Sales 1078AJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 









Announcing Publication... 


MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 


M.D., Chairperson. 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 





“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted ana 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed a: 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge ana 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches. . . . It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Mode! 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. ar 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 

Please send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
$5.00 ea. 
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CAPSULE 3 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mọo, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-o0z) bottles 


*The total daily dosage of Sinequan, up to 150 ma, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 
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ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 


—*™”450-MG 
CAPSULE 


CONVENIENT ONCE-A-DAY A. s. DOSAGE 


which may improve patient compliance. The Bs 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec! 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up to 8300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ot 
served side effect. Dry mouth, blurred vision, consti- 
° pation and urinary retention have been reported. 








EXTENDED RANGE 


*The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind, 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: It should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide igan inherent risk in any depressed patient, and may remain so until significant 
improvernent@as ae pitied should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological! 
Similarities among fhe tricyclics, the reactions should De considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal; Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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Dosage and Administration. For most patients with illness of mild to moderate severity, 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased 
decreased at appropriate intervals and according to individual response. The usual optimu 
dose range is 75 mg/day to 150 mg/day. 

Inmore severely ill patients higher doses may be required with subsequent gradual increase 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organ 
disease, lower doses may suffice. Some of these patients have been controlled on doses as Ic 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-d. 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended f 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effe 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias ar 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ieu: 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Mamagement and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressi 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbe 
The use of activated charcoal has been recommended, as has been continuous gastric lava¢ 
with saline for 24 hours or more. An adequate airway should be established in comatose patien 
and assisted ventilation used if necessary. EKG monitoring may be required for several day 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with tt 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular anc CN 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intr 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond | 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depre 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosac 
due ta high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to: 10 mg,75m 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mgar 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 m 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Or 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying cropper calibrate 
at 5mg, 10 mg, 15 mg, 20 mg. and 25 mg. Each mi contains doxepin HC! equivalent to 10m 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted wit 
approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit. tomato, prune < 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number ı 
carbonated beverages. For those patients requiring antidepressant therapy who are o 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixe 
together with Gatorade®, lemonade, orange juice, sugar water, Tang®, or water; but not wit 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional mformation available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


a valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. ; 
Hospital & Community Psychiatry 1s just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on ; 
Hospital & Community Psychiatry; and, on request, information | 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 
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= CITY STATE ZIP CODE 


Hospital & 1078AJP 
Community 
latry 


MAIL TO: 






AMERICAN PSYCHIATRIC ASSOCIATION 
1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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LOXITANE® Loxapine Succinate 


Permits rapid management of Harold’s 
suspiciousness and behavioral symptoms 

Shy, retiring son forced to join family business after col- 
lege. Became increasingly immobilized, sitting at desk and 
staring into space. Occasionally overheard muttering about 
the “powers killing me.” Taken to psychiatrist's office, he 
was given LOXITANE® Loxapine Succinate capsules 50 ma 
initially. Scheduled for daily sessions and LOXITANE 20 me 
t.i.d. Diagnosis: Acute schizophrenia. 


Permits aggressive titration for rapid establish- 
ment of optimal symptom management 

Short-term treatment goals focussed on symptom control. 
Within four days, dosage titrated up from 20 mg to 50 mg 
t.i.d. By the fifth day, Harold was able to visit psychiatrist 
alone. Delusions and conceptual disorganization began to 
subside. s 


Permits sustained symptom management with 
minimal risk of phototoxicity and other serious 
adverse effects 

During third week, became aware of parental conflict. He 
began to explore his true career interest as a naturalist. 
Experienced no phototoxicity despite long hours out-of- 
doors. LOXITANE reduced to 30 mg t.i.d., with symptom 
management maintained. i 


Side effects are usually mild, transitory 
and easily managed 


Consistence in schizophrenic symptom manage- 
ment and tolerance promotes patient compliance 
Now, after six months on LOXITANE 20 mg t.i.d. and regu- 
lar therapeutic sessions, Harold continues his outdoor 
interests, but has agreed to return part-time to his fathers 
business on a trial basis. He remains under control and 
free from occurrence of side effects. Much less emotion- 
ally withdrawn, but lacks spontaneity. 


*Transient liver enzyme changes not definitely related to LOXITANE 
have been reported. Although not reported to date, possibility of hepatic, 
renal, ocular, or phototoxicity cannot be ruled out at this time. Not an 
actual patient, but a simulation to illustrate the action of LOXITANE as 
reported in clinical studies. 


See LOXITANE prescribing information on the following page 
for indications, warnings and precautions and for more 
detailed information concerning side effects. 


9 mg. Ming, 
25 mgPo0 mg 


„. Minimum risk 





Maximum management... minimum risk 





Brief Summary 

LOXITANE* Loxapine Succinate Capsules 

LOXITANE* C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia. 
CONTRAINDICATIONS: Comatose or severely depressed states; 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not rec- 
ommended for use in children under 16. May impair mental and/or 
physical abilities especially during early therapy; warn ambulatory 
patients about activities requiring alertness and concomitant use of 
alcohol or other CNS depressants. Not recommended for man- 
agement of behavioral complications in mentally retarded patients. 
PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vasculag di8ease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 


tion. Loxapine has an antiemetic effect in animals which might occur 


in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation. 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extra- 
pyramidal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
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Recommended Daily Dosage 


Initial Dosage MILD MODERATE SEVERE 
10 mg 10 mg 25 mg 
b.i.d. t.i.d or q.i.d. bid E 

First 7 to Increase dosage until psychotic 

10 days symptoms are controlled. 


Dosage should not exceed 
250 mg/day. 


Usual dosage during titration: 

50 to 150 mg/day. 
Maintenance 
Dosage 


Adjust to lowest effective level. 
Usual maintenance dosage: 
60 to 100 mg/day. 


Many patients are controlled 
with dosages as low as 20 to 
60 mg/day. 


masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, requiring 
dosage reduction or temporary withdrawal plus appropriate counter- 
active drugs. Persistent Tardive Dyskinesia may appear during 
prolonged therapy or following discontinuance, the risk greater in 
the elderly, especially females, on high dosage. Symptoms, per- 
sistent and in some patients apparently irreversible, are character- 
ized by rhythmical involuntary movement of the tongue, face, mouth 
and jaw sometimes accompanied by involuntary movement of 
extremities. Since there is no known effective treatment, discontinue 
all antipsychotic drugs if symptoms appear. Reinstitution of treat- 
ment, increased dosage, or switching to another agent may mask 
syndrome. The syndrome may not develop if medication is stopped 
when fine vermicular movements of the tongue first appear. Cardio- 
vascular Effects: Tachycardia, hypotension, hypertension, light- 
headedness and syncope. ECG changes, not known to be related to 
loxapine use, have been reported. Skin: Dermatitis, edema of face, 
pruritus, seborrhea. Possible photosensitivity and/or phototoxicity; 
skin rashes of unknown etiology seen in a few patients in hot 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gain 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, 
paresthesia, polydipsia. Rarely, galactorrhea and menstrua! 
irregularity of unknown etiology. 

LEDERLE LABORATORIES 


lodunia A Division of American Cyanamid Company 
Pearl River, New York 10965 ©1978 429-8 


Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and tô pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association's Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 

This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me________ copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). o 
(Please Print) gBill Me OCheck Enclosed 


Name 
Address __ 


City State Zip 





Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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E ois depressed patients, 
i Goldberg and Finnerty* found 
J “...patients treated with imipramine 
A RE pamoate tended (P<.09) to have a 
=== better quality of sleep than those 
= treated with amitriptyline.” 


The overall results of the study 
indicate that both imipramine 
pamoate and amitriptyline were 
equally effective in treating neurotic 
depression. 


Before prescribing Tofranil-PM, 
please review a summary of the 
full prescribing information on the 
following page. 


Tofranil-PIM 


Se pamoate 


hamong tricyclics 
ymptoms of anxious 


for depressed outpatients, imipr 
pamoate or amitriptyline? Di 





Tofranil-PM' 








imipramine pamoate 


As anxiety, agitation, sleep 
disturbances, and other 
depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 


during the acute recovery period after a myocardial infarc- 


tion. Patients with a known hypersensitivity to this com- 

pound should not be given the drug. The possibility of 

cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with c@diovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: |t should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 
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Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
atthe starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in tħose receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may Decome more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation / 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 
imipramine pamoate equivalent 
to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea anc vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss: perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quirec for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total caily dosage is establisned at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in dividec daily doses. 

How Supplied: Tofranil-PM. brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


ka 
This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


è Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. á 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
è Coverage of mental illness under collective bargaining agreements of selected unions. 


eè Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


© Updating of information on Blue Cross benefits for hospital care of mental illness. 


è Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 
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Haldol 


haloperidol) 


tablets/concentrate/injection 


Promptly controls 


psychotic 
usually leaving the 


symptoms... 


patient 


more responsive to therapy 


Rapid onset of 
therapeutic effect in 
a wide range of 
psychotic symptoms." 


Helps avoid long-term 


hospitalization. 


Minimal risk of 


hypotension, oversedation, 


or troublesome 

anticholinergic effects. 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


1 »4,6,7,9-1 l 


Permits aggressive titration 


to effective dosage levels 
for optimal controli‘ 


Often leaves patient with 

improved insight, 

with a renewed interest in the 
environment, and more likely 
to participate in therapeutic 
efforts!” 


References: 1. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 2. Rapp, M.S Can. Psychiatr. Assoc. }. 15:73 
(Feb.) 1970. 3. Rubin, R: Ala. J. Med. Sci. 8:414 (Oct.) 1971. 4. Abuzzahab, F.S., Sr.: Psychosomatics 
11:188 (May-June) 1970. 5. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 6. Howard, J.S.: Dis. Nerv. 
Syst. 35:458 (Oct.) 1974. 7. Sugerman, A.A., et al.: Am. J. Psychiatry 120:1190 (June) 1964. 8. Darling, 
H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 9. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 10. Snyder, 


Common side effects 
easily controlled:***” 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjuStment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 


peridol. 


S.H., et al.: Science 184:1243 (June 21) 1974. 11. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr) 1976. 


*Not: an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 
Please turn page for summary of prescribing information. 
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Injection 

A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per mi,* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per mi, and 
lacc acid for pH adjustment to 3.4 + 0.2 


120 mì 


HALDOL‘ 


(HALOPERIDOL) 3 


HALDOL (haloperidol) S 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for detter patient 
compliance: 2 mg per ml 













tablets 


4 5 tablet strengths for convenience in 
> individualizing dosage 


Img 2mg 5mg 


Yemg 
a 


10 mg 


A 





tablets/concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment : 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and: or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physica! abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur): (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may leave to be continued after HALDOL haloperidol is discontin- 
ued becaus@ of different excretion rates: if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
perido! is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from ‘Persistent 
Tardive Dyskinesia’’ except for duration. It is unknown whether gradua 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
perido!, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible: there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued The syndrome may be masked by reinsfitution of drug, increasing 
dosage, or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, ‘ethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms. 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of pnotosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual! irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, MCNEILAB, Inc. 
Fort Wasnington, PA 19034 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best irfformed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 

in a particularly difficult area of endeavor .... Beyond their concern with the mani- 

festly ill child, the authors intriguingly explore what may be needed to enhance the 

mental good health of all young children... . A significant contribution. ° 
James N. Sussex, M.D. 
President, American Association of 
Psychiatric Services for Children 
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Please send me ___ SSS copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 
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.. with a low incidence 
of adverse side effects on 


MOBAN 


molindone HCI 


e an effective antipsychotic agent . 
e nota phenothiazine 














FAVORABLE BENEFIT/RISK PROFILE, Further advantages 
WHICH MAY ENHANCE COMPLIANCE* with MOBAN® 
The pharmacological effect from 
NO Tolerance development a single oral dose persists for 
incidence Hepatotoxic changes doeane Gees i 
Ophthalmological changes level is established. 
Excessive weight gain Several clinicians have reported 
Qntg 
Impotence that obese patients on MOBAN" 
p Br frequently experienced a marked 
Decreased libido reduction in weight toward 
Skin pigmentation normal weight. 
Thyroid function changes How to use MOBAN® 
Persistent tardive dyskinesia The usual sti 


50-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. Titrate 
individually up or down depend 
ing on patient response. Some 
chronic, treatment-resistant 















LOW Sedation 
incidence Adverse drug interactions 


Hypotension patients may require an increase 
Hematological changes ‘ 400 dhcp. (Howay tp 

t ong-term safety o mg/day 
Lactation has not been established.) Please 
Amenorrhea refer to complete prescribing 

information for further dosage 

Autonomic changes i e a 
S ki n rash For complete prescribing information, please 
Nonpersistent symptoms ur Bs 


of tardive dyskinesia 


Endo Laboratories. inc. 
MODERATE Extrapyramidal reactions Subsidiary of E | du Pont de Nemours & Co 


Garden City. New York 11530 


incidence 


*This table compiled from clinical and field reports, according to the best available information 
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Patients become easier to manage on 





MOBAN 





molindone HCl 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethy!) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


freely soluble in water and alcohol and has a molecular weight of 
312.67 


MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, Suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oral dose— 20 mg/kg/day—10 days 


no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oraldose— 20 mg/kg/day—10 days 


slight increase resorptions 

40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day—12 days 
no adverse effect 

10 mg/kg/day—12 days 
no adverse effect 

20 mg/kg/day—12 days 
no adverse effect 


Animal reprodu iveStudies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN® 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN® (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


Increased activity has been noted in patients receiving MOBAN® 
conten should be exercised where increased activity may be 
armful. 


MOBAN® does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. 
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The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
Salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticular opacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 


movements). There may be involuntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the madication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION initial and maintenance doses of 
MOBAN® (molindone hydrochlomde) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—\ncrease to 100 mg/day in 3 or 4 days. 


—Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/day has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

1.Mild—5 mg-15 mg three or tour times a day. 

2.Moderate— 10 mg-25 mg three or four times a day. 

3. Severe—225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN® (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increasec 
toxicity when MOBAN® is given concurrently with sepresentative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidot 
must be considered of theoretical value. 


Emesis in a comatose patient ts contraindicated. Additionally, whil 
the emetic effect of apomorphine is blocked by MOBAN® in animals 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or rena! 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based o! 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have responded to the 
use of diphenhydramine (Benadryl") and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin”, 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencie 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


* Benacryl—Trademark, Parke Davis and Co 
"Artane—Trademark, Lederle Laboratories 
*Cogentin—Trademark, Merck Sharp & Dohme 
*Akineton—Trademark, Knoll Pharmaceutical Co. 


MOBAN*" is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 


Endo Laboratories, Inc. 


Subsidiary of E |. du Pont de Nemours & Co (Inc 
Garden City. New York 11530 


"G us atatu oF 


EDO-014MB-7 


California's 


METROPOLITAN 


HOSPITAL 


provides wide-range 
psychiatric services for 
Los Angeles area. 


A Climate of Professional Growth... 


+. DUAL CLINICAL-TEACHING 
APPOINTMENTS 


AFFILIATIONS WITH TWO MAJOR 
UNIVERSITIES 


e CONTINUING MEDICAL EDUCATION 


PSYCHIATRISTS 


+ $43,728—$44,964 
e MALPRACTICE COVERAGE 
e APPROXIMATELY $10,000 IN BENEFITS 


STAN NIELSEN, Recruitment Manager 
744 P Street 
Sacramento, CA 95814 
(916) 322-1221 Collect 





ASSISTANT SUPERINTENDENT FOR 
PROFESSIONAL SERVICES 


New Hampshire Hospital, Concord, N.H., an 800 
bed JCAH-Accredited psychiatric hospital, is seek- 
ing an Assistant Superintendent for Professional 
Services to be responsible for the direction and 
coordination of clinical programs for the treat- 
ment, care and management of mentally ill 
patients. New Hampshire Hospital, the only public 
psychiatric hospital in N.H., is located in Concord, 
a city of approximately 30,000 people, 75 minutes 
north of Boston, MA. Salary ranges from $30,740- 
$38,690, plus an additional $3,000 per year if board 
certified. Possibility of faculty appointment to ma- 
jor university. Housing and other fringe benefits 
are available. Candidate must be a physician- 
psychiatrist licensed or eligible for licensure as an 
M.D. in New Hampshire and certified or eligible 
for certification by the American Board of 
Neurology and Psychiatry. 


Interested applicants should contact C. Clifton 
DuBois, Ph.D., Superintendent at New Hampshire 
Hospital, 105 Pleasant Street, Concord, New 
Hampshire 03301. Telephone (603) 271-2205. 
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Montgomery General Hospital is seeking a 
newly created position of Center Director 
Mental Health Center. We are a 234 bec 
general hospital, with academic affiliations, 
tryside immediately north of Washington, 


This individual should be a board certified P 
10 years of clinical experience and demonst) 
ministrative involvement and responsibility 


The ideal candidate for this position would | 
Community Mental Health Center’s concer 
professional services and would be willing | 
time efforts to the leadership of our estat 
center. 


Being a viable Center within an established c 
we are looking for an individual who has str 
well as the ability to administer a dynamic 


A substantial salary level is commensurat 
perience and educational background. 


To pursue this opportunity please send you 
history to Robert Kurtz, M.D., Chairman, 


MONTGOMERY GENERAL | 


18101 Prince Philip Dr 
Olney, Maryland 208: 


An Equal Opportunity Empl 


COORDINATO 
PSYCHIAT 


For new community-based progr 
education (Clinical Campus) 
SUNY-Upstate Medical Center ( 
cuse and SUNY-Binghamton. 


Responsibilities: Develop and 
Psychiatry curriculum which con: 
grated longitudinal experience as w 
clerkship time; recruit faculty; d 
budget; develop student and pros 
methods; assume major teaching r 
faculty development; serve as liais 
ment chairman of Psychiatry at 
liaison with community mental hea 
programs; report to the Dean of tł 
pus. 


Qualifications: Board certified in 
perience in teaching and adminis 
private practice permitted. Vita r 
by November 15, 1978. Send to: 
M.D., Chairman Search Com 
Campus, SUNY-Binghamton, B 
13901. SUNY-Binghamton is an a 
equal opportunity employer. 


Jne way 
o evaluate seizure etiology 





eee oe + 


5 
eS . one 
es 


i" Py oA Ae pe o `x 


r A TE 


B. we 
d A 
ane A yee. 
free- 
4 7 
ha "rg 
i a a. ee = 
ad -peA + er kd 
d -m a N P a ROS 


an = = 


R a 
se oe a 


awe aan ~ ig 
° ——- =o agatare " 
mmp « O o aE S ; a 
m . ~ o = ara Ee “— bci 
4 Mys wes =) pi 
> pea e ~ Log ~~ ~~ A . ie: >e- w~- 
we ee oper a m e a 


a CA y Freeds OR + © a D >" 
¢ beno aai aA A e ay AA E ees : 
b w sepe rp PPP ge EO aS owe we = <- a 


y aag » =- = 
P ee -oe penso + ae an i 
, rv? mar + ` 
y = 
Fs. 


Ga ~A ~ R A € pe le we - ae 
< i : ; > 
`» pp ep Palp” -o CEO AN wae ai ia _ _= 
s a P 
p > rer i „serpy o Hr -n mee mee t 
Er 4 n a a a ~ =e eK a eee ~ 4 
o~ 


ee 

‘ -+ > 

—- 

"> . - o*« 
FPS AO ON LR eR AL EES > 
Aaa > ar <r. 

"y = Fn eS a eae a sib A 
Te e a eee a aAA . 

oea V ew Wid a 
a 


- ~ = pe e mpn 
p 
Par PP ” PF 
"e E T E ~ 
"T ~ e - 


a dwd 


ef y w a 


ae oe ~ 


w we 


omputerized transaxial tomography (CT scan) is an important new noninvasive technique 
hat can help in determining the etiology of epileptic seizures. Shown here is a single slice 
rom a color-enhanced CT scan of the brain of a patient with epilepsy. The absence of vascula 


. A proven way 
to start seizure control 


MYSOLINE 
(primidone) Tablets 50 mg, 250 ma ; 


A single entity with multiple 
anticonvulsant properties 


Primidone itself has anticonvulsant activity. In addition, its major metabolite, 
phenylethylmalonamide (PEMA), exerts an anticonvulsant effect of its own 
and also enhances the anticonvulsant action of the second metabolite, pheno- 
barbital. In patients refractory to phenytoin and phenobarbital, primidone 
may prove effective as the sole therapy.’ 


Multiple indications—grand mal, 
psychomotor, and focal epileptic seizures 


In grand mal, MYSOLINE is comparable in efficacy to phenytoin and 
phenobarbital.” * In psychomotor seizures, phenobarbital is rarely effective.’ 
In focal seizures, phenytoin used alone is not indicated*— and, according to 
Forster? MYSOLINE is markedly more effective than phenobarbital, which 
should dispel the misconception that MYSOLINE is “just a phenobarbital.” 
(See chart below. ) 





Agent 























Grand Mal Psychomotor Focal 
Efficacy ratings* Mysoline ++++ ++++ ++++ e 
i e 
of anticonvulsants oe E ae | 
o . ydantoinates = 
in epilepsy (phenytoin) ttt +++ +++ 
Barbiturates 


(phenobarbital ) TF | ++ gs 








* Relative effectiveness, + +++ being most effective 
Adapted from Forster, F M.3 


Consider it first for major motor epilepsies 


MYSOLINE (primidone) 


See next page for Brief Summary and references 
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Start seizure control with 


MYSOLINE oimiaone) 


Initial dose in children over 8 years of age 
and adults: 250 mg daily at bedtime 


BRIEF SUMMARY 


(For full prescribing information. see package circular) 
MYSOLINE*® 

Brand of PRIMIDONE Anticonvulsant 

ACTIONS: MYSOLINE raises electro- or chemo- 
shock seizure thresholds or alters seizure patterns in 
experimental animals. The mechanism(s) of 
primidone’s antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its 


two metabolites. phenobarbital and phenylethylmal- 


onamide (PEMA). In addition to its anticonvulsant 
activity, REMA potentiates that of phenobarbital in 
experimental animals. 


INDICATIONS: MYSOLINE. either alone or used 
concomitantly with other anticonvulsants. is indicated 
in the control of grand mal. psychomotor, and focal 
epileptic seizures. It may control grand mal seizures 
refractory to other anticonvulsant therapy. 


CONTRAINDICATIONS: Primidone is contraindi- 


cated in: 1) patients with porphyria and 2) patients who 
are hypersensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 
medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes 
several weeks before it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in 
human pregnancy and nursing infants are unknown. 


Recent reports suggest an association between the use 
of anticonvulsant drugs by women with epilepsy and 
an elevated incidence of birth defects in children born 
to these women. Data are more extensive with respect 
to diphenylhydantoin and phenobarbital. but these are 
also the most commonly prescribed anticonvulsants: 
less systematic or anecdotal reports suggest a possible 
similar association with the use of all known anticon- 
vulsant drugs. 


The reports suggesting an elevated incidence of birth 
defects in children of drug-treated epileptic women 
cannot be regarded as adequate to prove a definite 
cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on 
drug teratogenicity in humans; the possibility also 
exists that other factors. e.g.. genetic factors or the 
epileptic condition itself. may be more important than 
drug therapy in leading to birth defects. The great 
majority of mothers on anticonvulsant medication de- 
liver normal infants. It is important to note that anticon- 
vulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major sei- 
zures because of the strong possibility of precipitating 
status epilepticus with attendant hypoxia and threat to 
life. In individual cases where the severity and fre- 
quency of the seizure disorder are such that the re- 
move! of medication does not pose a serious threat to 
the patient. discontinuation of the drug may be consid- 
ered prior to and during pregnancy. although it cannot 
be said with any confidence that even minor seizures 
oS not pose some hazard to the developing embryo or 
etus. 


The prescribing physician will wish to weigh these con- 
siderations in treating or counseling epileptic women of 
childbearing potential. 


Neonatal hemorrhage. with a coagulation defect re- 
sembling vitamin K deficiency, has been described in 
newborns whose mothers were taking primidone and 
other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vita- 
min K, therapy for one month prior to, and during, 
delivery. 

PRECAUTIONS: The total daily dosage should not 
exceed 2 g. Since MYSOLINE therapy generally ex- 
tends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in 


substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be 
carried out in the average clinical laboratory. it is 
suggested that the presence of undue somnolence and 
drowsiness in nursing newborns of MYSOLINE- 
treated mothers be taken as an indication that nursing 
should be discontinued. 


ADVERSE REACTIONS: The most frequently oc- 
curring early side effects are ataxia and vertigo. These 


tend to disappear with continued therapy. or with re- 


duction of initial dosage. Occasionally. the following 
have been reported: nausea. anorexia. vomiting. 


fatigue. hyperirritability, emotional disturbances. sex- 


ual impotency. diplopia. nystagmus. drowsiness. and 
morbilliform skin eruptions. Occasionally. persistent or 
severe side effects may necessitate withdrawal of the 
drug. Megaloblastic anemia may occur as a rare 


idiosyncrasy to MYSOLINE and to other anticonvul- 


sants. The anemia responds to folic acid without neces- 
sity of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 g per dav. The initial dose is 
250 mg. Increments of 250 mg are added. usually at 


weekly intervals, to tolerance. or therapeutic effective- 


ness, up to daily doses not exceeding 2.0 g. A typical 
dosage schedule for the introduction of MYSOLINE is 


as follows: 


Adults and Children Over 8 Years of Age 


Ist Week 2nd Week 

250 mg daily at bedtime 250 mg b.id. 
3rd Week 4th Week 

250 mg t.i.d. 250 mg q.i.d. 







In children under 8 years of age, maintenance levels 
are established by a similar schedule. but at one-half 
the adult dosage. It is best to begin with 125 mg. with 
gradual weekly increases of 125 mg a day. to a daily 
total usually between 500 mg and 750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage 


of the other drug(s) is maintained or gradually de- 
creased. This regimen should be continued until satis- 


factory dosage level is achieved for combination. or the 
other medication is completely withdrawn. When 
therapy with this product alone is the objective. the 
transition should not be completed in less than two 
weeks. 


MYSOLINE 50 mg Tablet can be used to practical 
advantage when small fractional adjustments (upward 
or downward) may be required. as in the following 
circumstances: for initiation of combination therapy: 
during “transfer” therapy: for added protection in 
periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes. 
holidays, etc.). 


HOW SUPPLIED: MYSOLINE Tablets—No. 430 


—Each tablet contains 250 mg of primidone (scored), 


in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 431—Each tablet contains 50 mg of 

rimidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension—No. 3850—Each 5 ml 
(teaspoonful) contains 250 mg of primidone, in bottles 
of 8 fluidounces. 


References: 1. Woodbury. D. M., and Fingl, E.. in 


Goodman, L. S.. and Gilman, A. (eds.): The Phar- 


macological Basis of Therapeutics, ed. 5. New York. 
Macmillan Publishing Co.. Inc., 1975. P: EPIA 
2. Rodin, E., in Conn, H. F (ed.): Current Therapy 
1977. Philadelphia. W. B. Saunders Company, 1977. 
p. 716. 3. Forster, F M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 4. Physicians’ Desk Reference. ed. 31, 
Oradell, N.J., Medical Economics Co.. 1977. p. 1175. 
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- Liaison and inpatient 
psychiatrists wanted. 


Bd. cert. or elig. required. Chil- 
licothe VA Hospital is a 1000- 
bed hosp with large aftercare 
program. JCAH approved. 
OSMA approved cont. med. ed. 
prog. for AMA Phy. Recog- 
nition Award. Hosp. located in 
southern Ohio natural recrea- 
tion and scenic area, 45-min. 
from Columbus. Financial 
assistance in moving. Equal 
Employment Opportunity Em- 
ployer. Write Chief of Staff, VA 
Hospital, Chillicothe, OH 45601 
or call 614-773-1141, ext. 202. 





SUPERINTENDENT 
Big Spring State Hospital 


Physician, licensed to practice in Texas. 
Certified or Board eligible in psychiatry 
and must possess administrative ability. 
Base salary is $40,600/yr with house and 
utilities provided. Up to $3,000 additional 
salary may be granted by the Commis- 
sioner of TDMHMR and an additional 
$1,000 compensation for Board Certifica- 
tion. Fringe benefits include vacation, sick 
leave, and usual state benefits including a 
retirement program. Legal protection 
provided by state law. Applications must 
include a professional resume and must list 
not less than three references. Applications 
must be addressed to: John J. Kavanagh, 
M.D., Commissioner, Texas Department 
of Mental Health and Mental Retarda- 
tion, Box 12668, Capitol Station, Austin, 
Texas 78711. 










SUPERINTENDENT 
Rusk State Hospital 


Physician, licensed to practice in Texas. 
Certified or Board eligible in psychiatry 
and must possess administrative ability. 
Base salary is $40,600/yr with house and 
utilities provided. Up to $3,000 additional 
salary may be granted by the Commis- 
sioner of TDMHMR and an additional 
$1,000 compensation for Board Certifica- 
tion. Fringe benefits include vagation, sick 
leave, and usual state benefits including a 
retirement program. Legal protection 
provided by state law. Applications must 
include a professional resume and must list 
not less than three references. Applications 
must be addressed to: John J. Kavanagh, 
M.D., Commissioner, Texas Department 
of Mental Health and Mental Retarda- 
tion, Box 12668, Capitol Station, Austin, 
Texas 78711. 





e 
THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 
These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 ‘or 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 
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For depressed patients who must 
function effectively in daily activities... 


riptyline HCl) N F 


25mg. Capsules 









Patients remain alert. 


Most depressed patients must function 
effectively in their daily activities, on the job 
or at home. For these patients, PAMELOR 
capsules may be an appropriate therapeutic 
choice. PAMELOR relieves depression, yet 
rarely causes daytime drowsiness. As with all 
antidepressants, however, patients should be 
cautioned against driving or operating 
hazardous machinery. 


Insomnia of 
depression begins to 
improve within a week. 


PAMELOR capsules are effective for relieving 
insomnia, a cardinal symptom of depressive 
illness. Patients begin to sleep better within 
the first week of therapy. The full therapeutic 
effect of PAMELOR is usually observed by 
the second week. 


PAMELOR therapy is 
well tolerated. 


In 90 studies, a total of 818 patients were 
treated with PAMELOR capsules. Of the 
patients who improved completely or 
markedly, over half (54%) had no side effects. 
; Those who experienced side effects mos! 
| commonly complained of dry mouth. 


i 
For Brief Summary please see last page of this advertisement. 
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PAMELOR 





(nortriptyline HCl) NF 


25mg. Capsules 


The antidepressant for the patient who must 
remain alert and active. 


= relieves depression without causing problem daytime drowsiness 


a insomnia of depression begins to improve within a week 
= PAMELOR therapy is well tolerated 


Indications: For relief of depressive symptoms. Endogenous de- 
pressions are more likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should not be given concomi- 
tantly with MAO inhibitors or within 2 weeks of the use of this drug 
since hyperpyretic crises, severe convulsions, and fatalities have oc- 
curred when similar tricyclic antidepressants were used in such 
combinations. Cross-sensitivity with other dibenzazepines is a pos- 
sibility. Contraindicated during acute recovery period after myocar- 
dial infarction. 


Warnings: Use with caution in patients with cardiovascular disease 
because of tendency to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, arrhythmia, and strokes 
have occurred. May block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic activity, use cau- 
tiously in patients with glaucoma or a history of urinary retention. 
Patients with a history of seizures should be followed closely be- 
cause the drug is known to lower the convulsive threshold. Great 
care is required for hyperthyroid patients and those taking thyroid 
medication because of possible development of cardiac arrhythmia. 
Caution patients about possibility of impaired mental and/or physi- 
cal ability to operate a motor vehicle or dangerous machinery. Re- 
sponse to alcoholic beverages may be exaggerated and may lead to 
suicidal attempts. Safe use during pregnancy, lactation, and women 
of childbearing potential has not been established and the drug 
should not be given unless clinical situation warrants potential risk. 
Not recommended for use in children. 


Precautions: Psychotic symptoms may be exacerbated in schizo- 
phrenic patients. Increased anxiety and agitation may occur in over- 
active or agitated patients. Manic-depressive patients may experi- 
ence shift to manic phase. Hostility may be aroused. Concomitant 
administration of reserpine may produce a “stimulating” effect. 
Watch for possible epileptiform seizures during treatment. Use cau- 
tiously with anticholinergic or sympathomimetic drugs. Concurrent 
electroconvulsive therapy may increase hazards associated with 
nortriptyline HCl. When possible, discontinue drug several days 
prior to surgery. Potentially suicidal patients require supervision and 
protective measures during therapy. Prescriptions should be limited 
to the least possible quantity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the following 
reactions be considered when nortriptyline is administered. 


Cardiovascular; Hypotension, hypertension, tachycardia, palpita- 
tion, myocardial infarction, arrhythmias, heart block, stroke. 

Psychiatric: Confusional states (especially in the elderly) with 
hallucinations, disorientation, delusions; anxiety, restlessness, agita- 
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tion; insomnia, panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of extremities; in- 
coordination, ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG patterns; tinnitus. 


Anticholinergic: Dry mouth and rarely, associated sublingual 
adenitis; blurred vision, disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary retention, delayed micturition, 
dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itching, photosensitization 
(avoid excessive exposure to sunlight); edema (general or of face 
and tongue), drug fever, cross-sensitivity with other tricyclic drugs. 


Hematologic: Bone-marrow depression, including agranulocytosis; 
eosinophilia; purpura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, epigastric dis- 
tress, diarrhea, peculiar taste, stomatitis, abdominal cramps, black- 
tongue. 

Endocrine: Gynecomastia in the male, breast enlargement and 
galactorrhea in the female; increased or decreased libido, impo- 
tence, testicular swelling; elevation or depression of blood sugar 
levels. 


Other: Jaundice (simulating obstructive); altered liver function; 
weight gain or loss; perspiration; flushing; urinary frequency, noc- 
turia; drowsiness, dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 


Withdrawal Symptoms: Though these are not indicative of addic- 
tion, abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose - 25 mg. three or 
four times daily; dosage should begin at a low level and increase as 
required. As an alternate regimen, the total daily dosage may be 
given once-a-day. Elderly and Adolescent- 30 to 50 mg. per day, in 
divided doses, or the total dosage may be given once-a-day. Doses 
above 100 mg. per day and use in children are not recommended. If 
a patient develops minor side effects, the dosage should be re- 
duced. The drug should be discontinued promptly if adverse effects 
of a serious nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; solution 10 mg./5 cc. 
For more detailed information see full prescribing information. 
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The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 


Chances are the United Way helps someone you know. 


Maybe someday it’ll be helping you. 


® United Way 
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Prescribing Information for 


= 
Lidone (molindone hydrochloride) 


DESCRIPTION — LIDONE (molindone hydrochlo- 
ride) is a dihydroindolone compound which is not 
structurally related to the phenothiazines, the 
butyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methy!-5-(mor- 
pholinomethyl) indol-4(5H)-one hydrochloride. It 
is a white crystalline powder, freely soluble in 
water and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
has a pharmacological profile in laboratory 
animals which predominantly resembles that of 
major tranquilizers causing reduction of spon- 
taneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, LIDONE an- 
tagonizes the depression caused by the tranquiliz- 
ing agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
coordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3%. unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 
tive conditions for its usage have not been estab- 
lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsiness initially and they should be advised 
against activities requiring mental alertness until 
their response to the drug has been established. 

Increased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
instances. 

LIDONE has an antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain 
tumor. 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 


puckering of mouth, chewing movements). Ther« 
may be involuntary movements of extremities. 

There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually dk 
not alleviate the symptoms of thes syndrome. It i: 
suggested that all antipsychotic agents be discon 
tinued if these symptoms appear. Should it be nec 
essary to reinstitute treatment. or increase thi 
dosage of the agent, or switch to a different anti 
psychotic agent, the syndrome may be masked. | 
has been reported that fine vermieular movements 
of the tongue may be an early sign of the syndrome 
and if the medication is stopped at that time the 
syndrome may not develop 


DOSAGE AND ADMINISTRATION — Initia! anc 
maintenance doses of LIDONE (molindone hydro 
chloride) should be individualized 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day 

— Increase to 100%ng/day in three or four days 

— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in 
dividual patient response 

— An increase to 225 mg/day may be required ir 
patients with severe symptomatology. 

— Some chronic, treatment-resistant patients 
may require up to 400 mg/day. (however, the 
long-term safety of 400 mg/day has not been 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenahce Dosage Schedule 

1. Mild — 5 mg to 15 mg three or ‘our times a day 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 

3. Severe — 225 mg/day may be required 


Dosage may be administered once a day 


DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin. 
done hydrochloride) has not beer reported. Addi. 
tionally, animal studies have not shown increased 
toxicity when LIDONE is given concurrently with 
representative members of three classes of drugs 
(i.e., barbiturates, chloral hydrate and antiparkin- 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto- 
matic, supportive therapy should »e the rule 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride 
which is freely soluble in water 

Since the adsorption of LIDONE ‘molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidete must be con 
sidered of theoretical value. 

Emesis in a comatose patient is contraindicated 
Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, this 
blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or rena! dialysis would not be 
expected. (Only 2%. of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of éhe patient may justify 
use of these procedures. e 

While the use of laxatives or ememas might be 
based on general principles, the amount of un 
metabolized LIDONE in feces is less than 1%. Ex 
trapyramidal symptoms have respended to the use 
of diphenhydramine (Benadry!") and the syn 
thetic anticholinergic antiparkinson agents (ie 
Artane”, Cogentin’®, Akineton”) 


HOW SUPPLIED — LIDONE imolindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 

5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) browmand cream 


TM — Trademark 

*Benadry!l — Trademark, Parke Davis and Co 
*Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaveutica!l Co 
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North Chicago, |! 60064 


806326 


Treats schizophrenic target symptoms 


with less likelihood 
of certain 
troublesome effects 


TM 


(Molindone HCI 


See overleaf for prescribing information 





Significant gains are reported in control of 
hallucinations, conceptual disorganization, hostility, 
unusual thought content, emotional withdrawal. 


Yet no reports of persistent tardive dyskinesia, 
excessive weight gain, impotence, lens opacities, 
skin pigmentation; and only rare cases of 
significant hypotension. Other side effects 
are similar to comparable agents. 8063266 
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y HORAZINE 


brand of 
Tablets: 


CHLORPROMAZINE *"" 


of the HC] 
Home from the hospital. He went in with 
a psychiatric emergency but left more like 
himself —delusions, hallucinations, and other 
psychotic target symptoms under control 
with “Thorazine’. And ‘Thorazine’ mainte- 
nance can help keep him out of the hospital 
in the future. 
From initial psychiatric emergency through 


Helps return psychotic patients to reality 


maintenance therapy, ‘Thorazine’ offers 
effective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to the 
individual patient’s needs throughout the 
entire course of therapy. Z 

‘Thorazine’. The most widely tested and 
highly flexible antipsychotic available today. 





° 
Before prescribing, see complete prescribing 

information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders, For control of the 
manifestations of manic-depressive illness 
(manic phase). 
Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses 


Final classification of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: The possibility of extrapyramidal 
reactions from “Thorazine’ may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 
Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g., 
operating vehicles or machinery) especially during 
the first few days’ therapy. Avoid concomitant 

use with alcohol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 
Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
received chlorpromazine 

Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 


to cough reflex suppression, aspiration of vomitus: 


is possible. May prolong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage of concomitant C.N.S. depressants.) Anti- 


©1967, 1968, 1969 SmithKline Corporation 


convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy 

Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tachycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia, hyperreflexia in the 
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newborn; psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures 
abnormality of the cerebrospinal fluid proteins: 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis: lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea 
gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipa 
tion, adynamic ileus, urinary retention. miosis 
mydriasis; after prolonged substantial doses, skin 
pigmentation, epithelial keratopathy, lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large 1.M. 
dosage); hyperpyrexia: increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 

Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule ” capsules, 30 mg., 75 mg., 150 mg.. 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 pg. 

Concentrate (intended for institutional! use only), 
30 mg./ml. and 100 mg. /ml. 


Smith Kline &French Laboratories 
Division of SmithKline Corporatio 
Philadelphia 


SIG&F 


a SmithKline company 
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èe FAMILY THERAPY AND EVALUATION THROUGH ART è 


By Hanna Yaxa Kwiatkowska, The 
George Washington Univ., Wash- 
ington, D. C. Foreword by Lyman C. 
Wynne. Written by the innovator of 
family art therapy, this book describes 
the use of art therapy with families for 
evaluation of family dynamics, treat- 
ment and research. 


The author outlines the developments 
in the field from its inception to the 
present. She covers the steps required 
in assessing the problems of the 
troubled family and in carrying out 
the necessary treagment. Case material 
is presented which demonstrates the 


merits of this powerful approach. 
Methods of research arising from the 
material generated by the evaluative 
and therapeutic procedures are also ex- 
amined. 


The author stresses that family art 
therapy is unique in that individual 
family members and the family as a 
group communicate with one another 
and with the therapist through their 
expressive art. Their pictures and 
sculptures embody family process and 
suggest the etiology of the difficulties 
in the family relations. That is, the 
transactions of the family engaged in 
art procedures reproduce their transac- 


tions in day-to-day life, thus offering 
an unbiased view of the family system 
and interrelationships. Their indi- 
vidual and joint artwork, says the au- 
thor, provides revelations and changes 
that cannot be denied. This is the 
source of the effectiveness of family art 
therapy. 


The importance of this contribution to 
the practice of family therapy must not 
be underestimated. The book will ap- 
peal to a variety of therapists and 
counselors who are using or consid- 
ering the use of family therapy and 
evaluation through art. °78, 296 pp., 
125 il. (12 in color), 7 tables, $21.75 








INTRODUCING NEUROPSYCHOLOGY: The Study of 
Brain and Mind by Stuart J. Dimond, Univ. College, Car- 
diff, Wales. This book delves into enigmas of mental life to 
arrive at an expanded perception of precisely how the mind 
and behavior are related to the underlying machinery of the 
brain. The initial portion of the text outlines the status of 
neuropsychology among the brain sciences, the methods 
used in this discipline, and fundamental brain systems. The 
effects of brain injury and disease, the development of the 
brain in relation to the mind, the split-brain condition in 
man, and other topics are discussed in this section. Re- 
maining chapters focus on the cerebral cortex, the infant 
brain, the normal brain, mechanisms and functions of the 
higher mental states, neurological processes in psychiatric 
illness, and the development of technology for control of 
the brain. °78, 236 pp., 12 1l., 2 tables, $13.75 


THE HAND TEST: A New Projective Test with Special 
Reference to the Prediction of Overt Aggressive Behavior 
(5th Ptg.) by Barry Bricklin and Zygmunt A. Piotrowski, 
both of The Jefferson Medical College of Philadelphia, 
Philadelphia, Pennsylvania, and Edwin E. Wagner, Univ. 
of Akron, Akron, Ohio. This text describes a practical, pro- 
jective personality test designed to make it possible to pre- 
dict not only potentially aggressive overt behavior but many 
other facets of interpersonal behavior as well. It consists of 
pictures of human hands in various ambiguous poses. The 
subject is asked to tell what each hand may be doing. A 
large section is devoted to use of the test in daily clinical 
practice — including diagnostic hints and procedures per- 
taining to use of the test with individual cases. '78, 112 pp. 
(5 3/4 x 8 3/4), 1 il., 25 tables, $7.50 


CAREER DEVELOPMENT AND COUNSELING OF 
WOMEN ĉdited by L. Sunny Hansen, Univ. of Minnesota, 
Minneapolis, and Rita S. Rapoza, Wilson Learning Corp., 
Eden Prairie, Minnesota. (46 Contributors) This unique 
text includes articles on psychological and environmental 
variables which inhibit or facilitate women’s development 
and affect their decisions, not only about work, but also 
about their life roles with respect to family, leisure, and 
community. The text also provides information which will 
help teachers, counselors, psychologists and others to find 
ways to help women expand their career and life-style op- 
tions. Specific topics include occupational socialization, 
negotiating and planning for multiple roles, assessment of 
women’s career interests, and cross-cultural perspectives of 
female career development. An extensive bibliography sup- 
plements the text. ’78, 672 pp., 57 tables, $24.75 
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MICROCOUNSELING: Innovations in Interviewing, 
Counseling, Psychotherapy and Psychoeducation (2nd Ed.) 
by Allen E. Ivey, Univ. of Massachusetts, Amherst, and 
Jerry Authier, Univ. of Nebraska Medical Center, Omaha. 
Foreword by Bernard G. Guerney, Jr. (3 Contributors) The 
Second Edition of this groundbreaking introduction to in- 
terviewing and counseling updates the extensive research on 
the microcounseling model; presents new chapters on the 
cross-cultural and cross-racial implications of interviewing 
training; provides material illustrative of how microcoun- 
seling skills are used by various types of therapists; and 
includes a new section on operational definitions. The text 
continues to present a detailed analysis of the interview, 
specific methods for teaching and researching interviewing 
skills, and an explication of the videotape methods used in 
microcounseling. ’78, 624 pp., 13 il., $24.50 


SEX-RELATED COGNITIVE DIFFERENCES: An Essay 
on Theory and Evidence by Julia A. Sherman, Women’s 
Research Institute of Wisconsin, Inc., Madison. This pro- 
vocative book reviews and critically evaluates traditional 
theories of sex-related differences in cognitive function. 
Doctor Sherman also examines current methodological and 
conceptual problems in research. She provides up-to-date 
appraisals of biological theories of sexrelated differences in 
cognition, including X-linked theories, the hypothesis of 
greater male variability, metabolic and hormonal theories, 
and theories based on purported sex differences in brain 
lateralization. The latter part of the book considers theory 
and evidence related to sociocultural determinants. ’78, 284 
pp., 7 tables, cloth-$14.75, paper-$10.95 


MAJOR MEDICINAL PLANTS: Botany, Culture and Uses 
by Julia F. Morton, Univ. of Miami, Coral Gables, Florida. 
Forewords by Norman R. Farnsworth and Maynard W. 
Quimby. This luxuriously produced volume describes the 
principal drug plants which have played an important me- 
dicinal role for many generations. Origin and geographical 
distribution are detailed along with areas of cultivation, 
yields, chemical constituents, economic uses and, where 
applicable, toxicity. The botany, culture, harvesting and 
handling of medicinal plants are explored in unprec- 
edented depth. All plants are richly illustrated. Appendices 
cover those plants which provide pharmaceutical aids, and 
those species which have been dropped from official use in 
recent years. A bibliography composed of over 600 interna- 
tional research reports follows the text. ‘78,,78, 4, 448 pp. (6 
3/4 x 9 3/4), 109 il. (17 in color), 2 tables, $49.50 
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number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
“Comment” or ‘‘Conclusions’™ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual’s unpublished observations. Manuscripts that are 
actually ‘‘in press’’ may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third ‘et al.” Abbreviations of journal 
names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 


2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine me- 
tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 
+ 3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
« chiatry 113:349-365, 1967 
4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (314 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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Hallucinations... 
delusions... 
thought disorders... 

controlled 


Navane (thiothixene) rapidly controls hallucinations as well as the agitation 
and hostility patterns they frequently generate. 





Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders.” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 


Because Navane provides long-term outpatient control of psychotic symptoms, 


it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community.’ 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness’ Hypotension and other cardiovascular reactions”** are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents., 


Rapid control 
Long-term improvement 


Navane’ 
(thiothixene) (thiothixene HCI) 


Capsules | mg., 2 mg.. 5 mg.. 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 


ROeRIG G> 


For prescribing information, including adverse reactions and A division of Pfizer Pharmac: 


contraindications, please see following page of this advertisement. New York, New York 
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Navane' (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10mg, 20mg Concentrate: 5mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules | mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications, Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depression due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size, and an increase 
in resorption rate in rats agd rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
tive reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrant of the buttock (i.e. gluteus 
maximus) and th@mid-lateral thigh. 

The deltoid%rea should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury, Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
ever, since Navane has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 
paradoxical further lowering of blood pressure may result. 
Nonspecific EKG changes have been observed in some pa- 
tients receiving Navane. These changes are usually reversible 
and frequently disappear on continued Navane therapy. The 
incidence of these changes is lower than that observed with 
some phenothiazines. The clinical significance of these changes 
is not known. 

CNSeffects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navanetherapy. The inci- 
dence of sedation appears similar to that of the piperazine group 
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of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of 
these extrapyramidal symptoms depends upon the type and 
severity. Rapid relief of acute symptoms may require the use of 
an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptomsare persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a differentantipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
longue may be an early sign of the syndrome and if the 
medication is stopped at that time, the syndrome muy not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocytosis, which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
lion, constipation, increased sweating, increased salivation and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and'weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that death was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have no! been established. 

Navane Intramuscular Solution— For Intwtamuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patients symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplantthe injectable form 
as soon as possible. It may be necessary to adjust the dosage 


whenchanging from the intramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate—\n milder condi- 
lions, an initial dose of 2 mg three times daily. If indicated, a 
subsequent increase to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an initial dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. Ifindicated,an 

increase to 60 mg/day tota! daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 
salivation, dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and 
maintain an open airway, since involvement of the extra- 
pyramidal system may produce dysphagia and respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
Standard measures for managing circulatory shock should be 
used (I.V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenal and phenyl- 
ephrine are the most suitable drugs. Other pressor agents, 
including epinephrine, wre not recommended, since 
phenothiazine derivatives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazol should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2mg, 5 mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane is also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 ml (4 02.) bottles with an accompanying 
dropper calibrated at 2 mg. 4 mg, 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 ml (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, and 5 mg. Each ml con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small loss 
unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 

is available in a 2 ml amber glass vial in packages of 10. Each ml 
contains thiothixene hydrachloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 0.02% w/v. 
References. |. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of 
acutely excited and agitated patients. Dis Nerv Swst 38:967-973. 
1977. 2. Bressler B, Friedel RO: A comparison between 
chlorpromazine and thiothixene in a Veterans Administration 
hospital population. Psychosomatics 12:275-277, 971.3. Denber 
HCB, Turns D: Double blind comparison of thiothixene and 
triluoperazine in acute schizophrenia. Psychosomatics 13:100- 
104, 1972. 4. Sterlin C, Ban TA, Lehman HE, Saxena BM: The 
place of thiothixene in the treatment of schizophrenic patients. 
Can Psychiatr Assoc J15:3-4, 1970.5. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403, 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
phrenic outpatient in an urban community: Social and voca- 
tional adjustment. Presented as a Scientific Exhibit at the 130th 
Annual Meeting, American Psychiatric Association, Toronto. 
Canada, May 2-6, 1977. 7. ltl TM, Unverdi C, Wohlrabe J, 
Larsen V, Levitt J: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, November 12-16, 1972. 8. Dillenkoffer RL. et al: 
Electrocardiographic evaluations of schizophrenic patients. 
Presented asa Scientific Exhibit at the 125th Annual Meeting of 
the American Psychiatric Association, Dallas, Texas, May 1-4, 
1972. 9. Goldstein B, Weiner D, Banas F: Clinical evaluation of 
thiothixene in chronic ambulatory schizophrenic patients, in 
Lehmann HE, Ban TA (eds): Modern Problems ia Pharmacopsy- 
chiatry Basel, S Karger. 1969, vol 2. pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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As an organization accredited for Continuing Medical Education, The 
Institute of Pennsylvania Hospital certifies that this continuing medical 
education activity meets the criteria for 24 credit hours in Category | of 


the Physicians Recognition Award of the American Medical Association 
provided it is used and completed as designed 





DEVELOPMENT 


This 24 credit Category | course was designed by the Director and 
the Office of Continuing Education of the Institute of Pennsylvania 
Hospital. In the first stage of development, topic selection was 
confirmed by a nationwide sampling of 900 practicing psychiatrists. 
The director then invited seven outstanding psychiatrist/teachers to 
prepare lessons in their areas of recognized expertise. The published 
material will be tightly structured and clearly presented. At the 
conclusion of the course, comments and views of the participants 
will be published so that everyone can further benefit from a shared 
learning experience. 


EDUCATIONAL OBJECTIVE 


The objective of this continuing medical education program is to 
provide an opportunity for the practicing psychiatrist to assess and 
further develop his own clinical skills by means of a home study 
program sponsored by the Institute of Pennsylvania Hospital. This 
first program will present in depth six topics of current interest and 
clinical usefulness and will include a series of questions designed to 
aid this assessment and to focus his reading. If he chooses, the 
psychiatrist may select additional articles for further study and may 
also develop a written dialogue with the editors for further discus- 
sion. 


TEXT 


24 lessons will be published in monographs of four lessons each 
and mailed monthly. Each lesson is followed by a series of questions 
structured to bring content and learning level into focus. 


COMPUTER RESPONSE 


The sophisticated computer response form not only presents scores 
and averages for personal and confidential peer comparison but in 
the case of a wrong answer will indicate sources of correct informa- 
tion both in the text and in key references. The questions and 
answers are keyed to the computer, personalizing responses while 
maintaining confidentiality. Qur unique procedures encourage the 
development of a dialogue between the course participant and the 
editors. 


COST 


$210 tax deductible tuition covers total cost of materials and postage 
including custom binder, return envelopes and continuously 
updated material where required. 








P» VCH 


CURRENT PRINCIPLES AND PRACTICES 


A COMPUTER PROGRAMMED HOME LEARNING COURSE FOR PSYCHIATRISTS 


24 CATEGORY 1 PRA /AMA CREDITS 
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TARE CARE OF HIM 
AND | WILL REPAY 
Tree 


SPONSORED BY 


THE INSTITUTE OF PENNSYLVANIA HOSPITAL 


e RHEUMATOLOGY/ARTHRITIS 


10 months) 
IRECTOR: CHARLES M. PLOTZ, M.D 

40 Category | PRA/AMA credits certified by SUNY, 

Downstate Medical Center 
As an organization accredited for Continuing Medical 
Education, State University of New York nstate 
Medical Center, Brooklyn, New York, certifies that this 
Continuing Medica! Education activity meets the 
criteria for 40 credit hours in Category | of the 
Physician Recognition Award of the American Medi- 
cal Association provided it is used and completed as 
designed 


e GENERAL SURGERY (12 months) 
DIRECTOR: ROBERT M. ZOLLINGER, M.D. 

48 Category | PRA/AMA credits certified by the 
Ohio State Medical Association 

As an organizaticn accredited for Continuing Medical 
Education, The Ohio State Medica! Association cer- 
tifies that this continuing medical education activity 
meets the criteria for 48 credit hours in Category | of 
the Physicians Recogniticn Award of the American 
Medical Association provided it is used and com- 
pleted as designed 


e CARDIOVASCULAR DISEASES 


12 mon 

RECTORS T EAN T. MASON, M.D. AND JOHN H. 
LARAGH, M 
48 “Von f PRA/AMA credits certified by The 
New z Academy of Medicine 
As an organization accredited for Continuing Medical 
Education, The New York Academy of Medicine, New 
York, N.Y. Certifies that this Continuing Medical 
Education activity meets the criteria for 48 credit 
hours in Category | of the Physician Recognition 
Award of the American Medical Association provided 
it is used and completed as designed 


e TO ICS IN CANCER H months) 
DIRECTOR: RICHARD T. SILVE 

44 Category | PRA/AMA credits certified by The 
wy York Academy of Medicine 

As an organization accredited by Continuing Medical 
Education, The New York Academy of Medicine, New 
York, N.Y, certifies that this Continuing Medical 
Education activity meets the criteria for 44 credit 
hours in Category | of the Physician Recognition 
Award of the American Medical Association provided 
it is used and completed as designed 





Enclosed is my check. 
[] PSYCHIATRY $210 


RESIDENTS DEDUCT 10% 
N.Y.S. Physicians add appropriate 
Sales tax. 

Outside U.S. add $20.00 to cover 
postage. 


Name: 
Address: 
City: 
State: 


Mail to: Physician Programs Inc. 


Note: If enrolling @ more than 
one course, deduct $30 from 
each additional tuition payment. 
CME directors write for special 
group rates. 


‘| CARDIOLOGY $325 
|] CANCER $295 
[] ARTHRITIS $275 
|] SURGERY $360 


Zip: 


1 Huntington Quadrangle Huntington Station. New York 11746 
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-For depressed patients who must 
function effectively in daily activities... 


MELOR 
HCl) NF 


25mg. Gapsules 












Patients remain alert. 


Most depressed patients must function 
effectively in their daily activities, on the job 
or at home. For these patients, PAMELOR 
capsules may be an appropriate therapeutic 
choice. PAMELOR relieves depression, yet 
rarely causes daytime drowsiness. As with all 
antidepressants, however, patients should be 
cautioned against driving or operating 
hazardous machinery. 


Insomnia of 
depression begins to 
improve within a week. 


PAMELOR capsules are effective for relieving 
insomnia, a cardinal symptom of depressive 
illness. Patients begin to sleep better within 
the first week of therapy. The full therapeutic 
effect of PAMELOR is usually observed by 
the second week. 


~- PAMELOR therapy. is 
- well tolerated. 


In 90 studies, a total of 818 patients were 
treated with PAMELOR capsules. Of the 
patients who improved completely or 
markedly, over half (54%) had no side effects. 
Those who experienced side effects most 
commonly complained of dry mouth. 
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For Brief Summary please see last page of this advertisement. 


SANDOZ 


D PHARMACEUTICALS 
m SANDOZ EAST HANOVER, N.J. 07936 


PAMELOR 





(nortriptyline HCI) NF 





25mg. Capsules 


The antidepressant for the patient who must 
remain alert and active. 
= relieves depression without causing problem daytime drowsiness 


= insomnia of depression begins to improve within a week 
= PAMELOR therapy is well tolerated 


Indications: For relief of depressive symptoms. Endogenous de- 
pressions are more likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should not be given concomi- 
tantly with MAO inhibitors or within 2 weeks of the use of this drug 
since hyperpyretic crises, ¢evere convulsions, and fatalities have oc- 
curred when similar tricyclic antidepressants were used in such 
combinations. Cross-sensitivity with other dibenzazepines is a pos- 
sibility. Contraindicated during acute recovery period after myocar- 
dial infarction. 


Warnings: Use with caution in patients with cardiovascular disease 
because of tendency to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, arrhythmia, and strokes 
have occurred. May block antihypertensive action of guanethidine 
and similar agents. Because of anticholinergic activity, use cau- 
tiously in patients with glaucoma or a history of urinary retention. 
Patients with a history of seizures should be followed closely be- 
cause the drug is known to lower the convulsive threshold. Great 
care is required for hyperthyroid patients and those taking thyroid 
medication because of possible development of cardiac arrhythmia. 
Caution patients about possibility of impaired mental and/or physi- 
cal ability to operate a motor vehicle or dangerous machinery. Re- 
sponse to alcoholic beverages may be exaggerated and may lead to 
suicidal attempts. Safe use during pregnancy, lactation, and women 
of childbearing potential has not been established and the drug 
should not be given unless clinical situation warrants potential risk. 
Not recommended for use in children. 


Precautions: Psychotic symptoms may be exacerbated in schizo- 
phrenic patients. Increased anxiety and agitation may occur in over- 
active or agitated patients. Manic-depressive patients may experi- 
ence shift to manic phase. Hostility may be aroused. Concomitant 
administration of reserpine may produce a “stimulating” effect. 
Watch for possible epileptiform seizures during treatment. Use cau- 
tiously wéth anticholinergic or sympathomimetic drugs. Concurrent 
electroconvulsive therapy may increase hazards associated with 
nortriptyline HCl. When possible, discontinue drug several days 
prior to surgery. Potentially suicidal patients require supervision and 
protective measures during therapy. Prescriptions should be limited 
to the least possible quantity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the following 
reactions be considered when nortriptyline is administered. 


Cardiovascular: Hypotension, hypertension, tachycardia, palpita- 
tion, myocardial infarction, arrhythmias, heart block, stroke. 


Psychiatric: Confusional states (especially in the elderly) with 
hallucinations, disorientation, delusions; anxiety, restlessness, agita- 
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tion; insomnia, panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of extremities; in- 
coordination, ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG patterns; tinnitus. 


Anticholinergic: Dry mouth and rarely, associated sublingual 
adenitis; blurred vision, disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary retention, delayed micturition, 
dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photosensitization 
(avoid excessive exposure to sunlight); edema (general or of face 
and tongue), drug fever, cross-sensitivity with other tricyclic drugs. 


Hematologic: Bone-marrow depression, including agranulocytosis; 
eosinophilia; purpura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, anorexia, epigastric dis- 
tress, diarrhea, peculiar taste, stomatitis, abdominal cramps, black- 
tongue. 

Endocrine: Gynecomastia in the male, breast enlargement and 
galactorrhea in the female; increased or decreased libido, impo- 
tence, testicular swelling; elevation or depression of blood sugar 
levels. 


Other: Jaundice (simulating obstructive); altered liver function: 
weight gain or loss; perspiration; flushing; urinary frequency, noc- 
turia; drowsiness, dizziness, weakness, fatigue; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not indicative of addic- 
tion, abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose — 25 mg. three or 
four times daily; dosage should begin at a low leve! and increase as 
required. As an alternate regimen, the total daily dosage may be 
given once-a-day. Elderly and Adolescent- 30 to 50 mg. per day, in 
divided doses, or the total dosage may be given once-a-day. Doses 
above 100 mg. per day and use in children are not recommended. If 
a patient develops minor side effects, the dosage should be re- 
duced. The drug should be discontinued promptly if adverse effects 
of a serious nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; solution 10 mg./5 cc. 
For more detailed information see full prescribing information. 


SANDOZ 


PHARMACEUTICALS 
SANDOZ EAST HANOVER, N. J. 07936 
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© 1978 Sandoz, Inc. 


UNIQUE- 


NESS: 


In People 


& at the 
Lutheran 


Hospital 


Psychiatric 
Care Unit 


Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


lihaan Hospital of Milwaukee, Sue. 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 





THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 








A Beginning Manual 
for Psychotherapists 


SECOND EDITION 
By ERNEST KRAMER, Ph.D. 


CONTENTS: An Introduction and a Short Story. 
Psychotherapy: Definitions and Goals. Theories 
and Attitudes. The Setting: Place, Money, and 
Time. The Necessary Client Perceptions for Thera- 
peutic Personality Change. Technique: The 
Therapist’s Responses as Sharing. The Beginning 
of Psychotherapy. The Openness of the Therapist. 
Being With the Client. Respect for the Client. 
Concluding Therapy. Emergencies. The Client's 
Relatives. Traditional Issues: Diagnosis, Trans- 
ference, and Exploring The Past. Therapist and 
Client at Work. The Client Perception Questionnaire. 


1978, about 208 pp., $10.00 paper, $10.75 hardcover 
ISBN: 0-8089-1120-1 


Sex Education for 
the Health Professional 


A CURRICULUM GUIDE 


Edited by NORMAN ROSENZWEIG, M.D. and 
F. PAUL PEARSALL, Ph.D. 


A Seminars in Psychiatry Monograph 
Milton Greenblatt, M.D., Series Editor 


Sex Education for the Health Professional is the 
first attempt to bring together in a systematic 
fashion the various pedagogical approaches of 
contemporary leaders in sex education as they 
relate to the training and work of health care 
professionals. The contributors represent the largest 
assemblage of outstanding, universally recognized 
sex educators to be found within the covers of a 
single volume. 


The book is intended to help those planning an 
education program in human sexuality for health 
professionals to develop a curriculum and approach 
to the subject—and to help those already con- 
ducting such courses to review, evaluate ang! 
improve their current efforts. Designed to facilitate 
discussions and examinations of the several 
dimensions of sexuality curriculum, the volume will 
serve as a medium for sharing ideas and 
orientations toward such curricula. 

1978, 352 pp., $19.00/ £12.35 ISBN: 0-8089-1100-7 


Send payment with order and save postage and handling 
charge. Prices are subject to change without notice. 


GRUNE & STRATTON 


A Subsidiary of 
Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NWI 7DX 


Al7 


Responst 
ve 
to thera 


ear Pe- 
ee 


© McNEILAB, incs 1978 





Haldol 


haloperidol) 


tablets/concentrate /injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
alert and productive 


Highly effective in 

a wide range of both 
acute and chronic 
psychotic disorders, 
such as hallucinations, delu- 
sions, suspiciousness, hostility, 
mania. 


í 


Permits aggressive titration 
to effective dosage levels 
for optimal response. 


Facilitates prompt 

* initiation of other 
therapeutic efforts... 

and often helps avoid hospital- 
ization: ”’ 


Minimal risk of 
hypotension, oversedation, 
or troublesome anti- 

° * 2,4-6,8,9 
cholinergic effects. 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects 
easily controlled. =" 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and ręadily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oet.) 1967. 
3. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 (Oct) 
1974. 5. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzzahab, FS., Sr.: Psychosomatics 11:188 


(May-June) 1970. 7. Darling, H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 
*Not an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 


Please turn page for summary of prescribing information. 
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Injection 
A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per ml,* with 1.8 mg methyipara- 
ben enc 0.2 mg propylparaben per mi, and 
lactic acid for pH adjustment to 3.4 + 0.2 


120 mi 


HALDOL’ 


(HALOPERIDOL) 
Cc TE 


HALDOĽ (haloperidol) 


concentrate 


A tasteless, odoriess, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 












1 tablets 


4 5 tablet strengths for convenience in 
| individualizing dosage: 


imo 2mg 5mo 
Y2 mg 10 mg 


AT 





tablets /concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may@lave to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Other 
types of neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* haloperidol present as the lactate 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from *‘Persistent 
Tardive Dyskinesia’” except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs. but until further evi- 
dence is available haloperidol should be gradually withdrawn. 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage. or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of haw. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, Dronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, MCNEILAB, Inc. 
Fort Washington, PA 19034 


National 
W Psychopharmacology /rR_ 


Laboratory, Inc. 


9401 PARKWEST BOULEVARD 
KNOXVILLE, TENNESSEE 37919 
615-690-8101 


now Offers the following 
Blood Level 

Determinations to the 

practicing physician. 


Antidepressants Antipsychotics Antianxiety 
“Amitriptyline Chlorpromazine *Diazepam 
*Imipramine Haloperidol Oxazepam 
*Doxepin Thioridazine Chlordiazepoxide 
Nortriptyline Thiothixene 
Desipramine Trifluoperazine LITHIUM 
Desmethyldoxepin Fluphenazine .2HClI Plasma Lithium 
Protriptyline Fluphenazine decanoate RBC Lithium 
Butaperazine 
Acetophenazine MHPG 
Piperacetazine 3-methoxy-4 hydroxy-phenethyleneglyco! 


Perphenazine 
Others 


*The secondary amines automatically assayed with no extra charge. 


oo QUICKHELPFUL % 
a0 Shes INFORMATION 9, 
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Drug compliance 


” FOR THE ABOVE ASSAYS, GAS CHROMATOGRAPHY WITH A NITROGEN 
DETECTOR IS USED. THIS METHODOLOGY GIVES VALUES CONSIS- 
TENT WITH THOSE REPORTED IN CLINICAL AND RESEARCH LITERATURE. 
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Divide scored Endep tablets 





Add flexibility to dosage titration 


Long term treatment of depression with amitriptyline 
requires precise calculation of dosage to meet the individual 
needs of each patient. Because all six strengths of Endep 

are scored, you can easily increase or decrease dosage in half- 
tablet steps, without the bother and expense of a new 
prescription. 


se 
Subtract waste and cost 


Scored Endep tablets permit you to adjust the regimen 
without wasting unused tablets or burdening the patient 
with the cost of a new prescription. 


X 


Multiply therapeutic options 


The pharmacokinetic properties of Endep are such that its 
clinical effect is the same whether prescribed t.i.d. or as a 
single daily dose. Thus, once you have established the proper 
dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects, and helping to 
assure patient compliance with this simple regimen. 

By prescribing the higher strength tablets h.s. — 
secure in the knowledge that the dosage can be adjusted 
without resorting to a new prescription —your patient will 
economize further on a per milligram basis. 


Endep 


amitriptyline HC 


Endep 
amitriptyline HCl/Roche 


Before prescribing, please consult complete 
roduct information, a summary of which 
ollows: 
Contraindications: Known hypersensitivity. 
Do not use with monoamine oxidase (MAO) 
inhibitors or within at least 14 days following 
discontinuation of MAO inhibitors since 
hyperpyretic crises, severe convulsions and 
deaths have occurred with concomitant use; 
then initiate cautiously, gradually increasing 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. 
Warnings: May block action of guanethidine 
or similar antihypertensives. Use with caution 
in patients with history of seizures, urinary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. (Arrhyth- 
mias, sinus tachycardia and prolongation 
of conduction time reported with use of tri- 
cyclic antidepressants, including amitriptyline 
Cl, iaer i in high doses. Myocardial in- 
farction and stroke reported with use of this 
class of drugs.) May impair alertness; warn 
against hazardous occupations or driving a 
motor vehicle during therapy. Weigh possible 
benefits against hazards during pregnancy 
the nursing period and in women of child- 
bearing potential. Not recommended in chil- 
dren under 12. 
Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 
CNS depressants. Because of the possibility of 
suicide in depressed patients, do not permit 
easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 
Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration 
because of similarities of tricyclic amtidepres- 
sants. Cardiovascular: Hypotension, hyper- 
tension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 
CNS and Neuromuscular: Confusiona! states; 
disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness 
tingling and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia 
tremors; seizures; alteration in EEG patterns; 
extrapyramidal symptoms; tinnitus. Ant 
cholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, 
paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic: Skin rash, urticaria, 
hotosensitization, edema of face and tongue 
ematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, 
thrombocytopenia. Gastrointestind!: Nausea, 
epigastric distress, vomiting, anorexia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizziness, weak 
ness, fatigue, headache, weight gain or loss 
increased pebeiicareae urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal Symptoms: Abrupt cessation of 
treatment after prolonged administration may 
produce nausea, headache and malaise. These 
are not indicative of addiction. 
Supplied: Scored Tablets: 10, 25, 50, 75, 106 
150 mg. 


The only antidepressant scored 


for easy division 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 07110 


The Sleeping Pill 


Ernest Hartmann, M.D. 


The Schizophrenic Psychoanalysis 


Disorders and Language 
Long-Term Patient and Family Studies Contrary to what is popularly believed, Psychiatry and the Humanities, 
Manfred Bleuler sleeping pills do not produce normal Volume 3 

translated by Siegfried M. Clemens sleep, nor are they a cure for insomnia. edited by Joseph H. Smith, M.D. 
In a unique combination of historical 
perspective and scientific research, Dr. 
Hartmann discusses the uses and abuses 
of sleep medication. $12.50 


The long-awaited English translation of 
Manfred Bleuler’s classic study of 
schizophrenics conducted over the 
course of more than two decades. ae ee 
Bleuler’s ground-breaking research ae 
focuses on cross-generational factors of == = 
schizophrenia and the risks of its trans- 
mission, drawing important com- 
parisons between onset patterns, 
disease-course types, and the enigmatic 
implications of hereditary versus 
environmental factors for schizo- 
phrenic devel8pment. 


The third volume in this exciting, 
interdisciplinary series focuses on the 
place of language in the development 
and general nature of the mind. The 
contributions range from the purely lin- 
guistic perspective of Noam Chomsky 
to the purely psychoanalytic perspec- 
tive of Hans Loewald. $20.00 





Available in paper 


A Mingled Yarn 
Chronicle of a Troubled Family 





Also available 


The Psychoanalytic Study 
of the Child 


Volume Thirty-three 


edited by Albert J. Solnit, Ruth S. 
Eissler, Anna Freud, Marianne Kris, 
and Peter B. Neubauer $22.50 


Beulah Parker, M.D. 
‘This massive study by the renowned with a foreword by Theodore Lidz, M.D. 
Swiss psychiatrist [makes] a major 
scientific contribution to the field.” 


—Library Journal $45.00 


“A major scientific contribution is rarely 
a work of art, but Beulah Parker’s inti- 
mate study of a family that produced 
a schizophrenic son is written with 
consummate artistry and compassion. The Journal of 


Without having scientific integrity sac- the American Academy 
rificed, the book conveys how serious . 
of Child Psychiatry 


e 
intrafamilial disturbances can virtually 
ol E force a child into unrealistic fantasy Volume 18 (1979) 
solutions and paranoid grandiosity.” Melvin Lewis, M.D., editor 
Yale University Press —Journal of Nervous and Mental one-year subscription (4 issues) 
New Haven and London Disorders Cloth$12.50 Paper$4.95 $25.00 single issues $6.00 








The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity®of therapy, the methods 
of education and training are 
controlled and modified with the 
resident’s changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 
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for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 
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THE S 
BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 








maintenance therapy with 


Eskals ithim carbonate 


300 mg capsules 





Helps weather 
the manic storm 


In manic-depressive patients with a history 


of mania, “Eskalith’ 
e prevents or diminishes the intensity of 
future episodes 


e can increase the intervals between episodes 


e helps patients function within normal limits 
maintenance therapy with 
@ 
CS 


brand of 
@ Pando 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 

Lithium toxicity is closely related to serum lithium levels, and can 
occur at doses close to therapeutic levels. Facilities for prompt and 
accurate serum lithium determinations should be available before 
initiating thérapy. 


Indications: Treatment of manic episodes of manic-depressive illness. 
Maintenance therapy prevents or diminishes the intensity of subsequent 
episodes in manic-depressive patients with a history of mania. 
Warnings: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 
Caution patient and family to watch for diarrhea, vomiting, tremor, 
mild ataxia, drowsiness, or muscular weakness as signs of lithium 
toxicity, and to discontinue therapy and contact a physician should 
they occur. Patients receiving combined therapy with lithium and an 
antipsychotic should be monitored closely for early evidence of 
neurologic toxiqjty and treatment discontinued promptly if such signs 
appear. Cautmn patients about activities requiring alertness (e.g., 
operating vehicles or machinery). 

Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. 

Not recommended for children under 12. 

Precautions: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 

Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, 

at least during initial stabilization period. Protracted sweating or 
diarrhea can decrease tolerance; in such cases, administer supplemental 
fluid and salt. 

Sweating, diarrhea, and concomitant infection with elevated temper- 
atures may require temporary reduction or cessation of dosage. 
Adverse Reactions: Mild to moderate toxic reactions may occur at 
serum lithium levels from 1.5 to 2.5 mEgq./1., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 


Smith Kline &French Laboratories 
Philadelphia, PA 


lidhivun carbonate 


and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort also appear during initial thera- 
py. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of 
coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 
above 3.0 mEq./1. may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 

2.0 mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular— tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements 
of whole limbs), ataxia, choreo-athetotic movements, hyperactive 
deep tendon reflex; Central Nervous System— blackout spells, epilepti- 
form seizures, slurred speech, dizziness, vertigo, incontinence of urine 
or feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal— anorexia, nausea, 
vomiting, diarrhea; Genitourinary — albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic— drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, 
xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities— euthyroid goiter and/or hypothyroidism (including 
myxedema) with lower T3 and T4. I'3! uptake may be elevated; 

EEG Changes — diffuse slowing, widening of the frequency spectrum, 
potentiation and disorganization of background rhythm; EKG Changes 
—reversible flattening, isoelectricity of inversion of T-waves; 
Miscellaneous —fatigue, lethargy, transient scotomata, dehydration, 
weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxie goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic 
brain syndromes, excessive weight gain, edematous swelling of ankles 
or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, 
and metallic taste. A single case of a syndrome resembling Raynaud’s 


has been reported. 
SKSSF 
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How Supplied: 300 mg. capsules in bottles of 100. 
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PROGRAM X: 3 HOURS 3 CASSETTES $25.00 


THE USE OF PSYCHOTROPIC DRUGS IN THE 
MEDICAL AND SURGICAL PATIENT 


ANTIANXIETY AGENTS IN THE GENERAL HOSPITAL 
David J. Greenblatt, M.D. 


DRUG TREATMENT OF PSYCHOSIS IN THE 
GENERAL HOSPITAL 
Jerrold G. Bernstein, M.D 


ANTIDEPRESSANTS IN THE GENERAL HOSPITAL 
Alan J. Gelenberg, M.D. 


INTRAVENOUS USE OF HALOPERIDOL FOR ACUTE 
DELIRIUM IN INTENSIVE CARE SETTINGS 
Ned H. Cassem, M.D. 


THE USE OF STIMULANT DRUGS IN MEDICINE 
Thomas P Hackett, M.D. 


PROGRAM XI: 3 HOURS 3 CASSETTES $25.00 
CURRENT CONCEPTS IN SCHIZOPHRENIA 


THE DIAGNOSIS OF SCHIZOPHRENIA 
John S. Strauss, M.D. 


APPLICATIONS OF GENETIC STUDIES IN 
SCHIZOPHRENIA 
Robert Cancro, M.D. 


BIOCHEMICAL STUDIES IN SCHIZOPHRENIA 
Herbert Y. Meltzer, M.D. 


ETIOLOGICAL DIVERSITY IN THE PSYCHOSES 
Steven Matthysse, Ph.D. 


THE COURSE OF SCHIZOPHRENIA 
John Docherty, M.D. 


TREATMENT OF SCHIZOPHRENIA PATIENTS 
William T. Carpenter, Jr., M.D, 


PROGRAM XII: 3-HOURS 3 CASSETTES $25.00 


FACTORS AFFECTING TRICYCLIC TREATMENT 
OUTCOME 


PHARMACOKINETICS IN PLASMA LEVEL 
MONITORING OF TRICYCLIC 
Lars Gram, M.D 


PATIENT RESPONSE, DRUG RESPONSE, AND 
DROP-OUTS: A STUDY OF 140 CONSECUTIVE 
ENDOGENOUS DEPRESSIVES 

Alexander H. Glassman, M.D. 


IMIPRAMINE LEVELS: PREDICTION OF 
THERAPEUTIC DOSE 
Frederick K. Goodwin, M.D. 


TRICYCLIC PLASMA LEVELS IN DEPRESSED 
OUTPATIENTS 
Donald S. Robinson, M.D 


TRICYCLIC PLASMA LEVELS: DEFINING AN 
OPTIMAL RANGE 
Vincent E. Ziegler, M.D 


TRICYCLIC PLASMA LEVELS IN CLINICAL 
PERSPECTIVE 
John T. Biggs, M.D. 
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CASSETTE LECTURES 
OF THE 131st ANNUAL MEETING 





AMERICAN 





PSYCHIATRIC 
ASSOCIATION : 


PROGRAM XIII: 3 HOURS 3 CASSETTES $25.00 


LITHIUM: BASIC MECHANISMS AND CLINICAL 
THERAPEUTICS 


USE OF LITHIUM IN PSYCHIATRY 
John M. Davis, M.D. 


RESPONDERS AND NON-RESPONDERS TO 
LONG-TERM LITHIUM 
Paul Grof, M.D. 


LITHIUM AS AN ANTIDEPRESSANT 
J. Mendels, M.D. 


LITHIUM AND ALCOHOLISM 
Donald Goodwin, M.D 


PHARMACOKINETICS OF LITHIUM: PREDICTING 
OPTIMAL DOSAGE 
Sidney Sin-Yih Chang, M.D 


PROGRAM XIV: 3 HOURS 3 CASSETTES $25.00 
GENETICS AND CLINICAL PSYCHIATRY 


GENETIC SUBTYPES OF PURE DEPRESSIVE 
DISEASE 
George Winokur, M.D. 


THE IMPLICATIONS OF FAMILY HISTORY IN 
DEPRESSION 
David L. Dunner, M.D. 


THE SCHIZOPHRENIA SPECTRUM 
Ronald O. Rieder, M.D. 


RATIONAL GENETIC COUNSELING IN 
SCHIZOPHRENIA 
Steven Matthysse, Ph.D. 


CLINICAL ISSUES IN PSYCHIATRIC GENETIC 
COUNSELING 
Steven D. Targum, M.D. 


GENETIC MARKERS IN AFFECTIVE ILLNESS 
Elliot S. Gershon, M.D 


PROGRAM XV: 3 HOURS 3 CASSETTES $25.00 
STRESS AND SOCIAL PSYCHIATRY 


ETIOLOGY AND THERAPY OF STRESS: SOCIAL 
PSYCHIATRIC CONSIDERATIONS 
Jules H. Masserman, M.D. 


STRESS WITHOUT DISTRESS 
Mortimer Gherman, M.D. 


A PHILOSOPHY FOR SOCIAL PSYCHIATRY 
John L. Carleton, M.D. 


SCHIZOPHRENIA AND STRESS 
Robert Cancro, M.D 


STRESS AND HUMAN VALUES 
Jean Tache, D.Sc. 


EDUCATION FOR HEALTH ENHANCEMENT 
Joel Elkes, M.D. 





- CASSETTE LECTURES OF THE 131st ANNUAL MEETIN 
AMERICAN PSYCHIATRIC ASSOCIATION 

















Ee ree aes : CHECK SELECTIONS LISTED BELOW 
O a Se a a 
O $25 Program 
TINSTITUTION x $25 Program xi 
O $25 Program 
STREET 5 $25 Program XIV 
O $25 Program XV 
a) oo ln STATE O $25 Program XVI 
O $25 Program XVII 
PHONE _. ZIP O $25 Program XVIII 





AV/MD Educational Programs may be tax deduct- 
ible. Titles are subject to removal from program without 
notice. Prices are subject to change without notice. 

Tif Paid by Institution, please attach your purchase 
order. “N.Y. State residents please add sales tax. 


PROGRAM XVI: 3 HOURS 3 CASSETTES $25.00 
SO-CALLED TREATMENT RESISTANT DEPRESSION 


OVERVIEW AND PATIENT CHARACTERISTICS 
Alan F. Schatzberg, M.D. 


PHARMACOTHERAPY OF DEPRESSION: 
LABORATORY METHODS 
John M. Davis, M.D. 


NEW DRUGS FOR THE TREATMENT OF 
THERAPY-RESISTANT DEPRESSED PATIENTS 
Turan M. Itil, M.D. 


PSYCHOTHERAPY OF THE CHRONICALLY 
DEPRESSED PATIENT 
Gerald J. Sarwer-Foner, M.D. 


PROGRAM XVII: 3 HOURS 3 CASSETTES $25.00 
SCHIZOPHRENIA: CURRENT CONTROVERSIES 


PHARMACOTHERAPY OF SCHIZOPHRENIA 
Donald F. Klein, M.D. 


SCHIZOPHRENIC DETERIORATION AND 
NEUROLEPTIC DRUG USE 
George E. Crane, M.D. 


IN FAVOR OF PSYCHOSOCIAL TREATMENT OF 
SCHIZOPHRENIA 
John G. Gunderson, M.D. 


PSYCHOTHERAPY VERSUS DRUG OUTCOME 
STUDIES: A CRITICAL COMPARISON 
Solomon Goldberg, Ph.D. 


PROGRAM XVIII: 3 HOURS 3 CASSETTES $25.00 
NEW PSYCHOPHARMACOLOGICAL TREATMENTS 


INTRAVENOUS CLOMIPRAMINE AND REFRACTORY 
DEPRESSION 
Donald L. Dudley, M.D. 


ACTION OF INTRAVENOUS CLOMIPRAMINE IN 
DEPRESSIVE STATES 
Pierre Scherrer, M.D. 


SERUM PROLACTIN LEVELS AND CLINICAL 
RESPONSE 
Herbert Y. Meltzer, M.D. 


ENDORPHIN EFFECTS ON HUMAN SUBJECTS 
Nathan S. Kline, M.D. 


CALCIUM: PACE-SETTING THE PERIODIC 
PSYCHOSES 
John Scott Carman, M.D. 


CASSETTES PACKAGED IN LIBRARY BINDER 


“These materials meet the criteria of Category V continu- 
ing education activities of the APA Continuing Medical 
Education Requirements and the AMA Physician Recogni- 
tion Award.” 


ORDER FORM 





No. of Programs 


Shipping and Handling additional. 





Total cost of Programs $ 





“TOTALS __ : 


PLEASE MAKE CHECKS OR MONEY ORDERS PAYABLE TO: 
AV/MD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 





Smooth, consistent anxiolytic action is the reason. 


Proven efficacy 

a Effective symptomatic relief of anxiety, whether psychic or 
somatic in origin 

a Therapeutic response achieved with first dose 

e Verstran— a suitable antianxiety alternative to diazepam 


Established safety 

a Virtually no drowsiness” in most Verstran patients (less than 
10%) 

a Other side effects, if present, are minimal ' 

m Verstran is appropriate concomitant therapy in most somatic 
disorders ` 

= No accumulation after steady state is reached 


Dosage versatility 

a The simplicity of a single-strength 10-mg scored tablet, for 
easy titration and improved patient compliance 

m The flexibility of once daily è` dosage 

m The option of a b.i.d. dosage regimen, gradually adjustable 
within a range of 20 to 60 mg/day 


"As with all CNS-acting agents, patients should be cautioned against driving, 
drinking, or engaging in hazardous activities. 


"Data on file, Warner/Chilcott Medical Department. 
{See package insert. 
SAt bedtime 
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VERSTRAN® (prazepam) © 


Caution: Federal law prohibits dispensing without 
prescription. 

Description: Verstran (prazepam), a benzodiazepine 
derivative, is identified chemically as 7-chloro- 
1-(cyclopropy|methyl) - 1,3 - dihydro - 5 - phenyl - 2H - 
1,4-benzodiazepin-2-one. The molecular weight is 
324.8 and the structural formula is as follows: 


Clinical Pharmacology: Studies in normal subjects 
have shown that Verstran (prazepam) has depressant 
effects on the central nervous system. Oral adminis- 
tration of single doses as high as 60 mg and divided 
doses up to 100 mg t.i.d. (300 mg total daily dose) 
were without toxic effects. ; 

Single oral doses of Verstran in normal subjects 

produced peak blood levels at 6 hours 
postadministration, with significant amounts still 
present after 48 hours. Verstran was slowly absorbed 
over a prolonged period, rather constant blood levels 
were maintained, and excretion was prolonged. The 
mean half-life of prazepam measured in subjects 
given 10 mg té.d. for one week was 63 (+15 s.d.) 
hours befor® and 70 (+10 s.d.) hours after multiple 
dosing — a nonsignificant difference. Human 
metabolism studies showed that prior to elimination 
from the body, prazepam is metabolized in large part 
to 3-hydroxyprazepam and oxazepam. 
Indications: Verstran (prazepam) is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 

The effectiveness of Verstran (prazepam) in long- 
term use, that is, more than 4 months, has not been 
assessed by systematic clinical studies. The physician 
should reassess periodically the usefulness of the 
drug for the individual patient. . 
Contraindications: Verstran (prazepam) is contraindi- 
cated in patients with a known sensitivity to the drug 
and in those with acute narrow angle glaucoma. 
Warnings: Verstran (prazepam) is not recommended 
in psychotic states and in those psychiatric disorders in 
which anxiety is not a prominent feature. 

Patients taking Verstran should be cautioned 
against engaging in hazardous occupations requiring 
mental alertness, such as operating dangerous mo- 
chinery, including motor vehicles. 
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Because Verstran has a central nervous system de- 
pressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
including phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants. The effects 
of alcohol may also be increased. 

Physical and Psychological Dependence: Withdrawal 
symptoms similar in character to those noted with 
barbiturates and alcohol have occurred following 
abrupt discontinuance of benzodiazepine drugs. 
These symptoms include convulsions, tremor, abdom- 
inal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts 
and alcoholics, should be under careful surveillance 
when receiving benzodiazepines because of the pre- 
disposition of such patients to habituation and de- 
pendence. 

Precautions: 

Use in Pregnancy and Lactation: 

An increased risk of congenital malformations associated 
with the use of minor tranquilizers (chlordiazepoxide, 
diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. Verstran 
(prazepam) a benzodiazepine derivative, has not been 
studied adequately to determine whether it, too, may be 
associated with an increased risk of fetal abnormality. 
Because use of these drugs is rarely a matter of urgency, 
their use during this period should almost always be 
avoided. The possibility that a woman of childbearing 
potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised 
that if they become pregnant during therapy or intend to 
become pregnant they should communicate with their 
physician about the desirability of discontinuing the drug. 
In view of their molecular size, Verstran and its metabo- 
lites are probably excreted in human milk. Therefore, this 
drug should not be given to nursing mothers. 

In those patients in whom a degree of depression 
accompanies the anxiety, suicidal tendencies may be 
present, and protective measures may be required. 
The least amount of drug that is feasible should be 
available to the patient at any one time. 

Patients taking Verstran for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should 
also be observed. Hepatomegaly and cholestasis 
were observed in chronic toxicity studies in rats and 
dogs. 
In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 
Pediatric Use: Safety and effectiveness in patients 
below the age of 18 have not been established. 
Adverse Reactions: The side effects most frequently 
reported during double-blind placebo-controlled 
trials employing a typical 30 mg divided total daily 
dose and the percent incidence in the Verstran (praze- 
pam) group were: fatigue (11.6%), dizziness (8.7%), 
weakness (7.7%), drowsiness (6.8%), lightheaded- 
ness (6.8%), and ataxia (5.0%). Less frequently re- 
ported were: headache, confusion, tremor, vivid 
dreams, slurred speech, palpitation, stimulation, dry 
mouth, diaphoresis, and various gastrointestinal 
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complaints. Other side effects included: pruritus, tran- 
sient skin rashes, swelling of feet, joint pains, various 
genitourinary complaints, blurred vision, and syn- 
cope. Single nightly dose, controlled trials of variable 
dosages showed a dose-related incidence of these 
same side effects. Transient and reversible aberra- 
tions of liver function tests have been reported, as 
have slight decreases in blood pressure and increases 
in body weight. 

These findings are characteristic of benzodiazepine 
drugs. 

Overdosage: As in the management of overdosage 
with any drug, it should be borne in mind that multi- 
ple agents may have been taken. 

If vomiting has not occurred spontaneously, it 

should be induced. Immediate gastric lavage is also 
recommended. Genera! supportive core, including 
frequent monitoring of the vital signs and close obser- 
vation of the patient, is indicated. Hypotension, 
though unlikely, may be controlled with Levophed® 
(levarterenol bitartrate) or Aramine® (metaraminol 
bitartrate). Caffeine and Sodium Benzoate Injection, 
USP. may be used to counteract central nervous system 
depressant effects. 
Dosage and Administration: Verstran (prazepam) is 
administered orally in divided doses. The usual daily 
dose is 30 mg. The dose should be adjusted gradually 
within the range of 20 to 60 mg daily in accordance 
with the response of the patient. In elderly or debili- 
tated patients it is advisable to initiate treatment at a 
divided daily dose of 10 mg to 15 mg. (See Precau- 
tions.) 

Prazepam may also be administered as a single 

dose daily at bedtime. The recommended starting 
nightly dose is 20 mg. The response of the patient to 
several days’ treatment will permit the physician to 
adjust the dose upward or, occasionally. downward to 
maximize antianxiety effect with a minimum of day- 
time drowsiness. The optimum dosage will usually 
range from 20 to 40 mg. 
Drug Interactions: If Verstran (prazepam) is to be 
combined with other drugs acting on the central ner- 
vous system, careful consideration should be given to 
the pharmacology of the agents to be employed. The 
actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine 
oxidase inhibitors or other antidepressants. 

If Verstran is used to treat anxiety associated with 
somatic disease states, careful attention must be paid 
to possible drug interaction with concomitant medica- 
tion. 

How Supplied: Verstran (prazepam) 10 mg light blue, 
scored tablets in bottles of 100 (N 0047-0276-51) and 
1000 (N 0047-0276-60). 
STORE BETWEEN 59°-86° F (15°-30° C). 
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U.S. Patents 3192199, 3192200 


Warner/Chilcott 


Division, Warner-Lambert Company 
Morris Plains, New Jersey 07950 


_ The Joint Information Service of the American Psychiatric A: 
`| and the Mental Health Association releases Two New Volum 


y Raymond Glasscote — 


Concerned about the very bad reputation that nursing homes have received from 


Creative 
Mental 
Health 
Services 
for the 
Elderly 


Jon E. Gudeman 
Donald Miles 


PREFACE BY JACK WEINBERG __ 


NOINT INFORMATION SERVICE 





Focus on the 
Elderly — 


This carefully documented book reports a field study of ten programs 
and six in England and Scandinavia, which serve as practical de 
creative mental health services for the elderly. They include: 

e a novel “Neighborhood Family” providing vigorous support to elc 
several trailer parks 

è a high school for the elderly which sends its students abroad for 

e a “Human Development Project” that focuses on responding to t 
needs of the elderly 

èe a carefully coordinated system of “respite hospitalization,” whi 
health of the elderly while allowing maximum use of hospital beds and 

e a “Lucy Booth,” patterned after the Peanuts comic strip, whic 
access to many kinds of services 

e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting docu 
handbook, and, as well, a forum through which some of the world’s n 
practitioners of “the psychiatry of old age” present their views. ° 

Dr. Wilma Donohue, director of the International Center for Soc 
characterizes this volume as “a masterful job of putting everythinc 
guidelines for action are right here.” 

190 pages. Casebound. Price $8.50. 





many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 





Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 











Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 
copies of Old Folks at Homes @ $6.50 per copy 
_____ sets (one copy of each volume) at the special combination price of $13.50 (a: 
over the regular combined price of $15.00) 
Bill me Check enclosed —_——~— 
Name 
Address 
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Jne way 
o evaluate seizure etiology 
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omputerized transaxial tomography (CT scan) is an important new noninvasive technique 
hat can help in determining the etiology of epileptic seizures. Shown here is a single slice 
rom a color-enhanced CT scan of the brain of a patient with epilepsy. The absence of vascular 
abnormalities, tumor, or other lesions is compatible with a diagnosis of idiopathic epilepsy. 





_A proven way 
to staat seizure control 


MYSOLINE — 


(primid one) geess a 
A single entity with multiple 
Seticonvulsant nroperties: 


Primidone itself has anticonvulsant activity. In addition, its major metabolite, 
phenylethylmalonamide (PEMA), exerts an anticonvulsant effect ofits own 





and also enhances the anticonvulsant action of the second metabolite, pheno- 


barbital. In patients refractory to phenytoin and phenobarbital, primidone 
may prove effective as the sole therapy.’ 


Multiple indications—grand mal, 
psychomotor, and focal epileptic seizures 


In grand mal, MYSOLINE is comparable in efficacy to phenytoin and 
phenobarbital. 2:3 In psychomotor seizures, phenobarbital is rarely effective. 
In focal seizures, phenytoin used alone is not indicated*— and, according to 
Forster, MY SOLINE is markedly more effective than phenobarbital, which 
should dispel the misconception that MYSOLINE is “just a phenobarbital.” 
(See chart below.) 
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Agent Grand Mal Psychomotor Focal 
Efficacy ratings* Mysoline +4+++ ++4++ ++++4 
of anticonvulsants a l Ea a ESTES 
s . ydantoinates ° 
= + 
in epilepsy (phenytoin) +++ ++ +++ . 
Barbiturates mp y 
i +4 
es = si oe s bike EN 
* Relative effectivene + being most effective. 


Adapted from Forster, KF `M. 3 


Consider it first for major motor epilepsies 


MY S OLINE (primidone) 





See next page for Brief Summary and references. 
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Start seizure control with 





MYSOLINE ¢rimiaone) 


Initial dose in children over 8 years of age 
and adults: 250 mg daily at bedtime 


i . 
BRIEF S ARY 
(For full prescmibing information. see package circular.) 
MYSOLINE! 
Brand of PRIMIDONE Anticonvulsant 
ACTIONS: MYSOLINE raises electro- or chemo- 
shock seizure thresholds or alters seizure patterns in 
experimental animals. The mechanism(s) of 
primidone's antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its 


two metabolites. phenobarbital and phenylethylmal- 


onamide (PEMA). In addition to its anticonvulsant 
activity, PEMA potentiates that of phenobarbital in 
experfmewtal animals. 


INDICATIONS: MYSOLINE. either alone or used 
concomitantly with other anticonvulsants. is indicated 
in the control of grand mal. psychomotor. and focal 
epileptic seizures. It may control grand mal seizures 
refractory to other anticonvulsant therapy. 
CONTRAINDICATIONS: Primidone is contraindi- 
cated in: 1) patients with porphyria and 2) patients who 
are hypersensitive to phenobarbital (see ACTIONS). 
WARNINGS: The abrupt withdrawal of antiepileptic 
medication may precipitate status epilepticus. 

The therapeutic effftacy of a dosage regimen takes 
several weeks before it can be assessed. 

Usage in pregnancy: The effects of MYSOLINE in 


substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be 
carried out in the average clinical laboratory. it is 
suggested that the presence of undue somnolence and 
drowsiness in nursing newborns of MYSOLINE- 
treated mothers be taken as an indication that nursing 
should be discontinued. 


ADVERSE REACTIONS: The most frequently oc- 
curring early side effects are ataxia and vertigo. These 
tend to disappear with continued therapy. or with re- 
duction of initial dosage. Occasionally. the following 
have been reported: nausea, anorexia, vomiting, 
fatigue. hyperirritability, emotional disturbances. sex- 
ual impotency. diplopia. nystagmus. drowsiness. and 
morbilliform skin eruptions. Occasionally. persistent or 
severe side effects may necessitate withdrawal of the 
drug. Megaloblastic anemia may occur as a rare 
idiosyncrasy to MYSOLINE and to other anticonvul- 
sants. The anemia responds to folic acid without neces- 
sity of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 g per day. The initial dose is 
250 mg. Increments of 250 mg are added. usually at 
weekly intervals, to tolerance. or therapeutic effective- 
ness. up to daily doses not exceeding 2.0 g. A typical 
dosage schedule for the introduction of MYSOLINE is 


as follows: 


Adults and Children Over 8 Years of Age 


lst Week 2nd Week 
250 mg daily at bedtime 


human pregnancy and nursing infants are unknown. 


Recent reports suggest an association between the use 
of anticonvulsant drugs by women with epilepsy and 
an elevated incidence of birth defects in children born 
to these women. Data are more extensive with respect 
to diphenylhydantoin and phenobarbital. but these are 









250 mg b.id. 
3rd Week 


4th Week 
250 mg tid. 250 mg q.i.d. 
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also the most commonly prescribed anticonvulsants: 
less systematic or anecdotal reports suggest a possible 
similar association with the use of all known anticon- 
vulsant drugs. 


The reports suggesting an elevated incidence of birth 
defects in children of drug-treated epileptic women 
cannot be regarded as adequate to prove a definite 
cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on 
drug teratogenicity in humans; the possibility also 
exists that other factors. e.g.. genetic factors or the 
epileptic condition itself. may be more important than 
drug therapy in leading to birth defects. The great 
majority of mothers on anticonvulsant medication de- 
liver normal infants. It is important to note that anticon- 
vulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major sei- 
zures because of the strong possibility of precipitating 
status epilepticus with attendant hypoxia and threat to 
life. In individual cases where the severity and fre- 
quency of the seizure disorder are such that the re- 
moval of medication does not pose a serious threat to 
the pgtient, discontinuation of the drug may be consid- 
er@d prior to and during pregnancy. although it cannot 
be said with any confidence that even minor seizures 
do not pose some hazard to the developing embryo or 
fetus. 

The prescribing physician will wish to weigh these con- 
siderations in treating or counseling epileptic women of 
childbearing potential. 


Neonatal hemorrhage, with a coagulation defect re- 
sembling vitamin K deficiency. has been described in 
newborns whose mothers were taking primidone and 
other anticonvulsants. Pregnant women under anti- 
convulsant therapy should receive prophylactic vita- 
min K, therapy for one month prior to, and during. 
delivery. 

PRECAUTIONS: The total daily dosage should not 
exceed 2 g. Since MYSOLINE therapy generally ex- 
tends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (GMA-12) test 
should be made every six months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in 


In children under 8 years of age, maintenance levels 
are established by a similar schedule, but at one-half 
the adult dosage. It is best to begin with 125 mg, with 
gradual weekly increases of 125 mg a Gay, to a daily 
total usually between 500 mg and 750 ma. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage 
of the other drug(s) is maintained or gradually de- 
creased. This regimen should be continued until satis- 
factory dosage level is achieved for combination, or the 
other medication is completely withdrawn. When 
therapy with this product alone is the objective. the 
transition should not be completed in less than two 
weeks. 

MYSOLINE 50 mg Tablet can be used to practical 
advantage when small fractional adjustments (upward 
or downward) may be required. as in the following 
circumstances: for initiation of combination therapy: 
during “transfer” therapy: for added protection in 
periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes. 
holidays, etc.). 


HOW SUPPLIED: MYSOLINE Tablets—No. 430 
—Each tablet contains 250 mg of primidone (scored), 
in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 431—Each tablet contains 50 mg of 
primidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension—No. 3850—Each 5 ml 
(teaspoonful) contains 250 mg of primidone, in bottles 
of 8 fluidounces. 


References: 1. Woodbury. D. M., and Fingl, E.. in 
Goodman, L. S., and Gilman, A. (eds.): The Phar- 
macological Basis of Therapeutics, ed. 5, New York, 
Macmillan Publishing Co.. Inc., 1975, p. 222. 
2. Rodin, E., in Conn, H. F (ed.): Current Therapy 
1977, Philadelphia, W. B. Saunders Company, 1977, 
p. 716. 3. Forster, F M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 4. Physicians’ Desk Reference, ed. 31, 
Oradell, N.J.. Medical Economics Co., 1977, p. 1175. 


| Ayerst Laboratories 
Ayerst. New York. N Y. 10017 





Because it works so fast- 
Because it works so well- 
Because it is so well accepted- 


Limbitrol 


Provides the well established antidepressant effect of amitriptyline 
with the proven antianxiety effect of Librium (chlordiazepoxide HCI) 
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For rapid relief of symptoms in 
moderate to severe 
depression and anxiety 


In a rigidly controlled nationwide multicenter study, 
when compared to amitriptyline alone, 
Limbitrol achieved these superior results... 


Please see summary of complete product information on last page of this advertisement. 





HAMILTON DEPRESSION SCALE yoy, 


2 4 
RATING PERIOD IN WEEKS 


"Criterion for “improvement” = 
score decreased by 1/2 or 
more from baseline. 

WEEK ONE 


Unwarranted 
Feelings of 
Guilt or 
Worthlessness 


LIMBITROL 
E AMITRIPTYLINE 
CHLORDIAZEPOXIDE 
= PLACEBO 


WEEK ONE 


ENN Agitation 
A Sd 
J 





-PERCENT OF PATIENTS IMPROVED” 


2 4 
RATING PERIOD IN WEEKS 


itenion for “improvement” = 
re decreased by 1/3 or 
ore from baseline. 


somnia, a major target symptom, can 
be relieved sooner by taking advantage 
bf the sedative effect of Limbitrol. For 
ome patients, the larger part or all of 
he daily dose AY may be given at 


sin 


ie ININ PS ioma 


bedtime. 
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blets 10-25°: 

blets 5-12.52; enansa = the hyereanionce S) 
or rapid relief -g 

oderate to severe 
epression and anxiety 
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Greater patient improvement 
Within the first week— 


twice as many patients achieved 
significant relie-—sooner than 
with amitriptyline alone 


Within the first week— : 
symptom severity was reduced to a greater 
extent than with amitriptyline alone 


As measured by the As measured by the 
Hamilton Depression Scale Beck Depression Inventory 


g insomnia o pessimism 

5 psychic anxiety 0 dissatisfaction 

o somatic anxiety o guilt 

o agitation o social withdrawal 


o suicidal ideation 0 anorexia 
Oworthlessness 


Greater patient acceptance 


| 
Better relief of symptoms 
o Despite a higher incidence of drowsiness, 
there was a lower dropout rate due to side ~* 
effects with Limbitrol than with amitriptyline | 
(Limbitrol 4%, amitriptyline 13%, chlordiazepoxide 1%} 
o The dropout rate due to therapeutic failure 
was lower with Limbitrol than with 
amitriptyline 
(Limbitrol 2%, amitriptyline 6%, chlordiazepoxide 12%) 


Please see summary of complete product information 
on last page of this advertisement. 
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How to Initiate and : 


l Maintain Therapy i 


Select dosage strength appropriate for 


each patient 

2 Limbitrol 10-25 is recommended for most 
patients — 
5 Limbitrol 5-12.5 may be indicated for those 
who do no ate higher doses and for 


elderly patients 






Specify daily dosage based on symptom 
severity — 
o An initial dosage of three tablets is 
recommended 

© Dosage may be increased to six tablets or 
decreased to two tablets daily as necessary 
| Once a satisfactory response is obtained, 
evaluate response, and if necessary, reduce 
dosage to smallest amount needed to 
maintain remission 


n. 
Utilize dosage bptions to best 
accommodate individual patient needs 
OTI.D. or O.1.D., familiar regimens best 
suited for patients who tolerate medication 
without undue drowsiness 
a Two tablets one hour before bedtime and 
one tablet midday may minimize daytime 
drowsiness and help relieve a common 
target symptom—insomnia 
0 Entire dosage h.s. to take maximum 
advantage of the sedative effect 


LIMBITROL® TABLETS 
Tranquilizer—Antidepressant 
Before prescribing, please consult complete 
roduct information, a summary of which follows: 
ndications: Relief of moderate to severe depression 
associated with moderate to severe anxiety. 
Contraindications: Known hypersensitivity to 
benzodiazepines or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or 
within 14 days following discontinuation of MAO 


inhibitors enpe hyperpyretic crises, severe 
convulsions and deaths have occurred with 
concomitant use; then initiate cautiously, gradually 
increasing Gosage until optimal response is 
achieved. Contraindicated during acute recovery 
phase following myocardial infarction. 
Warnings: Use with great care in patients with history 
of urinary retention or angie-closure glaucoma. 
Severe constipation may occur in patients taking 
tricyclic antidepressants and anticholinergic-type 
drugs Closély supervise cardiovascular patients 
(Arrhythmias,ginus tachycardia and prolongation of 
conductioM@time reported with use of tricyclic 
antidepressants, especially high doses. Myocardial 
infarction and stroke reported with use of this class of 
drugs.) it 

Usage in Pregnancy: Use of minor 

tranquilizers during the first trimester 

should almost always be avoided because 

of increased risk of congenital 

malformations as suggested in several 

studies. Consider possibility of pregnancy 

when instituting therapy; advise patients 

to discuss therapy if they intend to or do 

become pregnant. : 
Since physical and psychological dependence to 
chiordiazepoxide have been reported rarely, use 
Caution in administering Limbitrol to addiction-prone 
individuals or those who might increase dosage: 
withdrawal symptoms following discontinuation of- 


either component alone have been reported (nausea, 


headache and malaise for amitriptyline; symptoms 
[including convulsions] similar to those of barbiturate 
withdrawal for chiordiazepoxide). 

Precautions: Use with caution inpatients witha 
history of seizures, in hyperthyroid patients or those 
on thyroid medication, and in patients with impaired 





1. Discuss with patients the probability that 
they will experience crowsiness, especially 
during the first week. : 

2. Reassure your patients that drowsiness is 
one indication that the medication is work- 
ing and that it may help alleviate their in- 
somnia. 

3. Encourage patients to report if drowsi- 
ness becomes troublesome so that, if neces- 
sary, dosage schedule can be adjusted or the 
symptom treated. 

4. Caution patients about the combined ef- 
fects with alcohol or other CNS depressants. 
Let them know that the adcitive effects may 
produce a harmful level of sedation and CNS 
depression. 

5. Caution patients about activities 
requiring complete mental alertness, 

such as operating machinery or 

driving a Car. 

6. Warn pregnant patients and 

patients of childbearing age | 

that the safety of Limbitrol ‘N 

in pregnancy has not yet been N 
established. 


Please see complete product disclosure 
for other pertinent information. 


renal or hepatic function. Because of the possibility of 
suicide in depressed patients, do not permit easy 
access to large quantities in these patients. Caution 
patients about possible combined effects with 
alcohol and other CNS depressants and against 
hazardous occupations requiring complete mental 
alertness (e€.g., operating machinery, driving). 
Periodic liver function tests and blood counts are 
recommended during prolonged treatment 
Amitriptyline component may black action of 
uanethidine or similar antinypertensives. 
oncomitant use with other psychotropic drugs has 
not been evaluated: sedative effects may be additive 
Discontinue several days before surgery. Limit 
concomitant administration of ECT to essential 
treatment. See Warnings for precautions about 
pregnancy. Limbitro! should not be taken during the 
eee perod. Not recommended in children under 
12. 
In the elderly and debilitated, limit to smailest 
effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects. 
Adverse Reactions: Most frequently reported are 
those associated with either component alone 
drowsiness, dry mouth, constipation, blurred vision, 
dizziness and bloating. Less frequently occurring 
reactions include vivid dreams, impotence, tremor, 
confusion and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weakness, 
restlessness and lethargy have been reported as side 
effects of both Limbitroi and amitriptyline. 
Granulocytopenia, jaundice and hepatic dysfunction 
have been observed rarely 
This list includes adverse reactions not reported with 
Limbitroi but requiring consideration because they 
have been reported with one or both components or 
closely related drugs: 
Cardiovascular’ Hypotension, hypertension, 
tachycardia, palpitations, myocardial infarction, 
arrhythmias, heart block. stroke, 
Psychiatric: Euphoria. apprehension, poor 
concentration. delusions, hallucinations, hypomania 
and increased or decreased libido. 
Neurologic. incoordination, ataxia, numbness, 
tingling and paresthesias of the extremities, 
extrapyramidal symptoms, syncope, changes in EEG 
patterns. 
Anticholinergics: Disturbance of accommodation, 





- Limbitrol should not be used under the 


following circumstances | 

1. Hypersensitivity to benzodiazepines of 
tricyclic antidepressants. P 
2. Should not be given with an MAO in- 
hibitor. To replace an MAO inhibitor with 
Limbitrol, discontinue MAO inhibitor for a 
minimum of 14 days before cautiously initiat 
ing Limbitrol therapy. 

3. During the acute recovery phase follow- 
ing myocardial infarction. 


Limbitrol 





Oe Fo 
rapid relief o 
moderate to severe 
depression and anxiety 


paralytic ileus, urinary retention, dilatation of urinary 
tract 

Allergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue, pruritus. 

Hematologic: Bone marrow depression including 
agranulocytosis, eosinophilia, purpura. 
thrombocytopenia. 

Gastrointestinal: Nausea, epigastric distress, 
yomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, biack tongue 

Enagocrine: Testicular swelling and gynecomastia in 
the male, breast enlargement, galactorrhea and 
minor menstrual irreguirities in the female and 
elevation and lowering of blood sugar levels. 

Other: Headache, weicht gain or loss, increased 
perspiration, urinary frequency. mydriasis, jaund:ce, 
alopecia, parotid swelling. 

Overdosage: immediately hospitalize patient 
suspected of having taken an overdose. Treatment i 
symptomatic and supportive. I.V. administration of 1 
to 3mg physostigmine salicylate has been reported 
to reverse the symptoms of amitriptyline poisoning. 
See complete product information for manifestation 
and treatment. 

Dosage: Individualize according to symptom sever 
anc patient response. Reduce to smallest effective 
dosage when satisfactory response is obtained. 
Larger portion of daily dose may be taken at bectim 
Singie h-s. dose may suffice for some patients. Lowe 
dosages are recommended for the elderly 

Limbitrol 10-25, initial dosage of three to four tabiets 
daily in divided doses, increased up to six tablets or 
decreased to two tablets daily as required. Limbitro! 
5-12.5. initial dosage of three to four tabiets daily in 
divided doses, for patients who do not tolerate highi 
doses. 

Supplied: Limbitroi 10-25 tablets each containing 1( 
mg chiordiazepoxide and 25 mg amitriptyline tas th 
hydrochloride salt) and Limbitrol 5-12 5 tablets eacr 
containing 5 mg chlorciazepoxide and 12.5mg e 
amitriptyline (as the hydrochloride salt)—bottles of 
100 and 500, Te!-E-Dose* packages of 100: 
Prescription Paks of 50. 


<>, 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


THE DOCTOR TREE: 
DEVELOPMENTAL STAGES 

IN THE GROWTH OF PHYSICIANS 
by Ralph N. Zubarenke and bins M. Zobsreonke 
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DISCOVERING SUICIDE: STUDIES 
IN THE SOCIAL ORGANIZATION 
OF SUDDEN DEATH 

| Maxwell Atkins 
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FREUD'S EARLY PSYCHOLOGY OF THE 

NEUROSES: A HISTORICAL PERSPECTIVI 
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California’s 


~~ CAMARILLO 
HOSPITAL 


i 
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A multipurpose, progressive treatment 
center for mentally and developmentally 
disabled. 


PSYCHIATRISTS 


e $43,728—$44,964 

Research, teaching opportunities 
14 hours CME weekly 

Beautiful, clean environment 


GP AND OTHER ASSIGNMENTS OPEN 


Stan Nielsen, Recruitment Manager 
744 P Street 

Sacramento, Ca 95814 

(916) 322-1221 collect 





Psychiatric 
Associateships at 
National Institute of 
Mental Health,” 









The National Institute of Mental Health Associate 
Program at the National Institutes of Health is offering 
two or three year Associateships for intensive training in 
virtually all areas of clinical and basic psychobiological 
research. The program is currently approved for a third 
year of residency training. Applicants should be in their 
last year of training or should have completed training by 
the start of the appointment and should be U.S. citizens 
or eligible for naturalization within four years of the 
expected appointment date. Applications are due Dy 
January 15, 1979 for appointments which begin July 
1980. 


Excellent facilities are available at The Clinical Center on 
the 306-acre NIH campus in Bethesda, Maryland, and at 
nearby St. Elizabeth's Hospital in Washington, D.C. 
Clinical Associates are assigned clinical responsibility in 
caring for patients who are admitted for both therapeutic 
and research purposes. Research Associates engage in 
laboratory research under the preceptorship of one of 
the senior staff and may participate in tutorial seminars 
and other teaching programs. 


A competitive salary is available for candidates 
qualifying for appointment in the Commissioned Corps, 
United States Public Health Service. A portion of the 
salary is tax exempt. Moving and travel expenses are 
paid and health care is free. ° 


For a detailed catalog about the program, write or call 
collect: 


Associate Program 

The Clinical Center 

Bidg. 31, Room 4B04 

NIH 

Public Health Service 
Bethesda, Maryland 20014 


Phone: (301) 496-2427 


An NIH Associate Training Program 
An Equal Opportunity Employer 
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PKSAP-II! 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE, TO APA, PKSAP-III. 


PKSAP-II| REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


LAST NAME | DEGREE FIRST NAME | 


STREET ADDRESS 


Ts CITY ADDRESS | STATE | | ZIP CODE 








FEES 

C] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[C] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
[_] MEMBER, American Psychiatric Association (other than above) $35.00 
L] Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 


consideration beyond 
efficacy alone... 


Infrequent akathisia 
and other disablin 
extrapyramidal effects... 


The rapidly rising readmission rate among discharged 
psychotic patients is mainly due to noncompliance with 
antipsychotic drug therapy. And this, in turn, may be 
largely attributed to disabling extrapyramidal side effects, 
notably akathisia2 











Although extrapyramidal effects are characteristic of anti- 
psychotic agents in general, with Mellaril (thioridazine) 
such effects are infrequent. Adding an antiparkinsonian 
agent — which can cause its own side effects —can usually 
be avoided. Mellaril (thioridazine) is contraindicated in 
patients with severe hypotensive or hypertensive 

heart disease. 


Extrapyramidal Effects of Selected 
Antipsychotic Agents*2 


EXTRAPYRAMIDAL 
EFFECTS 






















Chlorpromazine Moderate References h- 
l i 1. Van Putten T: The rising 
Perphenazine High rehospitalization rate of 
i ; psychiatric patients. 
Prochlorperazine High Scientific Exhibit, Amer- 
Fluphenazine High ican Psychiatric Associa- 


tion, 130th Annua! 
Meeting, Toronto, Canada, 
May 2-6, 1977. 

2. Byck R: Drugs and the 
treatment of psychiatric 
disorders, in Goodman LS, 


Moderate 
High 
Moderate 


Acetophenazine 






Trifluoperazine 
Chlorprothixene 






Thiothixene Moderate Gilman A (eds): The Phar- 
- . macological Basis of 

Haloperidol High Therapeutics, ed. 5. New 

MELLARIĽ York, Macmillan Publish- 











ing Co, Inc, 1975, 
pp 170-171. 


(thioridazine) Low 


*Based on antipsychotic dosage ranges 


Mellaril 


(thioridazine! 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
CONCENTRATE: 100 mg per m! 





Before prescribing or administering, see Sandoz literature for full prod- 
uct information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 





mother and fetus. 
Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e 2. driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions 

Store and dispense Concentrate below 86°F; use tight, amber glass 
bottle. Just prior to administration, Concentrate may be diluted with 
distilled water, acidified tap water, or suitable ' ai preparation and 
storage of bulk dilutions is not recommended. 

Adverse Reactions: Central Nervous System—Drowsiness. especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturna! confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous Systems- Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin—Der- 


matitis and skin eruptions of the urticarial type, photosensitivity. 


Cardiovascular System—ECG changes (see Cardiovascular Fi 
below). Other— Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions—Wiosis. 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. Allergic Reactions—Fever. laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, bili- 
ary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval. lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with ohenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness. 
dystonic reactions, trismus, torticollis, opisthotonys, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Pobiseent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue. 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign. and syn- 
drome may not develop if medication is stopped at that time. Æp- 
docrine Disturbances— Menstrual irregularities, altered libido. 
gynecomastia, lactation, weight gain, edema, false positive pay 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses. and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 
conjunctiva and/or accompanied by discoloration of ee 
scleraand cornea; stellate or irregular opacities of anterior lens 

and cornea; systemic lupus erythematosus-like syndrome 
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The Psychodynamics and Developmental Psychology of the 
Borderline Patient: A Review of the Literature 


BY EDWARD R. SHAPIRO, M.D. 


The author reviews the psychodynamics and 
developmental psychology of the borderline patient as 
described in the literature on intensive therapy, early 
mother-child interaction, and family interaction. 
Focusing on the borderline patient s characteristic 
difficulties in intimate relationships, he describes the 
patient's use of splitting and projective identification 
as seen inthe characteristic transference- 
countertransference interaction in intensive therapy. 
These primitive defensive mechanisms, which are also 
utilized by family members, appear to contribute to a 
failure of empathic responses both during the child’ s 
early development and in the family interactions 
during his adolescence. The author concludes that 
conceptual attempts to relate adult and child 
phenomena, although highly speculative, create new 
and useful perspectives for the treatment of the 
borderline patient. 


THERE IS a growing body of work on the dynamics and 
developmental psychology of the borderline patient. 
The literature springs from three main sources: obser- 
vations of the transference-countertransference inter- 
action in intensive psychotherapy or analysis, obser- 
vation of the preverbal infant in interaction with his 
mother, and study of the family in interaction. Despite 
the active controversy about the nondefinitive bounda- 
ries of the diagnostic classification of borderlines (1-3) 
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most discriminating data in their descriptive studies to 
be in the observation of the difficulties borderline pa- 
tients have in interpersonal relationships, particularly 
in terms of their pervasive sense of aloneness and their 
tendency to s ifficulties as emanating from outside 
themselves. Gunderson! suggested from his data that 
these attributes, as T as an inability to acknowledge 
wants and to discrińinate them from needs, are ‘‘core 
conflicts” in borderline patients. 

On unstructured projective tests that provide the op- 
portunity for regressive responses, borderline patients 
reveal evidence of primary process thinking (7), a 
strong tendency to add too much and too specific af- 
fect to simple perceptions, and a propensity to pro- 
duce these peculiar responses without concern or em- 
barrassment. Margaret Singer’s review of series of test 
reports (8) revealed that these responses do not occur 
on more structured tests, suggesting that these pa- 
tients can utilize an external organizing structure to 
support their thinking. This finding has been corrobo- 
rated by repeated clinical observations (2, 9-11). Mel- 
vin Singer (12) suggested the presence of a cognitive 
disturbance in which these patients fail to structure, 
delay, detour, and cheok their impulses and affects 
through ‘‘cognitive binding’ (i.e., through con- 
templation, fantasy, reflection, and symbol forma- 
tion). 

These findings suggest that borderline pathology is 
related to difficulties in the management of impulse 
and affect, which is perceived most characteristically 
in interpersonal relationships and emerges most clear- 
ly in relatively unstructured settings. The intensive, 
relatively unstructured therapeutic relationship, then, 
is an ideal setting in which to study in detail the ele- 
ments of the disorder. 


TRANSFERENCE DEVELOPMENT AND PROBLEMS 


The response of borderline patients in intensive 
therapy is characteristically marked by gross fluctua- 
tions in perception, thinking, and feeling about them- 
selves and the therapist, without awareness of the con- 
tradictions (13, 14). Margaret Singer (8) found this tol- 
erance and bland acceptance of contradictory thoughts 
a unique attribute of these patients. 

Kernberg (7) described the borderline patient as 
having littlé capacity for realistic appraisal of others 
and, in the absence of a relationship, as experiencing 
others as distant objects to whom he can compliantly 
adapt. In therapy borderline patients present narrow, 
rigid, unmodulated affects (15) and show little ability 
to tolerate guilt, concern, or internalized depressive 
affect (16, 17). They have difficulty in discriminating 
and reporting body sensations and emotions (13) and 
manifest little capacity for anxiety or frustration toler- 
ance, delay, or impulse control (7). Their unpleasant 


‘Gunderson JG: Discriminating characteristics of borderlines and 
their families (unpublished paper, 1977). 
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affects readily escalate to panic without triggering re- 
liable defensive operations (18), and they manifest a 
profound sense of identity diffusion, with little sense of 
inner continuity from past to present to future (15). 
Unlike the majority of psychotic patients, they are ca- 
pable of higher level defenses and good reality testing 
in many situations, but they are likely to regress to 
transient psychotic states under stress or within the 
transference relationship, readily developing fantasies 
of extreme neediness, destruction, and abandonment 
(7, 19). 

The transference of the borderline patient has been 
described as immediate, intense, and chaotic, only 
gradually developing over time into discernible pat- 
terns (7, 15). Modell (20-22) described the patient’s di- 
agnostic transference response to the therapist as simi- 
lar to the infant’s response to the ‘‘transitional object”’ 
(e.g., blanket or teddy bear). He suggested that al- 
though the patient recognized the therapist as existing 
outside the patient (as is not the case in the transfer- 
ence of many psychotic patients), the quality of this 
perceived existence 1s determined by processes arising 
within the patient. Although neurotic patients also at- 
tribute certain qualities of their own to a therapist, 
they seem to have the capacity to recognize the origins 
of these perceptions within themselves, while border- 
line patients do not (5). 

The transference response described by Modell is 
seen most clearly in the borderline patient’s difficulty 
in asking the therapist for help in a way that would 
imply an acknowledgment that the therapist as a sepa- 
rate person might reasonably refuse or be unable to 
respond to the request. For the borderline patient, to 
consider the possibility of the therapist’s refusal is to 
become aware of anxious, rage-filled fantasies of aban- 
donment that are perceived as potentially arising from 
the therapist. To avoid these fantasies, the patient 
does not ask directly for help. Instead, he either an- 
grily demands a response or overtly ignores the thera- 
pist in the session while maintaining an illusion of com- 
fort from the therapist’s presence. This response is 
seen as similar to the child’s response to his blanket. 

Winnicott (23) described the child’s blanket as 
something that possesses attributes of its own 
(warmth, texture, something ‘‘not me’’) yet is not al- 
lowed to change unless changed by the child. It is 
“used” by the child—both loved and mutilated—and 
must survive both (24). As in the therapeutic relation- 
ship described by Modell, the blanket is not ‘‘asked’’ 
for help. It is, instead, symbolically placed as a pro- 
tective shield between the child and the dangers of the 
outside world; the child is comforted by it. Several au- 
thors (23, 25-27) have described the relationship with 
the transitional object as representing a phase in the 
child’s gradual separation from his mother, a gradual 
disengagement in which the blanket partly represents 
his mother (and the child) and partly represents the 
outside world. Abelin (28) described the father as oc- 
cupying this position during the child’s separation-in- 
dividuation period. 
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In the early stages of therapy, some borderline pa- 
tients use inanimate objects, animals, or certain fan- 
tasies as transitional ways of relating to the therapist, 
metaphorically putting these objects between them 
and the therapist both to protect them from a dan- 
gerous intimacy and simultaneously to allow a rela- 
tionship to exist (25, 26). 

Borderline patients demonstrate their characteristic 
unmodified, polarized responses in the therapeutic 
relationship (15, 22). They have magical expectations 
from therapy, often anticipating improvement without 
their own active participation. They may experience 
the therapist as benevolent but demonstrate the con- 
stant fear that he or she will be transformed into the 
opposite. Under stress, they may experience the ther- 
apist as attacking and may fear that they will be domi- 
nated, controlled, or abandoned by him (19, 29). In the 
latter experiences they feel alone, helpless, and needy 
and appear unable to maintain a reliable sense that the 
therapist remains with them in a caring way (19). Be- 
cause of these tensions, they present the manifest con- 
flict of extreme dependence and intense fear of close- 
ness, the solution to which appears to be a constant 
preoccupation with maintaining the ‘‘proper’’ distance 
from the therapist in order to regulate their anxiety 
about both distance and closeness. 


EGO DEFENSES 


The use of specific primitive ego defenses has been 
described as characteristic of the borderline patient in 
intimate relationships. Kernberg (7, 30), in describing 
the borderline patient’s disjointed, contrasting behav- 
iors and fantasies in intensive therapy, suggested that 
there is an underlying pattern of sharply polarized fan- 
tasied relationships that ts ‘‘activated’”’ in the transfer- 
ence. The polarization of these fantasies 1s determined 
by the defensive maneuver labeled ‘‘splitting.” Kern- 
berg suggested that borderline patients’ core difficulty 
lies in their inability to bring together and integrate 
loving and hating aspects of both their self-image and 
their image of another person. Kernberg’s observation 
was that these patients cannot sustain a sense that 
they care for the person who frustrates them. Kern- 
berg saw this characteristic failure in the achieve- 
ment and tolerance of ambivalence and in the modifi- 
cation of affects as diagnostic. He suggested that lov- 
ing fantasied relationships and hating ones are 
internally ‘split’ for the borderline patient to prevent 
the anxiety that would result if they were experienced 
simultaneously. These positive or negative stereo- 
typed fantasies are activated in a relationship depend- 
ing on the degree of gratification or frustration per- 
ceived by the patient. In a gratifying relationship, the 
patient develops positive fantasies, with the negative 
ones dissociated or “split off’ and therefore unavail- 
able. When frustrated, the patient elaborates negative 
fantasies and loses all memory of the positive relation- 
ship. 
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ship with emphatic qualities or create a delusional 
distortion and give a binding quality to the interac- 
tion (38). 

Of central importance in the borderline patient’s use 
of this defenstvare its consequences in terms of a 
weakening of hisor her ego functioning. Klein (34) 
noted that projection of aggressive aspects of the self 
may result in a loss of attributes important for the de- 
velopment of power, potency, strength, and knowl- 
edge. Kernberg (30) suggested that the resultant failure 
of integration leads to incomplete development of in- 
ternalized standards (e.g., guilt and internal delay of 
impulses) and other internal “‘structures’’ (18). 

Similarly, according to Klein (34), the chronic pro- 
jection of pogitiye aspects of the self (as seen in primi- 
tive idealization) may result in extreme dependency, 
loneliness, fear of parting, and fear of the loss of the 
capacity to love. Kernberg (7) suggested that the bor- 
derline patient’s use of idealization in its primitive 
form involves no regard for the real person who is 
idealized but represents a use of the other as a 
‘‘thing’’——an ‘‘all positive’? magical protection in a 
dangerous world (3, 7). 

The borderline patient has been described as having 
a peculiar ‘‘empathy”’ for the unconscious impulses of 
other people (41, 42) and as having little or no ability to 
recognize the mature defenses, reaction formations, or 
other adaptive ego functions manifested by the other 
person in his struggle with these impulses (7, 43). This 
intuitive sensitivity allows for a powerful coercive use 
of projective identification because there is often some 
degree of perceptual accuracy in the projection that 
touches a conflicted area of the recipient. When frus- 
trated and projecting their anger in therapy, for in- 
stance, borderline patients may utilize this intuition to 
provoke a response in such a way as to justify their 
distrust and may then destroy, devalue, or reject all 
the therapist has to offer (44). 


COUNTERTRANSFERENCE 


The use of these primitive defenses contributes to 
the transference-countertransference difficulties often 
seen in intensive treatment. Many authors have de- 
scribed the powerful countertransference responses 
evoked by the borderline patient (11, 13, 14, 19, 20, 22, 
45). Unliké the more gradually developed, complex, 
empathic understanding that characterizes his or her 
response to neurotic patients, the therapist’s response 
to the borderline patient’s transference appears to be 
more rapid, intense, and stereotyped. Different thera- 
pists discover similar responses to these patients; the 
response seems less related to specific problems of the 
therapist’s past and more to the patient’s poorly in- 
tegrated impulses (7). 

Because of their defensive inability to integrate lov- 
ing and angry aspects of the same internal image, bor- 
derline patients are inordinately sensitive to minor 
frustrations in treatment. In the face of such frustra- 


1308 


Am J Psychiatry 135:11, November 1978 


tions, their characteristic response is to withdraw all 
affectively positive perceptions of the therapist and 
reinvest them elsewhere. At this point, patients 
“lose” all memory of positive experiences with the 
therapist and feel abandoned. Through the mechanism 
of projective identification, they experience the thera- 
pist as attacking and rejecting and respond defensively 
to control their now projected rage (46). Their defen- 
sive response may include rage, devaluation, with- 
drawal, or paranoid thinking and an inability to call up 
the previously experienced image of a comforting ther- 
apist (19). 

If the therapist exposed to these raw affective inter- 
changes undergoes an *‘empathic regression’’ (7) in an 
attempt to keep in touch with the patient, he may be- 
come vulnerable to countertransference guilt and anx- 
iety. Many therapists who have devoted their lives to 
healing are concerned at some level about their capac- 
ity to hurt, which borderline patients unconsciously 
sense. In his introspective attempt to understand the 
patient, the therapist might find a punitive aspect of 
himself at whom the patient might ‘‘accurately’’ be an- 
gry. Such a counteridentification might evoke guilt in 
the therapist which, when perceived by the patient, 
would validate the patient’s projection, making it diffi- 
cult for the therapist to work on it collaboratively with 
the patient as a projection (46, 47). This blurring of ego 
boundaries between patient and therapist might con- 
tribute to the familiar regressive transference psycho- 
sis in which patients’ reality testing 1s lost, their un- 
modified rage and guilt increase, and they experience 
the therapist as a reincarnation of the fantasied early 
frustrating parent. 

Similarly, the unexpected and uncontrolled intensity 
of the patient’s rage may make the therapist vulnerable 
to his own anxiety, which is potentially disruptive to 
the therapeutic work. Such anxiety in the therapist 
could be related to the possible loss of the relationship 
with the patient (with specific countertransference im- 
plications) or the need to manage his own hatred and 
need to retaliate (45, 48). In response to these counter- 
transference feelings, Kernberg (7) suggested that oth- 
erwise sophisticated therapists may at times experi- 
ence an almost masochistic submission to the patient’s 
ageression, disproportionate doubts in their own ca- 
pacity, and exaggerated fears of criticism by third par- 
ties. 

In their description of the therapeutic task with bor- 
derline patients, several authors have discussed the 
need for the therapist to withstand these unmodified 
affects without withdrawal or retaliation. The thera- 
peutic position is characterized as the provision of a 
“holding environment” (49), a response that includes 
the need 1) to reflect, absorb, transform, and feed back 
the patient’s responses (7), 2) to maintain contact, con- 
cern, and emotional availability (50), 3) to set limits for 
the patient to help him or her manage internal and ex- 
ternal stimuli, and 4) to accept the patient’s ambiva- 
lence with continuing concern (19). This description of 
the therapeutic response in situations in which inter- 
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pretation appears to have no effect (51) has its parallels 
in the developmental observations described below. 


OBJECT RELATIONS THEORY 


Much of the data derived from the above observa- 
itons has been used by theorists in the development of 
object relations theory (7, 21, 33, 52-55). The basic as- 
sumption behind this theory is that one can understand 
the relationships between people through an examina- 
tion of the internal images they have of one another. In 
the healthiest people, these images correspond rather 
accurately to the reality of the other person and are 
continually reshaped and reworked as new informa- 
tion 1s perceived and integrated. In less psychological- 
ly healthy people, the images are stereotyped, rigid, 
and relatively unchanged by new information. The the- 
ory proposes a model for the developmental shaping of 
these images as the child begins to separate the image 
of himself from that of his mother. Anna Freud (56) 
characterized this developmental line as proceeding 
from dependency to emotional self-reliance to adult 
relationships. 

According to the theory, there are at least three ma- 
jor developmental tasks in this progression: 1) self-ob- 
ject differentiation, 2) the integration of loving and hat- 
ing images and the development of object constancy, 
and 3) the further integration of these images into flex- 
ible psychic structures (for example, superego and ego 
ideal). 

These ideas are based primarily on clinical observa- 
tions of transference relationships with psychotic, bor- 
derline, and neurotic patients and are inferentially re- 
lated to early child development. Self-object dif- 
ferentiation refers to the child's capacity to separate 
intrapsychically the boundaries of his own experience 
from his expertence of his mother. Failure in this task 
is presumably seen in psychotic patients who have dif- 
ficulty in recognizing the therapist's independent exis- 
tence. The attainment of object constancy (or the ‘‘de- 
pressive position’’) (16, 34) is a consequence of the 
child’s capacity to recognize himself simultaneously as 
both loving and hating in response to the image of an- 
other who is both gratifying and frustrating. Accom- 
plishment of this task presumably allows the child to 
tolerate and master separation and loss by being able 
to maintain a comforting image of the mother (a ‘‘con- 
stant object image’’) despite her frustrating the child 
by her absence (11, 56). Further, the capacity to ac- 
knowledge angry feelings toward the image of a loved 
person leads to the development of the capacity for 
reality testing and the capacity to tolerate guilt, con- 
cern, and “‘internalized depression’’ (11, 56). ‘‘Inter- 
nalized depression’’ in this sense refers to an experi- 
ence of mourning and regret over lost ‘good’ internal 
images, rather than the more primitive sense of impo- 
tent rage and defeat by external forces (7). Failure in 
this achievement of object constancy is presumably 
characteristic of borderline patients who have mas- 
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petitive dynamic issues with which the borderline pa- 
tient struggles. 

As described above, the clearest, most comprehen- 
sive formulation about the relationship between bor- 
derline psychopathology and developmental psycholo- 
gy is that of Kernberg (30) and the object relations the- 
orists (54). Kernberg suggested that borderline 
pathology is a consequence of a developmental failure 
occurring after self-object differentiation but before 
the development of object constancy. He described 
this failure as marked by a continuing defensive use of 
splitting, with resultant limitations in the capacity to 
test reality, to tolerate anxiety and frustration, and to 
sustain a stable, integrated relationship with an under- 
lying attitudeeof basic trust (7, 46). 

This formulation is apparently applicable to a large 
number of borderline patients, but it has been ques- 
tioned by some authors, who have found two dis- 
cernible groups or at least two different qualities of ex- 
perience within the borderline population. These two 
qualities are variously described as schizoid versus ag- 
gressive (19), constricted versus expansive (12), com- 
pliant versus aggressive (13), obsessive (‘‘as-if,”’ 
‘‘false self’) versus hysterical (66), and ‘‘those who 
have given up” versus ‘‘those who are still searching”’ 
(3). Although Kernberg’s formulation appears to apply 
to the second group in each of these pairs, it does not 
seem adequately to describe members of the first 
group, with their distant, ‘‘pseudoautonomous’’ func- 
tioning and their difficulty in engaging the other in any- 
thing but a compliant manner (13). Clearer formula- 
tions about both groups emerge from the development- 
al data of the symbiotic and separation-individuation 
periods (ages 0-3), when the issues of intrapsychic 
separation and the development of formed images first 
appear. 


Symbiotic Period 


Mahler (6) described the symbiotic period as ex- 
tending from the second month (when the infant begins 
tactilely and visually to explore the mother) to the fifth 
month (when the infant begins to explore beyond the 
mother). She defined this period as characterized by 
the infant’s acting as though his internal experience of 
himself and his mother were joined by a common 
boundary with no recognition of separateness. 

During thig period the tasks of the mother are to sat- 
isfy the infant’s needs, to buffer and modify the stimuli 
he receives (both internal and external), and in effect 
to act as an auxiliary ego. Preparation for these tasks is 
facilitated by a regression in the mother (49, 68) that 
increases her empathy, reawakens fantasies of her 
own childhood experiences, and helps develop her ca- 
pacity to provide a ‘“‘holding environment’ (49) in 
which the infant’s ‘‘absolute need for empathy” is 
met. 

Mahler (67) described the ‘‘mutual cuing” that must 
take place between infant and mother for normal sym- 
biosis to take place. The infant’s contribution to this 
interaction requires attributes of both perceptual abili- 
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ty (i.e., the capacity to receive and seek nurturance 
and attachment and to link patterns of experience) 
and stimulus sensitivity (i.e., sensitivity to touch and 
visual responses). The mother’s tasks require her rec- 
ognition and acceptance of her own infantile impulses, 
with a resultant continuing empathic responsiveness to 
similar impulses in her child. 

Unacknowledged conflict in the mother in inter- 
action over time with specific attributes of the child 
may result in an empathic failure that interferes with 
this “‘optimal symbiosis.” Some authors (39, 42, 57, 
69-71) have suggested that in such situations the infant 
may prematurely inhibit his dependency on his mother 
in order to respond to her defensive needs, a response 
that may result in premature ego development. Failure 
in the mother-child interaction during this period has 
been suggested as the origin of pathology for the first 
quality of experience within the borderline spectrum 
(i.e., the ‘“‘pseudoautonomous”’ complaint, detached 
response). 

If, for example, because of unconscious conflict 
about her own needs, the mother disavows them, sees 
them as ‘‘bad,’’ and projects them onto her child, she 
may persistently withdraw from or be relatively unre- 
sponsive to the child’s actual needs because of the 
confusion with hers (projective identification). Several 
authors have suggested that such chronic non- 
responsiveness is experienced by the child as a mean- 
ingless interruption, resulting in his eventual detach- 
ment (39, 70, 71) and formation of a ‘‘false self” (51) in 
which the child compliantly adapts to his mother’s 
needs with relative abandonment of his own, since 
they represent a threat to a mother whom the child 
absolutely needs and who is relatively immune to his 
feedback (70). 

This detached self is the consequence of a pre- 
mature severing of the symbiotic tie before any inter- 
nalization of maternal functions can occur. It leaves 
the child with a sense of detachment (72), a profound 
emptiness, and an undeveloped potential for the direct 
and personal experience of living (70). It 1s a distancing 
maneuver, presumably developed by the child to ward 
off the negative experience of the mother’s chronic 
empathic failure and misinterpretation. The pseudoself 
is that which validates the mother’s projection (70). 
According to Friedman (70), Winnicott suggested that 
the failure of interpretation in the therapy of patients 
with such false self-organization is due to their per- 
ception of the interpretation as another ‘‘act of attribu- 
tion” by a nonempathic parent. 


Separation-Individuation 


Mahler and associates (27) divided the separation- 
individuation period (5 months—3 years) into four sub- 
phases: 1) differentiation (5-8 months), 2) ‘‘prac- 
ticing’’ (8-16 months), 3) rapprochement (16-25 
months), and 4) object constancy (25 months—3 years). 
Within this period the child’s task is to emerge gradu- 
ally from the symbiotic unit and to develop increasing 
autonomy both internally and externally. Successful 
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completion of this developmental period results in the 
capacity for frustration tolerance, the mastery of sepa- 
ration anxiety, and the maintenance of self-esteem. 

It is during these subphases of separation-individ- 
uation that the issues central to the dynamics of bor- 
derline psychopathology first appear. It is here that the 
conflict between the push for autonomy and the wish 
to unite is for the first time apparent in the behavior of 
the child. 

During the differentiation subphase (5-8 months), 
the child remains anchored to the mother but develops 
an Increasing alertness, an outer orientation, and final- 
ly, a social smile that increasingly focuses on the 
mother (59, 73). In her absence the child gets restless 
and unhappy, but he smiles on her return. This fact 
suggests the initial development of “recognition mem- 
ory'': the ability for perception to revive a memory 
trace (73, 74). 

At 8 months the infant develops “‘stranger anxiety.’’ 
Mahler and associates (27) observed that if there is a 
good symbiotic period the infant reacts to strangers 
with curiosity and wonderment; if it is less good the 
infant demonstrates more anxiety. These observations 
are congruent with Kernberg’s formulation (30) that a 
greater quantity of frustration during symbiosis would 
threaten the infant's loving experiences, resulting in a 
prolonged defensive splitting and projection of fear- 
some negative experience onto the ‘‘stranger.”’ 

In the “practicing” subphase (5-16 months), the in- 
fant develops the capacity for locomotion with an exu- 
berance and excitement that temporarily enables him 
to ignore the presence of his mother. Exhausted by 
autonomous movements, the infant periodically re- 
turns to the mother for *‘emotional refueling’ (27), a 
brief contact that rapidly enables the infant to restore 
his or her energy and momentum. During this sub- 
phase there is evidence that the child begins to notice 
and tolerate his mother’s departure, since he tones 
down his activities (‘low keyedness’’) in her absence 
(27). 

Kernberg (7, 30) suggested that the child begins to 
be able to differentiate between positive images of 
himself and his mother during this period; similar self- 
object differentiation within images of negative experi- 
ences occur somewhat later. He suggested, however, 
that this differentiation of images is still tentative at 
this point and vulnerable to “regressive refusion” at 
times of stress. 

The rapprochement subphase (16-25 months) is the 
period during which the conflict between autonomy 
and reunion is demonstrated most clearly in the child’s 
behavior and response. Even the language of the de- 
scriptions evokes images familiar to therapists of bor- 
derline patients. It is in this phase that the toddler’s 
behavior indicates a sense of increased separateness, 
loneliness, helplessness, a constant concern with the 
mother’s presence, and increased separation and 
stranger anxiety. It is during this period, according to 
Kernberg (7, 30), that the child develops firm bounda- 
ries between the experience of himself and that of his 
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sponded to the child’s autonomous moves with, ““You 
think you can manage on your own, well go ahead.”’ 
This response threatens the child with abandonment 
and inhibits his freedom to explore because of the re- 
active fantasy: ““If I grow up, I'll be all alone.” 

The implication drawn from these observations is 
that this kind of chronic withdrawal represents the 
mother’s defensive inability to distinguish between her 
own unresolved needs (for the child’s response to her) 
and her recognition of the needs of her child for auton- 
omy and support. This defensive response from the 
mother is contributed to by her own conflicts and by 
the increased aggressiveness of her 2-year-old during 
the anal period. 

Adler (44) descgibed the ‘‘good enough mother’’ (49) 
of this subphase as one who is not afraid of her own or 
her child’s anger and can be firm when she needs to 
frustrate. She has confidence in her basic goodness 
and a capacity to care without having to retaliate for 
old hurts. The descriptions of Mahler and associates 
(27) indicate that there is a broad spectrum of “‘good 
enough” mothering responses. Typical failures in the 
interaction between mother and child, then, are likely 
to represent, chronic empathic insensitivity from 
mothers at the ends of this spectrum in interaction 
with particularly sensitive infants. 

Toward the end of rapprochement, the child’s cogni- 
tive apparatus sufficiently matures so that he can no- 
tice that the same mother both gratifies and frustrates. 
Winnicott (24) suggested that if the mother can ‘‘con- 
tain” the child’s aggression (by nonanxious, firm limit 
setting) while continuing to provide love and under- 
standing, she will demonstrate to him that she is not 
created or changed by his impulses and that she is sep- 
arate from him and not a creation of his projections. 
Such a response allows the child to develop a relation- 
ship with her as a real and autonomous person and 
helps the child to tolerate his anger and put it in per- 
spective by allowing him to recognize that it cannot 
destroy his loving mother (by turning her into a bad, 
angry, or anxious mother). In addition, the mother’s 
response will help strengthen the child’s conviction in 
the strength of his good self-image and that of his 
mother and will decrease the child’s fear of his own 
aggressive tendencies (7). 

Alternatively, if the mother, because of unacknowl- 
edged conflicg revived by the interaction, retaliates for 
her infant’S aggression or withdraws from his de- 
mands, she will confirm his fear of aggressive fan- 
tasies, making it difficult for him subsequently to in- 
tegrate them. Responding to the withdrawal, the infant 
generates increased rage and greater demands (e.g., 
clinging), which contributes to a spiraling crisis in their 
interaction and an intensification of the infant’s need 
for defensive splitting and projection, the phenomena 
characteristic of borderline patients. 

With successful negotiation of rapprochement the 
child develops the capacity for ambivalence and object 
constancy (27, 74). The ambivalently held image of the 
mother is more stable in the face of frustration, provid- 
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ing the infant an inner sense of comfort and contrib- 
uting to his or her capacity to experience guilt, con- 
cern, depression, and increasing anxiety tolerance. 
The infant’s image of himself now begins to develop 
increasing complexity, affects are modulated, ego con- 
trol of impulses is increased, and there is a clearer 
sense of self and others. Observers of the child during 
this subphase (59, 73) have noted that with this devel- 
opment there is a shift from self-centered, demanding, 
clinging behaviors to more mature expressions of af- 
fection, trust, confidence, regard for the interests and 
feelings of others, cooperation, sharing, making sacri- 
fices, and offering gifts. 


Latency 


The relative absence of clinical descriptions of bor- 
derline phenomena in the literature of the latency peri- 
od (ages 6-10) suggests a relative decrease in sympto- 
matic behavior during this period. Chiland and Lebo- 
vici (77), however, described the two borderline 
qualities of inhibition and excitability as emerging in 
some children during latency in response to the dis- 
ciplinary and learning requirements of school. These 
children were described as rejecting attempts at com- 
munication and refusing to carry out tasks. Despite 
high learning performance, they were described as ex- 
ploding periodically in rage. The authors commented 
on the characteristic contrast between good in- 
tellectual development and poor relationship modali- 
ties in these children that marked their ‘‘developmen- 
tal disharmony.” Again, in these descriptions, the two 
types of borderline presentation were seen: cold, de- 
tached, and removed versus subject to unpredictable 
outbursts of rage. The authors also commented on the 
probable use of projective identification by these chil- 
dren, noting that ‘‘the interlocutor himself feels the 
whole burden of anxiety.” 


Adolescence 


Several authors (65, 78, 79) have perceived a reca- 
pitulation of the dynamic themes of separation-indi- 
viduation during the adolescence of the borderline 
child, a period when borderline symptomatology often 
becomes apparent. With my colleagues at NIMH (78, 
79) I observed a family group regression that occurs 
during the adolescence of the borderline patient in 
which family members respond with retaliation or 
withdrawal to autonomous or dependent behaviors of 
the adolescent. The conflict between the striving for 
autonomy and the fulfillment of dependency needs re- 
vived in adolescence is inadequately resolved in these 
families because of a regressive, shared use of projec- 
tive identification (38) in which the adolescent be- 
comes the bearer of disavowed aspects of the parents. 
In some families the child’s dependent wishes are seen 
as devouring demands from which the family members 
withdraw. This withdrawal often represents parental 
anxiety about their own wishes to be given to, which 
they cannot acknowledge. In other families, the ado- 
lescent’s autonomous strivings are interpreted as a 
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autonomy are disavowed, seen as bad, and projected 
onto the adolescent, resulting in a defensive inability 
to respond to the adolescent's autonomous develop- 
ment with the necessary support. 

Masterson and Rinsley (65, 80) described the latter 


group in terms of the adolescent’s ‘“‘abandonment de- 
pression, ` which ts defended against by splitting, act- 
ing out, and other pathological maneuvers. They 
viewed as the “basic dynamic theme’’ of the border- 
line patient that ‘the borderline mother withdraws 
emotional supplies at her child's efforts to separate 
and individuate.” This is a characteristic phenomenon 
observed by several authors (42, 78). The consequence 
of this maternal withdrawal in the face of separation is 
that the child is torn between the engulfment of sym- 
biosis tf he moves toward his mother and the experi- 
ence of loss and abandonment if he moves away. Zin- 
ner and my study of the families of these patients in 
interaction (78) revealed that this retaliatory with- 
drawal of supplies is a shared family dynamic that is 
only one element in a family regression involving all 
family members. 

The borderline adolescent's alienation, aggressive 
responses, and inadequately structured self-image (81) 
contribute to this family turmoil, but parental contri- 
butions are also significant. Our analysis of family in- 
teractions (79) revealed that these parents depend 
heavily on projective identification for their own de- 
fensive organization and that in this process there is 
considerable collusion from the child. We also ob- 
served a blurring of parental capacity to experience 
themselves as separate from the particular child in the 
areas of conflict and an idiosyncratic but often over- 
lapping content of parental projections involving dis- 
avowed wishes for dependency or autonomous striv- 
ings (78, 79). 

Although Masterson (82) found the parents of the 
borderline patient to be borderline themselves, this 
finding does not agree with our observations of signifi- 
cant variability in parental psychopathology (79) or 
with the observations of Margaret Singer (8), who 
found that 84% of borderline patients had normal or 
neurotic parents according to psychological tests. Al- 
though some authors (6, 65)! have discussed these par- 
ents in descriptive terms (i.e., “ineffectual, passive fa- 
ther,’ ‘‘intrusive, dependent mother’’), other authors 
(78, 79, 83) have described a more dynamic, shifting 
tension between parent and child. 

The latter observers illustrated how family mem- 
bers’ use of primitive defenses may be encapsulated in 
response to issues involving certain offspring. In inter- 
action with siblings or the outside world, they may use 
more advanced ego defenses and greater maturity but 
may regress to fixation points relating to deficient reso- 
lution of symbiosis and identity formation in relation 
to the designated borderline child. Singer and Wynne 
(83) commented on the discrepancy between the se- 
verity of the disturbance when family members inter- 
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Although there remains significant controversy 
about the applicability of child observation to adult 
phenomena as well as serious debate about the possi- 
bility Of recreating elements of the relationship be- 
tween infant and mother in the therapeutic situation 
(86), conceptual attempts to make these comparisons 
have produced fascinating new insights. The delinea- 
tion of the therapist’s ‘‘holding’’ function, of his task 
of ‘‘containing’’ the patient’s affects and projections, 
and of the hazard of his own projections interfering 
with the therapeutic process (46, 84, 85) have all 
emerged in part from this study of the borderline pa- 
tient and his development. All seem in some way to 
have relevance to the developing understanding of the 
complex pr¢verbal interaction between infantile im- 
pulses and human environmental responses from 
which personality evolves. 

The increasing overlap of the observations, formula- 
tions, and inferences derived from the three different 
areas of study reviewed above suggests at least an ap- 
proximation to reality that future follow-up studies 
should address. The data from the current studies have 
already made an important contribution to the thera- 
pist’s ability to listen better to particular elements of 
these patient’s productions, to develop more accurate 
empathic responses, and to provide borderline pa- 
tients with some coherent organization for their chaot- 
ic experience. 
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Bilateral and Unilateral ECT: Effects on Verbal and Nonverbal 


Memory 


w 


BY LARRY R. SQUIRE, PH.D., AND PAMELA C. SLATER 


The memory loss associated with bilateral and 
nondominant unilateral ECT was assessed with verbal 
memory tests known to be sensitive to left temporal 
lobe dysfunctionand with nonverbal memory tests 
known to be sensitive to right temporal lobe 
dysfunction. Bilateral ECT markedly impaired delayed 
retention of verbal and nonverbal material. Right 
unilateral ECT impaired delayed retention of 
nonverbal material without measurably affecting 
retention of verbal material. Nonverbal memory was 
affected less by right unilateral ECT than by bilateral 
ECT. These findings, taken together with a 
consideration of the clinical efficacy of the two types 
of treatment, make what appears to be a conclusive 
case for unilateral over bilateral ECT. 


ELECTROCONVULSIVE THERAPY (ECT) has long been 
considered an effective treatment for depressive ill- 
ness (1, 2). The memory loss associated with this treat- 
ment has been well documented (3-5). For example, 
following conventional bilateral treatment, memory 
loss can extend to events that occurred many years 
before treatment as well as to events that occur during 
the weeks after treatment. Memory functions grad- 
ually improve as time passes after treatment (6). 

It has been generally accepted that right unilateral 
ECT is a clinically effective treatment that produces 
less impairment of new learning capacity and less am- 
nesia for remote events than bilateral ECT (7-13). 
However, since right unilateral ECT is specifically as- 
sociated with impairment in nonverbal memory (e.g., 
memory for spatial relationships, faces, designs, and 
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other material that is difficult to encode verbally (14— 
17), and since most studies of ECT and memory loss 
have employed verbal memory tests, the actual extent 
of memory loss associated with right unilateral ECT 
has remained somewhat unclear. It has been suggested 
that the amnesic effects of left or right unilateral ECT 
may be similar to the effects of left or right temporal 
lobe dysfunction (18). Accordingly, if memory were 
assessed with nonverbal tests specifically sensitive to 
right temporal lobe dysfunction, the amnesic effect of 
right unilateral ECT might prove to be as great as or 
even greater than that of bilateral ECT. 

Only two studies have addressed this issue directly, 
employing verbal and nonverbal memory tests with 
patients receiving bilateral or right unilateral ECT. In 
the first study (15) impairment in one nonverbal test 
was somewhat greater after bilateral ECT than after 
unilateral ECT, but this difference was not statistically 
significant. In the second study (16) the results were 
ambiguous. Impairment in a nonverbal test was great- 
erin the unilateral group after 4 treatments, but greater 
in the bilateral group 3 months after treatment. That 
study was further complicated by the fact that one- 
third of the patients given unilateral treatment did not 
have a grand mal seizure. Finally, since it was not clear 
how patients with identified right unilateral lesions 
would perform on the nonverbal tests used in these 
two studies, it was difficult to be sure how specifically 
sensitive the tests were to right hemispheric dysfunc- 
tion. 

The present study investigated memory functions in 
patients receiving bilateral or right unilateral ECT. As- 
sessments of memory were made with two verbal tests 
known to be sensitive to left temporal lobe dysfunc- 
tions and two nonverbal tests known to be sensitive to 
right temporal lobe dysfunction. 


METHOD 
Subjects 


The subjects were 72 psychiatric inpatients (53 
women and 19 men), from 4 private hospitals, who had 
been prescribed a course of ECT. The diagnoses as 
recorded upon admission by the psychiatrists were de- 
pression (N=55; this diagnosis included designations 
of primary affective disorder, involutional melan- 
cholia, manic-depressive, and psychotic depression), 
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neurotic depression (N=11), schizo-affective disorder 
(N=5), and hysterical personality (N=1). Patients 
with neurological disorders, schizophrenia with de- 
pression, depression secondary to alcoholism or drug 
abuse, and patients who had received ECT during the 
previous 12 months were excluded from the study. 
Most of the patients (N=45) had not received ECT be- 
fore; 27 had received ECT | to 15 years earlier. 

The 72 patients in the study were assigned to 3 
groups (table 1). Group | consisted of 33 patients who 
had been prescribed bilateral ECT. Group 2 consisted 
of 21 patients who had been prescribed right unilateral 
ECT. The choice of bilateral or unilateral ECT de- 
pended on the preferences of the individual psychia- 
trists and was therefore not random. However, since 
the patients about to receive bilateral or unilateral 
treatment did not differ measurably on their memory 
test scores before ECT (figure 1), it seems reasonable 
to assume that group differences emerging after ECT 
can be attributed to the type of ECT administered. 
Group 3, a control group, consisted of 18 randomly 
selected patients who were only tested before receiv- 
ing a course of ECT. Fourteen of these patients were 
scheduled to receive bilateral ECT and 4 right unilater- 
al ECT. All subjects were determined to be strongly 
right-handed; they reported that they did not use their 
left hand for any everyday activity and had no left- 
handed parent or sibling. 

ECT 

ECT was administered three times a week on alter- 
nate days following medication with atropine, meth- 
ohexital sodium, and succinylcholine. Bilateral and 
unilateral treatments were administered using a Med- 
craft B-24 machine. For bilateral treatment electrode 
placement was temporal-parietal: for unilateral treat- 
ment both electrodes were placed on the right side of 
the head, as described by McAndrew and associ- 
ates (19) (N=19) and by D’Elia (7) (N=10). Amnesic 
effects of nondominant unilateral ECT have been re- 
ported to be similar despite wide variation in electrode 
placement (20, 21). The stimulus parameters (140-170 
v for .75--1.0 seconds) were sufficient to induce a grand 
mal seizure throughout the course of all treatments. 


Tests and Procedures 


Two memory tests, each consisting of a verbal and a 
nonverbal portion, were employed. 

Test 1A (verbal portion: story recall). A short para- 
graph was read to the subject (6). Patients with identi- 
fied dysfunction of the left temporal Jobe are known to 
perform more poorly on this test than patients with 
dysfunction of the frontal parietal or right temporal re- 
gion (22). Immediately after hearing the story, and 
again the next day (16-19 hours later), subjects were 
asked to recall as much as they could remember of it. 
The paragraph was divided into 20 segments, and the 
score was the number of segments recalled. Eighteen 
patients receiving bilateral ECT and 13 receiving right 
unilateral ECT were tested before treatment and 
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TABLE 1 
Characteristics of 72 Patients Receiving ECT 
o Group 
Bilateral ECT Right Unila 
Item (N=33) ECT&N 2 
Age (years) 
Mean 43.2 347 
Range 19-64 22. 6 
Sex 
Male 12 3 
Female 21 1& 
Years of education 
Mean 12.8 17 & 
Range 10-18 8 PA 


Number with prior 
history of ECT 


again, with an equivalent form of the tes: 
after the fifth treatment of the series. 

Test 1B (nonverbal portion: memo's ~ 
figure). Subjects copied a complex geor .: 
(the Rey-Osterrieth figure [23] or the ©; 
[24]) and were then asked to reproduce ~. i 
ry 16-19 hours later. Patients*with righ. < 
sions are known to be deficient on this í: : 
patients with left temporal lesions e\h'> : 


ment (25). The score for this test Gers? ~ 


number of properly placed line segmen. - 
score=36 points). The same patients z» 
(above) were tested with one of these ` 
ECT and with the other one 6-10 hour. 
treatment. 

Test 2A (verbal portion: short-te-n: 
tractor test). Subjects were shown a :: 
gram, distracted for a variable interva: ` 
seconds), and then asked to recall the c: = - 
Patients with left temporal lesions arc 17: 
task; patients with right temporal lesions 
Subjects received 8 trials at each rete- 
and their score was the number of cc: - 
rectly recalled without regard to order. I+ 
score was 24. Fifteen patients receivine ` 
were tested on two occasions with ecu:s. 
this test. These sessions were schedule.’ Í 
ter the first treatment and 2-3 hous ` 
treatment of the series. In addition, 8 y: 
ing right unilateral ECT were tested 1- į 
their first and third treatments. Fina’: 
were tested on one occasion 1-2 days b.. 
treatment. 

Test 2B (nonverbal portion: spatial « 
jects attempted to remember the pos: >» 
circle located along an 8-inch horizon! : ` 
with right temporal lesions are impi ire. 
patients with left temporal lesions are 
jects inspected the circle on the line fo: 
then were distracted for 6, 12, or 24 secs ° 
ing strings of random digits into numetic . 
subjects attempted to mark on a diilere- 
the remembered position of the circle 
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BILATERAL AND UNILATERAL ECT 


FIGURE 1 
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Retention of Test 1 Verbal and Nonverbal Material by Patients Receiving Bilateral ECT (N=18) and Right Unilateral ECT (N=13) 
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trials were given, with 8 at each of the three retention 
intervals. The score on each trial was the distance (in 
millimeters) between the position of the originally pre- 
sented circle and the position of the circle as marked 
by the subject. The score on the test at each retention 
interval was the total error (in millimeters) for all 8 
trials. Test 2B was given on the same occasions and to 
the same patients as test 2A (above). 


RESULTS 


Figure 1 shows the results with test 1 for patients 
who received bilateral or unilateral ECT. Before ECT 
these two groups of patients did not differ from each 
other on any of the measures of immediate or delayed 
recall (for*the verbal test, t<1.5, p>.10; for the non- 


verbal test, t=0.7, p>.10). After ECT patients receiv- ` 


ing bilateral treatment were able to remember verbal 
material immediately after hearing it as well as they 
could before ECT (before ECT versus after ECT, 
t=0.1, p>.10), and they were able to copy a complex 
figure as well as before ECT (t=0.1, p>.10). However, 
their performance was severely impaired on delayed 
tests of verbal and nonverbal memory (verbal test: be- 
fore ECT versus after ECT, t=5.6, p<.01; nonverbal 
test: before ECT versus after ECT, t=3.7, p<.01). 
Right unilateral ECT did not affect verbal memory, 
as measured by test 1A. That is, the delayed recall 
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Nonverbal Material 


Bilateral ECT Unilateral ECT 


12 


SCORE FOR REPRODUCTION OF COMPLEX FIGURE 





Before After 
ECT ECT 


Before 
ECT 





scores of patients receiving right unilateral treatment 
were about the same after ECT as before (t=0.6, 
p>.10). However, nonverbal memory was significant- 
ly impaired by right unilateral ECT (test 1B). Before 
unilateral ECT the score for reproducing the geometric 
figure after a delay was 11.9, and after unilateral ECT 
the corresponding score was 7.1 (t=2.7, p<.05). This 
impairment in nonverbal memory associated with uni- 
lateral ECT was not as great as the impairment in non- 
verbal memory associated with bilateral ECT (t=2.1, 
p<.05). 

Figure 2 shows the results with test 2 for patients 
receiving bilateral ECT, patients receiving right unilat- 
eral ECT, and a control group of patients about to be- 
gin a course of bilateral or unilateral ECT. For the 
short-term memory distractor test, patients receiving 
bilateral ECT were impaired, but patients receiving 
right unilateral ECT performed normally. An analysis 
of variance with repeated measures on one factor (28) 
indicated that the scores of bilateral patients were sig- 
nificantly lower than those of both unilateral patients 
(F= 10.8, p<.01) and control patients (F=5.7, p<.01). 
The scores of unilateral patients and control patients 
were not measurably different (F=0.8, p>.10). 

For the spatial memory test bilateral ECT also pro- 
duced a marked impairment (bilateral group versus 
control group, F=22.4, p<.01). The scores of unilater- 
al patients were also poorer than those of control pa- 
tients, although this difference fell short of significance 
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FIGURE 2 


Recall of Test 2 Verbal and Nonverbal Material by Patients Receiving Bilateral ECT (N=15), Right Unilateral ECT (N=8), and 9y Cc- ~ 
— About to Begin a Scheduled Course of ECT (N=18) 
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(F=2.64, p=.12). Finally, the effect on nonverbal 
memory associated with unilateral ECT was not as 
great as the effect associated with bilateral ECT 
(F=9.6, p<.01). 


DISCUSSION 


The results can be summarized by three main con- 
clusions. 

1. Btlateral ECT markedly impaired the ability to 
retain both verbal and nonverbal material. 

2. Right unilateral ECT impaired the ability to re- 
tain nonverbal material without measurably affecting 
memory for verbal material. 

3. The impairment in nonverbal memory associated 
with right unilateral ECT was less than the impairment 
in nonverbal memory associated with bilateral ECT. 

The findings that bilateral ECT markedly affected 
memory and that right unilateral ECT exerted a materi- 
al-specific effect on nonverbal memory are consistent 
with the results of a number of studies of ECT and 
memory loss (3—5, 7). However, it should be noted that 
the extent to which bilateral or right unilateral ECT 
impairs memory depends on the sensitivity of memory 
tests to the effects of ECT. For example, in the present 
study right unilateral ECT had no measurable effect on 
verbal memory; yet performance on some verbal 
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memory tests can be impaired by righi u~ . 
ment (10, 12). Accordingly, it is differi < 
the amnesic effects of bilateral and ri. -` 
ECT unless these effects are assesse«. 
study using the same tests. 

The present study employed memory ‘e ° 
be sensitive to either left or right temm - 
function. The results clearly indicated ih: < < 
right unilateral ECT on both verbal a+: 
memory was less than that of bilatera' 


sometimes been assumed that right ur : . 


produces as much memory dysfunction 
ECT on those aspects of memory funrcti.-> 
with the right hemisphere. To our kns, 
study reported here is the first to cici, 
strate that right unilateral ECT procuc. 
ory dysfunction for nonverbal materia: . 
ECT. 

The therapeutic efficacy of bilateral : 
ECT has been compared in a large num ` 
(for reviews see references 29 and 30). T: '- 
these studies indicate that courses of b`. 
lateral ECT are approximately equivale -~ 


to similar reductions in depressive sym=i> s 


sociated with similar relapse rates, ard <` 
efficacy at follow-up. One review (29) ` 
that the slight disadvantage in immed : 
sometimes reported for unilateral treaim:: . 


hn 
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BILATERAL AND UNILATERAL ECT 


the apparently widespread impression! that unilateral 
ECT is not as effective as bilateral ECT, may be due to 
occasional failures to produce a maximal seizure with 
the unilateral technique. Since the therapeutic effect of 
ECT is bound .to the seizure (32), even one sub- 
maximal seizure during a course of unilateral treat- 
ment could account for reported slight differences be- 
tween unilateral and bilateral ECT. Several practical 
suggestions to ensure that unilateral ECT produces a 
grand mal seizure have been outlined (29). 

When given properly, unilateral ECT seems to be 
clearly preferable to bilateral ECT since the risks to 
verbal and nonverbal memory are less than for bilater- 
al treatment. It should be noted that some risks to 
memory exist even for unilateral ECT. The benefits to 
be derived from this procedure should therefore be 
weighed carefully against these risks and against the 
possible risks of alternative therapies to form a basis 
for clinical judgment. 
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Withdrawal Syndromes Associated with Antipsychotic Drugs 


BY GEORGE GARDOS, M.D., JONATHAN O. COLE, M.D., AND DANIEL TARSY, M.D. 


Withdrawal symptoms frequently follow abrupt 
discontinuation of antipsychotic compounds. In 
addition to other somatic symptoms, withdrawal- 
emergent dyskinesias may be observed. ‘‘Covert 
dyskinesia’ refers to a masked form of tardive 
dyskinesia that becomes clinically detectable only 
after antipsychotic drugs are withdrawn or their 
dosage is reduced. Withdrawal dyskinesia appears 
under similar circumstances but disappears 
spontaneously in 6 to 12 weeks. Cholinergic 
overactivity and changes in dopamine-acetylcholine 
balance in the basal ganglia may underlie these 
withdrawal syndromes. The principal value of the 
concept of covert dyskinesia is in the secondary and 
tertiary prevention of tardive dyskinesia through early 
discovery and treatment. 


THE EFFECTS of withdrawal of antipsychotic drugs 
have not been adequately studied. In usual clinical 
practice, antipsychotics are withdrawn abruptly with 
no expectation of untoward effects other than the pos- 
sibility of psychotic relapse. There are at least two 
compelling reasons to focus attention on the sequelae 
of drug discontinuation. Withdrawal symptoms that 
develop may in some cases mimic symptoms of psy- 
chotic exacerbation and therefore may result in unwar- 
ranted resumption of drug therapy. In addition, dyski- 
nesias may be seen following antipsychotic drug with- 
drawal, including a form of tardive dyskinesia that is 
suppressed during drug administration. The dose-re- 
lated suppression of dyskinetic movements by dopa- 
mine-blocking antipsychotic drugs 1s probably the ma- 
jor reason for the widely differing prevalence rates of 
tardive dyskinesia (ranging from .5% to 40%, accord- 
ing to Crane [1]) reported in the literature. With- 
drawal-emergent dyskinesia, like withdrawal symp- 
toms, may be confused with signs of psychotic relapse 
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(2); hence the careful assessment of pe: 
postwithdrawal weeks is more than an cc: : 
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AUTONOMIC AND BEHAVIORAL SYM: 
WITHDRAWAL 


During the first week or two following ~ : 
antipsychotic drugs, a number of some. : 
may occur. These symptoms, aptly abe > 
effects” by Lacoursiere and associates | 
consist of one or more of the following: ~: 
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where careful observations were made : 
incidence of withdrawal symptoms rars.:. 
to 75%. 


Symptoms typically begin during the ʻi - 


after drug discontinuation, peak during t^.: 
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direct questioning. Symptoms usually fi+- 
occasional severe cases may require iem : 
ment with antihistamines or sedatives. 
withdrawal appears more likely to induc. 
symptoms than gradual withdrawal (9). > > 
relationship has been demonstrated : 
withdrawal dosage and the incidence c 
symptoms (3, 7, 13). In one study (1!) z> 


greater proportion of women than men i` 
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Antipsychotic drugs all possess centri . 
eral antimuscarinic properties to vary irs. 
15). It is tempting to postulate that at !e.:~ 
drawal symptoms may be due to a cholina; : 
occurring when antipsychotic drugs a7: 
The following observations support this ~> 
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symptoms unless antiparkinsonian drugs are simulta- 
neously withdrawn (3, 17, 18). Imipramine, an antide- 
pressant with marked anticholinergic effects, also 
yields a’high incidence of withdrawal symptoms (19). 
Finally, most of the common withdrawal symptoms, 
e.g., nausea, vomiting, and sweating, can be produced 
by the acute administration of physostigmine, a drug 
with marked central and peripheral cholinergic actions 
(20, 21); these same symptoms can be abolished by 
anticholinergic agents (20). 


EXTRAPYRAMIDAL COMPLICATIONS OF 
WITHDRAWAL 


Parkinsonism ° 


Drug-induced parkinsonism tends to improve fol- 
lowing drug withdrawal (22). However, cases often 
persist for at least 4 months (23, 24), and, in rare cases, 
subtle signs have persisted for as long as 9-18 months 
(25). When antiparkinsonian drugs are withdrawn at 
the same time as antipsychotics, parkinsonian symp- 
toms of rigidity, tremor, and akinesia may recur (17, 
18), usually peaking at about 4 days after drug with- 
drawal, with gradual fading thereafter. Simpson and 
associates (17) have suggested that the temporary ex- 
acerbation of parkinsonism is the result of unopposed 
dopamine blocking effects of the more slowly excreted 
phenothiazines in the absence of protection by the 
more rapidly excreted antiparkinsonian drug. 


Withdrawal Dyskinesia 


A syndrome resembling tardive dyskinesia may ap- 
pear for the first time following antipsychotic drug dis- 
continuation but, in contrast to tardive dyskinesia and 
like other withdrawal symptoms, is self-limited. Case 
reports have described dyskinesias occurring after 
withdrawal of chlorpromazine and fluphenazine (26), 
mesoridazine (27), and haloperidol (28, 29). In the 
above cases, dyskinetic symptoms uniformly appeared 
within a few days after drug withdrawal and lasted for 
1-22 weeks. Degkwitz and associates (11) observed 9 
cases of withdrawal dyskinesia among 53 patients 
withdrawn from antipsychotics. In the 6 male patients 


dyskinesia disappeared in 4-7 weeks; in the 3 female 


patients dyskinesia occurred later and lasted some- 
what longer (8-13 weeks). 

WithdraWal-emergent dyskinesia has also been re- 
ported in children (30). Fourteen of 34 schizophrenic 
children aged 6-12 developed choreiform dyskinesia 
and ataxia, primarily affecting the extremities, trunk, 
and head, when withdrawn from antipsychotics. In 
half of the children the dyskinesias disappeared spon- 
taneously within 5 weeks; in the other half the dyski- 
nesias were suppressed by the reintroduction of anti- 
psychotic drugs. 

Similar to prevailing concepts of the patho- 
physiology of tardive dyskinesia, withdrawal dyski- 
nesia is thought to be due to a temporary hyper- 
dopaminergic ‘state in the basal ganglia following the 
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discontinuation of dopamine-blocking antipsychotic 
drugs. Experimentally induced supersensitivity to 
dopamine in rats dissipates within a few weeks (31) 
and, therefore, may be regarded as a useful animal 
model for withdrawal dyskinesia. 


Covert Dyskinesia 


According to a review by Crane (1), 5% to 40% of 
neurologically asymptomatic patients develop dyski- 
nesia upon discontinuation of antipsychotic drugs. Be- 
cause of the relatively short period of observation of 
these patients, it is unclear whether such dyskinesias 
are more commonly transient or persistent. The term 
‘‘covert dyskinesia’ refers to a dyskinesia that is not 
detectable during drug administration but develops in 
response to dose reduction or drug discontinuation, 
does not disappear spontaneously, and may in fact be- 
come permanent. 

Degkwitz and associates (11) found that 6 of 53 pa- 
tients withdrawn from antipsychotics developed dys- 
kinesia that persisted over the 14-week study period. 
In another study by the same group (12), 30 of 130 pa- 
tients developed dyskinesia after drug withdrawal al- 
though, since the length of postwithdrawal observa- 
tion was not specified, some of these patients may 
have manifested transient withdrawal dyskinesias. 
One continuing study has found that 20% (9 of 43) ofa 
group of young patients (mean age=25 years) devel- 
oped distinct orofacial and other types of dyskinesias 
on antipsychotic drug withdrawal.' Extremity move- 
ments tended to dominate the clinical picture, as they 
do the withdrawal-emergent dyskinesia of children. 

Hoff and Hoffman (32) found a 10% incidence of 
withdrawal dyskinesia in 190 patients withdrawn from 
antipsychotics. In the studies by Small and Hoff and 
Hoffman, patients were returned to drugs because of 
increased symptoms; thus it was not possible to dif- 
ferentiate withdrawal from covert dyskinesias. Her- 
shon and associates (24) withdrew trifluoperazine in 23 
patients. Five new cases of dyskinesia, characterized 
most frequently by motor restlessness of the trunk and 
extremities, emerged and persisted for 16 weeks. 
Crane (33) also described a case in which massive dys- 
kinesia with diffuse restlessness dominated the picture 
3 weeks after antipsychotic drug withdrawal. Other re- 
ports (29, 34) provide additional documentation of cas- 
es of covert dyskinesia in which dyskinesia appearing 
after drug withdrawal tended to persist for many 
months. 


RELAPSE INTO PSYCHOSIS 


Withdrawal of antipsychotic medication is frequent- 
ly followed by the reappearance of schizophrenic 
symptoms. The time at which relapse occurs is highly 
variable (2). Donlon and Blacker (35) described four 
distinct stages during decompensation: denial and anx- 
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TABLE 1 
Effects of Antipsychotic Drug Withdrawal 


Type of Syndrome 


“Medical ` with- 
drawal symp- 


toms 


Extrapyramidal 


symptoms 


Parkinsonism 


Withdrawal 


dyskinesia 


Covert dyski- 


nesia 


Psychotic de- 
compensation 


iety, depression and intensification of defense mecha- 
nisms, internal chaos, and subjective relief. Some of 
the early symptoms of relapse such as anxiety, ten- 
sion, and insomnia overlap withdrawal symptoms, and 
in some patients differentiating these two syndromes 
may not be easy. The withdrawal syndromes de- 


Onset 


Within 2 weeks, 
usually during first 
week. 


Within 2 weeks. 


Within 6 weeks. 
Often during first 
week. 


Within 6 weeks. 


Usually within 12 
months. 


Symptoms 
Nausea, vomiting, 
insomnia, restless- 
ness, sweating, diar- 
rhea. 


Rigidity, tremor, 
akinesia. 


Motor restlessness 
(akathisia), cho- 
reoathetoid move- 
ments of face, 
mouth, trunk, and 
extremities. 

Those of tardive 
dyskinesia (cho- 
reoathetosis, tics, 
grimaces). 


Increase in schizo- 
phrenic symptoms. 


scribed above are summarized in table 1. 


TARDIVE. WITHDRAWAL, 
DYSKINESIA 


It may be argued that no convincing evidence in- 
dicates that covert dyskinesia is distinct from tardive 
dyskinesia. The introduction of ‘‘covert dyskinesia” 
as a diagnostic entity might, therefore, confuse rather 
than clarify clinical thinking. There are other problems 
with the concept of "covert dyskinesia.” By defini- 
tion, the diagnosis can only be made after lengthy drug 
withdrawal during which withdrawal-emergent dyski- 
nesia fails to disappear. Obviously a lengthy period of 
drug withdrawal is an impractical diagnostic procedure 
because of the risk of psychotic relapse (36). A further 
objection is that many patients with ‘‘covert dyski- 
nesia” might in fact show subtle early signs of dyski- 
nesia if they were thoroughly examined while still on 
drugs, and therefore should be considered as examples 


AND COVERT 


of undiagnosed tardive dyskinesia. 


Our view regarding the interrelationships of the 
three clinical types of dyskinesia may explain the em- 
phasis accorded to covert dyskinesia. We suggest that 
late appearing antipsychotic drug-induced dyskinesias 
form a continuum from mild, completely reversible 


Contributing I Factors 


Higher incidence with anti- 
cholinergic phenothiazines 
(chlorpromazine, thiorida- 
zine). 





Only occurs when anti- 
parkinsonian drugs are also 
withdrawn. 


May develop later and last 
longer in females. 


Those of tardive dyskinesia 
(antipsychotic drug treat- 
ment, age, etc.). 


Sudden withdrawal, high 
dosage. 
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Course 


Symptoms 
disappear 
in 1-3 
weeks. 


Usually 
disappears 
within 
weeks. 
Self-limit- 
ed. Com- 


plete remis- 


sion is the 
rule. 


Most cases 
show grad- 
ual im- 


provement. 


Tends to 
persist and 
intensify. 


Tress 


r” 


Sedative~ v 


cholinerg'. 


ally require ! 


Retreetmec: 


parkinson. ` 


No treat 1¢ 


Severe Cas - 


quire seci’ 
® 
weeks. 


No treatrs 
cases. Ch.: 
drugs ane . 
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Retreutme ! 
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therapies 


cases (‘withdrawal dyskinesias’’) to ots 
sistent, and sometimes irreversible iar: 
nesias. We also assume that with advance: | 
continued drug treatment patients may pre.. 
this continuum, although specific examples < 
this assumption have not yet been reporte.: 


ous that some patients may fall between t 
tremes. Whether such patients are giver . 
‘atypical dyskinesia” (37), withdrawal di: - 
covert dyskinesia may be academic. 
Recognition of covert dyskinesia is difil: 
it must be distinguished from withdrawa! 


cases dyskinesia may become quite ev de > 


age is reduced or the drug is discontinue” 

Clinical awareness of covert dyskinesia « 
able in several ways. First, and foremo.: . 
may become increasingly concerned abc: - 
bility that patients maintained on modci 
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doses of antipsychotics may be developing the neuro- 
pathological substrate for tardive dyskinesia, although 
overt movements are suppressed by the drug. We 
hope that such concern will lead to attempts to reduce 
dosage wheneverfeasible (2). The awareness of covert 
dyskinesia may also induce clinicians to be vigilant for 
very early signs of overt dyskinesia. Acceptance of the 
notion that a proportion of drug-treated patients har- 
bors an early hidden form of tardive dyskinesia may 
stimulate efforts to develop diagnostic tests to uncover 
such patients. One promising approach is the explora- 
tion of administration of challenge doses of central 
anticholinergic and dopaminergic substances to pa- 
tients receiving maintenance antipsychotics. L-Dopa 
(38) and beriztropine (39) given intravenously have 
been tried for this purpose. The assumption is that 
those patients in whom dyskinesia is unmasked by ex- 
posure to dopaminergic or anticholinergic drugs might 
be suspected to harbor covert dyskinesia. 
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Tricyclic Antidepressants: Plasma Levels and Clinical Findiz: - 


Overdose 


BY DAVID N. BAILEY, M.D., CRAIG VAN DYKE, M.D., RENE A. LANGOU, M.D., 


AND PETER I. JATLOW, M.D. 


Following amitriptyline or imipramine overdose by 
30 patients, total plasma concentrations ranged from 
29 to 1732 ng/ml but did not correlate well with 
physical findings or most electrocardiographic 
changes. Only those patients with a ORS interval 
greater than 0.1 second had significantly elevated 
plasma levels. However, a plasma level ratio of the 
parent drug (amitriptyline, imipramine) to its 
respective N-desmethyl metabolite (nortriptyline, 
desmethylimipramine) greater than or equal to 2.0 was 
associated with an acute overdose. This ratio was 
more useful than total plasma levels in differentiating 
an overdose from a therapeutic dose with associated 
toxicity and an elevated steady-state plasma level. 


ONE OF THE major risks in treating depressed patients 
with tricyclic antidepressants is that of administering a 
class of cardiotoxic and neurotoxic compounds to 
those patients who are most likely to attempt suicide. 
Electrocardiographic abnormalities, coma, convul- 
sions, and death have all been reported following tri- 
cyclic overdose (1-7). Despite the seriousness and fre- 
quency of tricyclic overdose, little information is avail- 
able to the clinician for making critical decisions con- 
cerning the patient's care. How serious is the overdose 
(or is it an overdose)? Does the overdose warrant hos- 
pitalization on a medical ward, and if it does, how long 
should the cardiac rhythm be monitored, and when 
can discharge safely occur? Byck (8) has suggested 
that all patients who have ingested an overdose of tri- 
cyclics have their cardiac rhythm monitored for 72 
hours. However, a few deaths from sudden arrhyth- 


At the time this work was done, Dr. Bailey was Instructor in Labo- 
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Van Dyke is Assistant Professor of Psychiatry, Dr. Langou is Asso- 
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tory Medicine. Dr. Bailey is now Assistant Professor, Division of 
Clinical Pathology, University of California Medical Center, 225 
West Dickinson St., San Diego, Calif. 92103. 
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mias have been reported as long as 5 1:1 
ingestion (1, 2, 9). = * 

Since there are few firm guidelines to ^% ` 
swers to the clinical questions usually =: . 
teraction between the internist and ihe 
and their perspectives often differ. The °: 
not want to hospitalize the patient on a m:.. 
if the patient must be admitted because c ` 
diac arrhythmias, the internist Is eager tc 
to a psychiatric ward. The psychiatrist, > 
hand, prefers to admit the patient to a mec i 
til it is clear that there will be no sudden r - 
plications from the overdose. 

The development of sensitive and spec : « 
the accurate measurement of tricyclics 11° 
13) may provide an additional parameie ` í ` 
this problem. In two different publicatio `s 
associates (6, 14) presented data on tric. : 
trations following self-poisonings. Hov. c 
and economical reasons have general. 
analysis of plasma tricyclic levels to a f.” 
laboratories. With the recent applicaticr 
sensitive detectors, which permit the acc. ` 
atively Inexpensive measurement of plcs ` 
levels, such analyses may become morc 5 
able to clinicians. 

We present the results of a retrospective 
cases of overdose with amitriptyline (15 
imipramine (1] cases), the most widely ~. 


cyclics. Plasma concentrations of the r> i 


(amitriptyline, imipramine) and their res” 
macologically active N-desmethyl meti.: 
triptyline, desmethylimipramine) were 7. 
gas-liquid chromatography using a nitrS<e 
detector (11, 12). Plasma levels were cri’ 
the physical findings in each case and wii) 
sion ECGs in 21 cases. 


METHOD 


The clinical history for all 30 cases was «. 
rospectively by review of the medical ar< 
records. Patients who had ingested sigue : 
of drugs other than tricyclics were excluc: 
study. Initial plasma samples were obta‘r« 


0002-953 X/78/001 1-1325$0.45 © 1978 American Psychiatric Association 


hi 


~ i 
“ 


\ 


Ly 


+ 


ia 


2 
* 


K 


ct 


a 
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puncture within 2-4 hours following the patient's ad- 
mission to the medical ward, and later samples were 
sometimes available for analysis.' Twenty-one pa- 
tients had ECGs performed within 4-6 hours of admis- 
sion, and [4 of these also had at least one subsequent 
ECG. The ECGs were reviewed by a cardiologist 
(R.A.L.) without knowledge of either the clinical his- 
tory or the tricyclic plasma levels. The electrocardio- 
graphic criteria of the Minnesota Code (15) were used 
in the evaluation of the ECGs: class IV, for the ST seg- 
ment; class V, for T waves; class VI, for A-V conduc- 
tion; class VII, for ventricular conduction; and class 
VIII, for arrhythmias. We considered the QRS duration 
to be prolonged if it exceeded 0.1 second and the QT in- 
terval to be prolonged if it exceeded that predicted for 
the particular he&rt rate and sex of the patient by the 
Ashman, Hull, and Lepeschkin formula (16). Plasma 
levels of tricyclics were compared with both the phys- 
ical findings and the ECG data. Levels of significance 
were determined using Student’s t test and the Pearson 
product-moment correlation method. We considered 
p<.05 as significant. 


RESULTS 


Nineteen of the 30 cases involved amitriptyline, and 
11 involved imipramine. The ingestions frequently in- 
cluded other drugs as well; only 7 patients had taken 
amitriptyline alone and 6 imipramine alone. However, 
there was not a significant difference between the 
mean plasma level of patients taking a pure overdose 
and those taking a mixed overdose. All but 7 patients 
had psychiatric histories, and 18 had been receiving 
tricyclics on a long-term basis. The patients ranged 
from 13 to 73 years of age; 6 were teenagers, and 24 
were women. Although total plasma tricyclic levels 
did not correlate with age or differ with sex, the levels 
did correlate weakly with the estimated dose (r=.40, 
p<.05). 

On admission, the patients’ plasma levels of amitrip- 
tyline ranged from 29 to 1080 ng/ml, nortriptyline from 
0 to 337 ng/ml, and the total level (the sum of the par- 
ent drug and the active metabolite) from 29 to 1260 ng/ 
ml. Similarly, plasma imipramine concentrations 
ranged from 92 to 1515 ng/ml, desmethylimipramine 
from 31 to 350 ng/ml, and the total level from 123 to 
1732 ng/ml. The ratio of the concentration of parent 
drug to that of the active N-desmethyl metabolite 
(P/M) ranged up to 14.4 (mean+SE=5.4+ 1.0) for ami- 
triptyline and to 12.9 (3.4+].1) for imipramine. For the 
entire series, 19 patients had P/M ratios greater than or 
equal to 2.0, and an additional 2 patients had no detect- 


‘All samples had already been submitted to our own clinical labora- 
tory for routine clinical chemical and/or toxicological analyses re- 
quired for patient care, and no samples were drawn solely for anal- 
ysis of plasma tricyclics. The plasma remaining after such routine 
analyses was frozen (~— 15°C) until the time of analysis for tricyclics. 
This protocol was approved by the Yale Human Investigations 
Committee and the National Institute on Drug Abuse. 
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able metabolite at the time of drug analysis. Nine of 
the patients with a P/M ratio greater than or equal to 
2.0 had plasma concentrations approaching those re- 
ported after therapeutic doses. In 8 patients with more 
than one determination, the P/M ratio decreased with 
time.” 

The most common physical findings were tach- 
ycardia (pulse rate >110/minute), 70%; coma (grade 2 
or 3°), 53%; and pupillary dilatation (estimated sub- 
jectively on admission but not quantified), 40%. Hy- 
perreflexia and hypotension, although noted in some 
patients, were less frequent. Pupillary dilatation oc- 
curred more often with amitriptyline overdose (53%) 
than with imipramine (18%). Hypotension was more 
frequent with imipramine overdose (63%) than with 
amitriptyline (16%). We compared the mean total tri- 
cyclic levels for all patients with a given physical find- 
ing with the mean levels of those patients without the 
finding. The differences in means for all findings were 
not significant. 

All patients had depressed levels of consciousness 
when first seen; 14 were grade 1, and 16 were grade 2 
or 3. To exclude the possible effects of other drugs, we 
looked at the 13 cases of pure tricyclic overdose sepa- 
rately. The 6 lethargic patients (grade 1) had a mean 
total level of 364 ng/ml (range= 187-555 ng/ml), and the 
remaining 7 (grade 2 or 3) had a mean total level of 809 
ng/ml (range = 189-1732 ng/ml). Because of the overlap 
in plasma concentrations, patients in coma (grade 2 or 
3) showed only a trend toward having higher plasma 
concentrations than those patients not in coma 
(t=1.96, p<.10). However, 5 of the 6 cases in the 
study with plasma levels greater than 900 ng/ml] were 
in grade 2 coma or worse regardless of whether the 
ingestions were pure or mixed. 

Of the 21 patients who had ECGs on admission, 19 
demonstrated prolonged QT interval, 7 had a widened 
QRS complex, and 7 manifested abnormal ST seg- 
ments and flat T waves. Of these patients, 14 had at 
least one subsequent ECG. For 6 patients (including 5 
with QRS widening) the ECGs reverted to normal, and 
the remaining 8 patients still demonstrated a prolonged 
QT interval at the time of their last ECG (.e., 24-48 
hours after admission). Prolonged PR intervals and 
right bundle-branch block were each seen in only 4 pa- 
tients. Arrhythmias were not observed; however, our 
patients did not always have continuous monitoring of 
their ECG. 

When the mean total tricyclic level for patients with 
a widened QRS complex (821+180 ng/ml) was com- 
pared with that for patients without a widened QRS 
complex (396+67 ng/ml), the difference was significant 
(t=2.71, p<.02). The same statistical comparison per- 
formed for the other ECG parameters showed the dif- 
ference in means not to be significant. Furthermore, 


2A table of data is available from Dr. Bailey on request. 


"Grade 1=lethargic but arousable with nonpainful stimulation; grade 
2=responsive to painful stimulation only; grade 3=nonresponsive 
to painful stimulation. 
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when the total tricyclic levels were compared with the 
magnitude of each ECG parameter using the Pearson 
product-moment correlation method, no significant 
correlation was noted. 

All patients in this series recovered completely, in- 
cluding 3 who suffered cardiac arrests. Treatment con- 
sisted of supportive care alone. One patient also re- 
celved parenteral physostigmine. 


COMMENT 


Previous studies of tricyclic overdose have pre- 
dominantly been single-case reports. Recently, Spiker 
and associates (6, 14) reported two series of tricyclic 
overdose in which plasma levels were compared with 
physical findings and ECG changes. In the first series 
only the duration of the QRS complex was strongly 
correlated with total tricyclic levels; more specifically, 
levels greater than or equal to 1000 ng/ml were associ- 
ated with a QRS interval greater than or equal to 0.1 
second. Plasma levels correlated weakly with maxi- 
mum pupil size but did not correlate with maximum 
heart rate, lowest blood pressure, degree of uncon- 
sciousness, or changes in the PR interval or ST-T 
wave of the ECG. In the second series, Spiker and as- 
sociates noted that mean tricyclic plasma levels were 
significantly higher in patients who died, had a cardiac 
arrest, required respiratory support, were uncon- 
scious, had a grand mal seizure, had a ventricular rate 
greater than or equal to 120/minute, had cardiac ar- 
rhythmias, had a QRS interval greater than or equal to 
0.1 second, or had bundle-branch block. 

Our study ts subject to several limitations. The pa- 
tient population consisted only of those who were con- 
sidered to have taken an overdose serious enough to 
warrant hospitalization on a medical ward. We do not 
have information on the less seriously ill patients who 
were not hospitalized, nor do we have preoverdose 
baseline data (e.g., ECG pattern) to compare with the 
data following overdose. It is possible that tricyclic 
plasma levels correlate best with the difference be- 
tween baseline parameters and those monitored after 
overdose. For instance, after therapeutic doses of nor- 
triptyline, Ziegler and associates (17) demonstrated a 
significant relationship between plasma levels and the 
increase in heart rate above predrug baseline values. 
Our patients also varied in the elapsed time between 
ingestion of the overdose and arrival at the hospital 
where plasma samples were obtained, and some had 
taken small amounts of other drugs as well. Never- 
theless, these are exactly the conditions that the clini- 
cian faces when having to make judgments about the 
care of such patients in the emergency room. Patients 
arrive in the emergency room at varying times after the 
overdose. The history is often vague as to the precise 
amount of tricyclic ingested or the types and amounts 
of other drugs taken, and rarely are there baseline data 
to compare with the patient’s ECG and physical find- 
ings after the overdose. 
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TRICYCLIC ANTIDEPRESSANT OVERDOSE 


The limited relationship between total plasma levels 
and either physical findings or most ECG changes was 
disappointing. This was consistent with the earlier re- 
port by Spiker and associates (6) but in contrast to 
their later report,(14). When we analyzed the 13 cases 
of pure overdose, the patients in coma did not have a 
significantly higher plasma level. Nevertheless, 5 of 6 
patients with plasma levels greater than 900 ng/ml 
were in coma. One possible explanation for this limit- 
ed relationship is that an acute overdose of drug does 
not represent a steady-state condition. Tissue tricyclic 
levels may be transiently higher than plasma levels 
(22). 

The single most common finding in our series was a 
prolonged QT igterval; however, it did not correlate 
with plasma concentrations of tricyclic, nor did it al- 
ways return to normal within 24 to 48 hours following 
admission. Widening of the QRS complex occurred in 
7 patients and was associated with significantly ele- 
vated total plasma concentrations. This is consistent 
with the observations of Spiker and associates (6) but, 
unlike these authors, we found that 6 of our 7 patients 
with QRS widening had levels less than 1000 ng/ml. Of 
clinical importance, thé QRS interval had returned to 
normal within 24 to 48 hours in all 5 patients for whom 
we had follow-up ECGs. Bigger and associates (23) 
have proposed tricyclics as possible antiarrhythmic 
agents because of their “‘quinidine-like effect” in wid- 
ening the QT interval and thereby increasing the re- 
fractory period of the ventricle. In therapeutic doses 
quinidine prolongs the QT interval; in toxic doses it 
increases the duration of the QRS complex (24). We 
feel that, following a tricyclic overdose, widening of 
the QRS complex (i.e., QRS greater than 0.1 second) 
may be viewed as an index of serious cardiotoxicity 
that resolves with falling plasma levels, whereas a pro- 
longed QT interval represents a more sensitive in- 
dicator of tricyclic effect that takes longer to return to 
normal limits. 

Unlike many other drug poisonings (e.g., barbitu- 
rate, ethanol, and salicylate), where drug levels repre- 
sent a cornerstone of clinical management, tricyclic 
overdoses cannot be judged as to their seriousness 
simply by evaluating the plasma levels. We found that 
a parent drug-to-metabolite ratio greater than or equal 
to 2.0 is associated with an acute overdose and may be 
useful in differentiating an overdose from a therapeutic 
dose with ‘toxicity and a high steady-state plasma lev- 
el. Monitoring the ECG appears to be a more cost-ef- 
-fective method and possibly more relevant parameter 
for gauging the seriousness of the overdose. Prolonged 
QRS complex, in addition to arrhythmias, is associat- 
ed with significantly increased tricyclic plasma levels 
and represents serious cardiotoxicity. 
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Paradoxical Reaction to L-Dopa in Schizophrenic Patients 


BY MURRAY ALPERT, PH.D., ARNOLD J. FRIEDHOFF, M.D., LUIS R. MARCOS, M.D., 


AND FLORENCE DIAMOND 





The authors administered 6 g of L-dopa to 8 
schizophrenic patients and 750 mg of chlorpromazine 
to 7 schizophrenic patients. Chlorpromazine showed 
only a modest advantage over -dopa and only on 
some Brief Psychiatric Rating Scale factor scores, and 
at maximum dosage the thought disturbance factor 
score in the 1-dopa-treated group was not worse than 
at baseline. The results suggest that -dopa is 
associated more with toxic than with schizophreniform 
symptoms and that there is adaptation to its effects. 
The authors discuss implications of these findings for 
the dopamine hypothesis of schizophrenia. 


AL THOUGH DIRECT SUPPORT for the dopamine hypoth- 
esis of schizophrenia has remained elusive (1, 2), there 
is a substantial body of evidence consistent with the 
major indirect prediction of the hypothesis: Agents 
that reduce central dopamine action tend to be thera- 
peutic. 

The converse prediction, the expectation that schiz- 
ophrenics will be differentially sensitive to agents that 
increase central dopamine, also has considerable sup- 
port. However, there have been a number of studies in 
which 1.-dopa has been administered to schizophrenic 
patients with results that have not been entirely con- 
sistent with the dopamine hypothesis. Unfortunately, 
these reports are difficult to interpret because of meth- 
odological differences among the studies. 


LITERATURE REVIEW 

For example, in an early study, Yaryura-Tobias and 
associates (3) reported on 4 schizophrenic patients 
who showed extrapyramidal side effects while on 
neuroleptic medication despite the use of anti- 
cholinergics. Their interest was in evaluating the effi- 
cacy of L-dopa on the extrapyramidal side effects, 
and, continuing the neuroleptic treatment, they dis- 
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is Associate Professor, Department of Psychiatry, New York Uni- 
versity School of Medicine, 550 First Ave., New York, N.Y. 10016, 
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to Dr. Alpert. 
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PARADOXICAL REACTION TO L-DOPA 


up to 5 g/day (7) and in study periods as brief as 2 
weeks (9) or as long as 18 months (11)—-may actually 
be therapeutic, at least in relation to deficit schizo- 
phrenic symptoms. There is also a report (14) suggest- 
ing that schizophrenic children with autistic features 
may be helped by L-dopa. 

Angrist and associates (15) studied the behavioral 
effects of L-dopa on 10 relatively acute schizophrenic 
volunteers with mixed diagnoses who were taking only 
chloral hydrate or sodium amytal. They interpreted 
their results as being consistent with the prediction, 
based on the hyperdopamine hypothesis of schizo- 
phrenia, that L-dopa should cause behavioral worsen- 
ing. However, despite their use of higher doses (up to 
6 g/day), they, felt the intensity of the effects noted was 
somewhat less than that reported by Yaryura-Tobias 
and associates (3), who used doses of up to 2.6 g/day. 
Their report contained a brief description of the course 
of the response to L-dopa for each of the subjects, and 
it is interesting to note that worsening of symptoms 
was not always monotonic. For patient 3, depression 
and suicidal ideation cleared at 1,500 mg/day, whereas 
patient 4 showed disappearance of auditory hallucina- 
tions at 5000 mg/day. » 

Our interest in the action of L-dopa in schizophrenia 
grew out of our exploration of a novel treatment ap- 
proach in tardive dyskinesia (16-18), a condition 
thought to result from supersensitivity of dopamine re- 
ceptors consequent to prolonged neuroleptic block- 
ade. Assuming that supersensitivity is a biphasic proc- 
ess, we attempted to reduce the sensitivity of dopa- 
mine receptors by increasing the amount of available 
transmitter. To achieve this, we treated our volunteers 
with L-dopa. Early in the treatment we noted some 
worsening of both mental condition and dyskinetic 
symptoms, which had been expected. After some 
weeks, in a number of cases maintained on a fixed 
dose of L-dopa we observed a salutary habituation and 
reduction in dyskinetic symptoms, with the maximum 
response occurring after the L-dopa was discontinued. 
In several patients the chronic schizophrenic process 
appeared to follow the same course as the dyskinesia. 

Prior reports on the use of L-dopa have not been de- 
signed to reveal whether adaptation to the behavioral 
effects occurred as the L-dopa was continued over a 
period of time, nor have comparison groups been 
treated with neuroleptics in parallel and evaluated off 
drug at termination. Finally, when behavioral worsen- 
ing with L-dopa has been reported, it has been difficult 
to determine whether the schizophrenic process has 
become more florid or whether a toxic process has 
been superimposed. To further evaluate these ques- 
tions, we initiated the following pilot study. 


METHOD 
Subjects 


Newly admitted schizophrenic volunteers below the 
age of 55 were drawn from the adult inpatient services 
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of Bellevue Psychiatric Hospital. Diagnoses were 
made independently by ward clinicians and by a clini- 
cian with the research group and were based on DSM- 
II definitions (19). All of the patients had at least one 
prior admission for the same condition. Patients with 
complicating medical or drug- or alcohol-abuse his- 
tories were excluded. All patients signed consent 
forms after being informed of the study’s research na- 
ture and treatment risks. 

Eighteen patients were randomly assigned to either 
the chlorpromazine or L-dopa group. One patient in 
the L-dopa group was lost from study because of per- 
sisting nausea, and 2 patients were lost from the chlor- 
promazine group, one because an acute exacerbation 
of psychotic symptoms in the first week of study made 
it necessary to depart from the medication protocol 
and the second for administrative reasons unrelated to 
the study. 

The average age of the chlorpromazine group was 
34.0 years, with a range of 21-48 years. It included 4 
men and 3 women. Five of the schizophrenic patients 
were diagnosed as chronic undifferentiated type, one 
as paranoid schizophrenic, and one as having an acute 
schizophrenic reaction. The average age of the L-dopa 
group was 33.9 years, with a range of 26-50 years. It 
included 4 men and 4 women. Five patients were diag- 
nosed as chronic undifferentiated type and three as 
paranoid schizophrenics. 

Additional information about the subjects is con- 
tained in figure 1, which shows that at baseline both 
groups obtained their highest Brief Psychiatric Rating 
Scale (BPRS) (20) factor scores in the area of ‘‘thought 
disturbance.’’ However, as is typical with our recently 
re-exacerbated patients, a broad range of pathology is 
represented, and all the factors are elevated. 


Dose Schedule 


Medication was managed by a nonblind psychiatrist 
and administered in divided doses three times a day. 
The initial L-dopa dosage was 0.5 g and was increased 
0.5 g every other day until day 11 (3 g); at this point it 
was increased 0.5 g each day until day 17 (6 g). This 
dose was maintained through day 24, when it was dis- 
continued. Chlorpromazine was started at 300 mg, in- 
creased to 450 mg at day 4, to 600 mg at day 6, and to 
750 mg at day 8. At day 11 the dose was adjusted at 
‘‘doctor’s choice.’ Chloral hydrate was permitted 
throughout. No other medication was permitted for 
the 5 days before baseline or for the 4 days after the 
last day of medication. 

The Brief Psychiatric Rating Scale was completed 
by two independent raters at baseline, on the last day 
of medication (day 24), and after 4 days without study 
medication (day 28). 


RESULTS 


Figure | presents the average BPRS factor scores 
for each measurement period and the standard devia- 
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FIGURE 1 
Brief Psychiatric Rating Scale Factor Scores of Schizophrenic Patients 
Treated with Chlorpromazine and L-Dopa 
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tions. Two-way analyses of variance were done for 
each factor; the differences for factor 1 (anxiety-de- 
pression) were not reliable for either drug group or 
treatment period. 

For factor 2 (anergia), the main effects were not re- 
liable, but the interaction was (F (2, 26)=3.58, p<.05). 
This interaction may be due in part to the chlorproma- 
zine group's score being somewhat higher initially, but 
it also was influenced by the tendency of this group to 
continue to improve after medication was cut. 

For factor 3 (thought disturbance), there was a re- 
liable group effect (F (1, 13)=4.24, p<.05) and period 
effect (F(2,26)=3.59, p<.05). The chlorpromazine 
group appeared to progress more quickly, but the L- 
dopa group also showed monotonic improvement. 

None of the differences observed on factor 4 (activa- 
tion) achieved statistical reliability, perhaps because 
of some tendency toward increased variance on these 
scales. 

For factor 5 (hostile-suspicious), the main effects 
were not reliable, but the interaction was (F (2, 
26)=3.48, p<.05). This finding was consistent with the 
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clinical observation of increased anger i^ | 
L-dopa. However, our measurement not 

been past the peak of this effect, which ;: `: 
the failure to find a main effect for this g~.: 


DISCUSSION 


The Brief Psychiatric Rating Scale scs 
dopa-treated patients were only mode ..- 
worse than those of a comparison grou : 
treated with effective doses of chlorpre 
there is little in the results to suggest thi. 
treated group fared less well than a nl: 
group would have. On the other hand, sc, 
infrequency of statistically reliable group 
it should be recalled that the groups we : 
that a lack of difference cannot be consic: : 


similarity. (Because the use of L-dopa for». « 


ic patients is controversial we felt thei: 
with a small number of patients was neces. ı 
currently conducting a larger study.) 

Another possible contributor to the pe.. 
ferences between the groupe on the 
scores may relate to the point at which To. - 
taken. Earlier in the course of treatment i < ` 
ier to identify the activated, labile, soci. 
patient as being on L-dopa. However, . : 
nation of medication and 4 days afterwi. . 
ferences were not discriminable and may 
adaptation to the treatment. 

It would appear that L-dopa does 2’ 
acerbate schizophrenic symptoms, since 
schizophrenic BPRS factor, which incl. : 
disorder and hallucinations, actually s «s 
lowering in the scores of the patients who 
6 g of L-dopa from their baseline rat nts 
schizophrenics may be vulnerable to tze <` 
dopa, these effects appear to manifest ine `> 
more diffuse toxic psychosis that 1s supe 
the schizophrenic illness. We plan additie . 
study this issue. 

It is not simple to place these findings tr 
of the dopamine hypothesis. Following 
sults in a number of attempts to demonst.:: 
turnover of central dopamine in schizonh u: 
attention has shifted from presynaptic ve. > 
synaptic mechanisms, possibly includiay! .* 
in receptor sensitivity (21). An exacerbat o- 
toms with L-dopa, followed by adaptatic ` 


observed, is not inconsistent with such i: i > 


are planning a study that will include a 
ment period and a data-analytic design, wri’ 
mit within-patient comparisons of the ciir .. 
with tremographic measures. 

The worsening in the clinical concilio: 
schizophrenic patients after several wee 
doses of L-dopa was less than might be preci 
the dopamine hypothesis. In addition, tr. 
areas in which worsening occurred are diii ~ 
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PARADOXICAL REACTION TO L-DOPA 


clearly confined to schizophrenic symptoms. Also, we 
noted some indications of adaptation to the effects of 
L-dopa; adaptation is not thought to be characteristic 
of the pathogenic process underlying schizophrenia. In 
fact, adaptation to L-dopa might have treatment poten- 
tial considering the positive reports from a number of 
studies (7-14) in which L-dopa was given in con- 
junction with neuroleptics. Further study is indicated. 
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The Social Context of Schizophrenia 


BY J.K. WING, M.D., PH.D. 


During the past 25 years psychiatry has increased its 
understanding of the social context of schizophrenia in 
four major areas. Reasonable reliability can now be 
achieved in describing and recognizing many of the 
acute and chronic syndromes, so that comparability 
can be achieved between different research teams. 
Much is now known about the proximate social causes 
of symptoms and disabilities. The relationship 
between social and pharmacological treatments is 
now better understood. A more rational approach to 
the planning and prescription of services and to the 
counseling of patients and relatives can be made. 
Each of these lines of advance promises to lead to 
further progress in the future. 


THE PUBLICATION, 25 years ago, of the discovery of a 
really effective pharmacological method of suppres- 
sing the major symptoms of schizophrenia must rank 
among the great medical advances of this century. Not 
only did it prove of immense value in reducing the dis- 
tress and disability suffered by patients but it led to 
biochemical studies that have already proved fruitful 
and promise, eventually, to deepen and broaden our 
understanding of the nature of the condition. No dis- 
cussion of recent advances in our knowledge of the 
social causes of schizophrenia or of the social aspects 
of treatment is complete unless it gives due acknowl- 
edgment to the fact that the course and outcome of 
the disease are markedly altered by drug treatment. 
Of course, it should be recalled that the prognosis 
for schizophrenia was not totally bleak in earlier times. 
Mayer-Gross (1) described a 16-year follow-up study 
of patients with schizophrenia admitted to the Heidel- 
berg Clinic in 1912 and 1913. Just over one-third of 
these patients had made what Mayer-Gross called so- 
cial recoveries. For 5 years Harris and his colleagues 
(2) followed patients admitted to the Maudsley Hospi- 
tal in London for insulin coma treatment between 1945 
and 1948, They found that 45% of these patients were 
socially independent and had few or no symptoms of 
schizophrenia at 5-year follow-up. In 1961 Brown and 
his colleagues (3) examined a group of patients first 
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hallucinations (rather rare in the acute form nowadays) 
may be due to encephalitis or other brain disease as 
well as to schizophrenia. Accurate description of the 
acute symptoms and signs is still extremely important 
and will pay dividends for the future. 

Progress has also been made in defining and reliably 
measuring some of the more chronic symptoms that 
occur in schizophrenia. One set of such symptoms— 
the ‘‘chronic poverty syndrome’’—comprises flatness 
of affect, poverty of speech, slowness, underactivity, 
social withdrawal, lack of motivation, and impaired 
ability to communicate using nonverbal language. 
These symptoms have a great effect on work output at 
simple industrial tasks and on social performance 
more generally ,(8). Another chronic syndrome in- 
cludes incoherence of speech and unpredictability of 
associations; the individual does not seem to be able to 
think to a purpose but goes off on sidetracks, giving 
the impression of confusion and incompetence. 

The relationship between the acute and the chronic 
syndromes has long been a matter of controversy. 
Some theorists have thought that specific kinds of 
delusional experience were primary, but others, like 
Eugen Bleuler, regarded flatness of affect and loosen- 
ing of associations as ‘‘fundamental.’’ A multigene 
theory, together with one taking into account the ac- 
tion of a variety of environmental precipitants (somat- 
ic, psychological, and social) could comprehend both 
points of view and link the dimensional with the cate- 
gorical approach as well. The traits underlying both 
acute and chronic syndromes may be widely distrib- 
uted. The main point about a diagnosis, however, is to 
suggest to the clinician theories that might be helpful 
when applied in practice, i.e., theories that will predict 
a useful form of treatment, prevention, or management 
or, at the very least, suggest a prognosis. None of the 
concepts of schizophrenia in vogue at present is firmly 
grounded in a set of linked and tested theories in the 
same way as diabetes mellitus, for example, although 
there are many analogies between the two concepts 
and we may hope that one day our knowledge of schiz- 
ophrenia will equal our knowledge of diabetes. It is 
therefore necessary to proceed to some extent empiri- 
cally. 

We know that the acute syndromes usually respond 
to phenothiazine treatment, whereas the chronic syn- 
dromes respond less well. We know that the acute syn- 
dromes, pafticularly when precipitated by organic fac- 
tors such as amphetamine or alcohol, are less likely to 
be preceded or followed by the chronic syndromes. 
We know that social withdrawal often accompanies 
chronic depression, mental retardation, chronic phys- 
ical disability, Asperger’s syndrome, and severe social 
deprivation. Moreover, mild degrees of affective 
blunting or of ‘thought disorder” cannot be recog- 
nized reliably. These are good empirical reasons why 
any theory linking acute and chronic schizophrenic 
syndromes should not be applied in practice, except 
with great circumspection. In particular, the supposed 
presence of chronic syndromes should not lead to a 
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regime of treatment suitable only for the acute syn- 
dromes if the latter are absent, and especially if they 
have never been present. Terms such as ‘‘simple,”’ 
‘‘pseudoneurotic,’’ ‘‘pseudopsychopathic,”’ “‘latent,”’ 
or ‘‘sluggish’’ schizophrenia should not be made to 
carry too much therapeutic meaning. Still less should 
the spectrum concept be used clinically. In my view, 
failure to understand this basic distinction has contrib- 
uted to practices that can indeed be criticized (9). 


SOCIAL CAUSES OF SCHIZOPHRENIA 


The second area in which considerable progress has 
been made is that of the social causes of the character- 
istic acute and chronic syndromes. The simplest way 
to study these is to look for immediate effects of vary- 
ing social conditions. It has been well documented, for 
example, that some patients living in a sheltered envi- 
ronment relapse very quickly when they are exposed 
to a program of rehabilitation that asks too much of 
them (10-13). In other words, social pressure, even 
when well intentioned, can be harmful. Brown and 
Birley (14) demonstrated an increase in the frequency 
of certain life events for schizophrenic patients com- 
pared with control groups during the few weeks imme- 
diately before the first onset or an acute relapse. Other 
studies (15, 16) have shown that patients who return 
home after discharge from the hospital to live with a 
relative who is hostile, critical, or emotionally over- 
involved tend to have a very high relapse rate com- 
pared with those whose relatives are more accepting 
and emotionally neutral. 

These three very different types of social precipitant 
have in common the fact that they occur in close con- 
tiguity to the onset or acute relapse of schizophrenia. 
There has long been a theory that the relatives of 
people with schizophrenia are in some way implicated 
in the original causation of the disease (17). Very few 
empirical studies have been carried out to test this hy- 
pothesis, and, in any case, the methodological prob- 
lems are immense. Studies of identical twins brought 
up together or apart provide little convincing evidence 
(18). The best work methodologically is that by Wynne 
and his colleagues (19, 20) suggesting that communica- 
tion deviances are common in the parents of patients 
with schizophrenia, although this has no necessary 
bearing on origins in childhood. However, this clear- 
cut result has not been replicated in a recent very care- 
ful study in England (21), and it may be that the rea- 
son, at least in part, is that the criteria for diagnosis in 
the two series were quite different. As for the really 
passionate advocates of various forms of the early en- 
vironment model of causation, it is difficult to under- 
stand where the strong motivation to believe such the- 
ories springs from in the absence of any substantial 
supporting body of evidence. 

Reverting to the three very different types of factors 
that seem to be clearly and immediately related to re- 
lapse or first onset, what they appear to have in com- 
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mon is a degree of social overstimulation. Other social 
causes of schizophrenic symptoms seem to work ina 
very different way. The clinical poverty syndrome, for 
example, tends to become much more pronounced un- 
der conditions of social understimulation. The classi- 
cal example is the back ward of the old-fashioned men- 
tal hospital, where severely disabled schizophrenic 
patients with little capacity for spontaneous communi- 
cation were left to their own devices and spent a very 
large proportion of their waking day doing absolutely 
nothing. They became very much more withdrawn and 
underactive and apathetic. Within limits, this effect 
can be reversed. An increase in the richness of the so- 
cial environment leads to a decrease in the poverty 
syndrome (8, 13, 22). This result is not true only of the 
situation in the back wards. It has been found that 
schizophrenic patients are vulnerable to such effects 
wherever they are found—in hostels, hotels, group 
homes, day centers, sheltered communities, centers 
for the destitute, in lodgings, or in a patient's own 
home. In one 5-year follow-up study (3) it was found 
that, among patients who were unemployed and living 
at home, the length of time spent doing absolutely 
nothing was of much the same order as among long- 
Stay patients in a hospital with a poor social environ- 
ment. 

If these studies are accepted as providing a basis for 
rational social treatment, there are two major prob- 
lems: 1) the reduction of an excessive level of social 
withdrawal and other associated behaviors by enrich- 
ing the social environment without provoking an acute 
relapse, and 2) the reduction of an excessive level of 
social stimulation without encouraging undue depen- 
dence. 

To summarize the processes involved: many pa- 
tients who experience an attack of acute schizophrenia 
remain vulnerable to social stresses of two rather dif- 
ferent kinds. On the one hand. too much social stimu- 
lation, experienced by the patient as social intru- 
siveness, may lead to an acute relapse. On the other 
hand, too little stimulation will exacerbate any tenden- 
cy already present toward social withdrawal, slow- 
ness, underactivity, and an apparent lack of motiva- 
tion. Thus the patient has to walk a tightrope between 
two different types of danger, and it is easy to become 
decompensated either way. The difficulty in thinking 
and the inability to communicate verbally and non- 
verbally will be most evident in interactions with close 
kin, for example, and will be exacerbated in conditions 
of anxiety and high arousal. 

Families might provide protective or provocative 
settings: there 1s no general rule. The same is true of 
nonfamily environments. However, the first onset usu- 
ally occurs within a family setting, and there is a natu- 
ral tendency on the part of relatives toward normal- 
ization, which can lead to further intrusion, particular- 
ly if the patient withdraws in natural reaction. The 
patient may try to explain the abnormal experiences in 
terms of hypnotism, thought transfer, witchcraft, or 
other subculturally acceptable ideas. The more intru- 
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by skin conductance. If a ‘‘high-emotion’”’ relative en- 
ters the room there is no change in arousal level. If a 
‘‘low-emotion’’ relative enters, the high arousal habit- 
uates toward normal. This work needs to be repeated, 
but, if it holds true, it suggests that some relatives have 
a calming and stipporting effect, similar to the pro- 
tective effect of a good hospital, hostel, or therapist. 
On the whole, the need for medication is minimized 
when the patient is living in optimal social surround- 
ings. The optimal environment is structured, with ex- 
pectations geared precisely to the level of performance 
that the patient actually can achieve, or perhaps a little 
above, but with supervision that is not emotionally in- 
volved. Complex decision making is particularly diffi- 
cult for patients and tends to rouse their anxiety or 
their withdrawal? Control of the level of social stimula- 
tion must be left to some extent in the patient’s hands. 
A relationship of trust and confidence, whether with 
relatives or with professional staff, is most likely to 
develop when these conditions are optimal. 

This kind of explanation may also be applied to ob- 
servations to the effect that schizophrenic patients in 
some developing countries appear to have a better 
prognosis than elsewhere (27, 28). Factors such as the 
degree of social overstimulation (and the amount of 
face-to-face contact between close relatives that fos- 
ters such stimulation) may vary considerably in dif- 
ferent cultural settings, as may the impact of more ac- 
cidental social pressures. If so, it can be hypothesized 
that the lower the sum total of the environmental pres- 
sures, the less will be the need for pharmacological 
forms of treatment. 

A great deal remains to be explained about the acute 
and chronic syndromes. The mechanisms whereby 
first-rank symptoms, such as thought echo or 
“thoughts spoken aloud,” which are direct descrip- 
tions of basic experiences with very little elaboration, 
can be explained in terms of overarousal, phenothia- 
zine action, or cerebral pathology remain obscure. Re- 
cent advances in pharmacology and biochemistry are 
so promising that it is clear that links will have to be 
made. Meanwhile, the formulation put forward here 
has obvious relevance to problems of management. 


THE MANAGEMENT OF SCHIZOPHRENIA 


The fourth’area in which advances have been made 
and opportunities opened for further progress is that of 
“management,” including the planning and pre- 
scription of services. So far, we have considered the 
reactivity of the acute and chronic syndromes and 
have not dealt with their effects on the individual’s lev- 
el of social functioning. Two more general factors need 
to be considered: extrinsic disadvantages and adverse 
secondary reactions. 

Chronic impairments contain a component that is 
“intrinsic” and a component that is reactive. From a 
purely practical point of view, an intrinsic impairment 
is one that will not go away, no matter what biological, 
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psychological, or social factors are brought to bear 
therapeutically. Of course, we can never be certain, in 
theory, that we have tested the limits of treatment, and 
circumstances sometimes change in a way that surpris- 
es even the most astute clinician, so that it is never 
wise to give up hope of improvement. However, to 
deny that severe and chronic intrinsic impairment can 
exist must do more harm than good. It is only by rec- 
ognizing and studying disabilities that it is possible to 
find ways of compensating for them. 

“Extrinsic” factors are those which would have 
been disadvantageous whether or not the individual 
had become ill. Someone born in a large family in a 
poor area with inadequate housing and high unemploy- 
ment is socially disadvantaged. If this person has few 
assets in the way of vocational skills, intelligence, so- 
cial attractiveness, family support, and so on, he or 
she is not well prepared to cope with chronic illness of 
any description, let alone schizophrenia. However, 
the socially disadvantaged are more at risk for devel- 
oping all sorts of diseases, schizophrenia being one of 
them. There has been a long discussion of whether so- 
cially disadvantageous conditions are likely to cause 
schizophrenia, or whether the high rates observed un- 
der such conditions are due to a preexisting drift. In- 
trinsic impairments often precede the first acute at- 
tack. In such cases the prognosis is less likely to be 
favorable. The balance of the epidemiological evi- 
dence at the moment is in favor of the view that much 
of the association noted between the onset of acute 
schizophrenia and factors such as social class, marital 
status, migration, and social isolation is due to selec- 
tion rather than to stress (29). On the other hand, it is 
also clear that a disadvantaged background has an ad- 
verse effect on the course of the illness because of the 
lack of social support. This is why an attempt to in- 
crease the number of assets—by providing social skills 
and vocational training, by creating a graded series of 
supportive social environments, by counseling in 
methods of self-help, and so on—is of such impor- 
tance. 

Adverse secondary reactions occur when the handi- 
capped or disadvantaged individual’s self-attitudes, 
confidence, and expectations suffer to an extent that is 
out of proportion to the cause. Such factors are partic- 
ularly important in psychiatric disorders, and they de- 
pend a great deal on the reactions of important people 
in the affected person’s social environment. Relatives, 
employers, workmates, friends, and professional 
people reflect to the patient an indication of personal 
worth and status. Severely handicapped people have 
to opt out of certain responsibilities, and others have 
to take them on. If the others are professionally 
trained for the job there can develop what Goffman 
(30) called a staff-client split, each side taking up ste- 
reotyped attitudes toward the other. The longer the 
client experiences dependence, the more he or she 
may come to prefer it. Staff, in turn, may exaggerate 
the severity of the intrinsic component in impairment, 
and thus a vicious circle is set up, with unnecessary 
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dependence developing as well as that which is un- 
avoidable. 

The acceptance by handicapped persons of limita- 
tions that are not actually necessary is the essence of 
secondary reaction. The most obvious example is in- 
stitutionalism, at the heart of which is a gradually ac- 
quired contentment with life in the institution that cul- 
minates in the individual’s no longer wishing to live 
anywhere else. Institutionalism is thus caused partly 
by a reflection back to the handicapped person of his 
or her own altered status as a human being. He or she 
is seen as a patient, rather than as an employee, a fa- 
ther, a mother, a customer, or a companion. The pa- 
tient role is a constricted one, replacing many others 
that the patient might have been able to undertake. 
Partly, however, institutionalism results from forces tn 
the patient—his or her own previous experience of ill- 
ness, self-confidence, potential for developing alterna- 
tive skills, and determination to achieve independence 
(8). Now that few people stay in the hospital for more 
than a few weeks, other types of adverse secondary 
reaction are more common-——for example, attitudes of 
despair or apathy arising from experience of 
unemployment, solitary living, social rejection, pover- 
ty, and even destitution. 

Perhaps the most striking change that has occurred 
in psychiatric practice during the past 25 years, as a 
result of the new methods of social and pharmacolog- 
ica] treatment, is the decrease in the numbers of pa- 
tients living in large mental hospitals. When it first be- 
came clear that this trend was firmly established, some 
psychiatrists began to think that most of the symptoms 
and the disability found in long-stay patients were ac- 
tually caused by being in the institution. Thus, pre- 
venting people from entering the hospital at all would 
prevent much of this morbidity altogether. At the same 
time, sociologists were showing that, in some areas of 
the United States, people were being given a diagnosis 
of schizophrenia and admitted to a hospital even 
though their problems appeared to be social rather 
than medical and the functions of the hospital seemed 
custodial rather than therapeutic (31). The results were 
overgeneralized, but there followed a revulsion against 
the use of institutions. 

In some parts of the United States it has become as 
hard to get into a hospital as, in former days, it had 
been hard to get out of one. An ideal of “community 
care’ was set up Instead, which in its most extreme 
form excluded the use of hospitals altogether. This pe- 
riod has been followed, in its turn, by a period of reap- 
praisal. It is now clear that some patients continue to 
be severely disabled and vulnerable to relapse, even 
though they have spent only a brief time in the hospital 
or even no time at all. A small but important new 
long-stay ’ group is accumulating (32). It is also clear 
that nonhospital services can suffer from deficiencies 
quite as great as those of hospitals (33). A good hospi- 
tal is better than a poor hostel. nursing home, or hotel 
and is just as much a part of community care. Even the 
concept of community itself can be challenged, when 
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parts, instead of only in some of them, a great deal of 
illness. handicap. and suffering would be prevented. 
Such a service would have to include a range of shel- 
tered day.and residential environments. The elements 
of a responsible, comprehensive, and integrated serv- 
ice are well-known on both sides of the Atlantic (34, 
36). 

One further point deserves emphasis because it has 
been insufficiently appreciated hitherto. This is that 
the relatives of schizophrenic patients are nowadays 
the real primary care agents. They and the patients de- 
serve better counseling (37). The most important and 
most difficult requirement, for patient, relative, and 
therapist alike. is to be realistic. If the therapist ex- 
pects too mych (endeavoring, perhaps, to fit the pa- 
tient into the straitjacket of some untested theory), he 
or she can very easily make the patient worse (10-13). 
It may seem reasonable to submit the patient to an in- 
tensive regimen of social skills training, rehabilitation, 
or social activation on the theory that invisible impair- 
ments need not be considered, but, although it will 
sometimes work, it often will not. 

It should always be remembered that there is a sul- 
cide rate in schizophremia. If the patient has severe in- 
trinsic Impairments they will usually be obvious, and it 
may be worthwhile, for example, to accept work in a 
Sheltered setting where only part of the social role 
need be adopted. A neutral (not overemotional) ex- 
pectation to perform up to attainable standards is the 
ideal. This rule, if difficult for the specialist to adopt, is 
a thousand times more difficult for relatives. Never- 
theless, we should be humbled to recognize that a 
large proportion of relatives, by trial and error, do 
come to adopt it without any help from professionals. 
The patient will have the greatest chance of acquiring 
insight if those around him or her are realistic in spite 
of everything. This is why skilled counseling (which 
means much more willingness by professionals to 
learn from relatives and patients) is the essence of 
good management. 

Our attitudes to cancer have changed fundamentally 
during the past decade. Opinion leaders are willing to 
say that they have been treated for it and that they can 
live with it. This is not yet true for schizophrenia. Doc- 
tors themselves are still frightened of the word. Be- 
cause the most effective methods of management and 
the services to back them up are not yet universally 
available, known, or applied, it is rare for the condi- 
tion to be frankly and realistically discussed. Public 
opinion remains ill-informed and prejudiced. But just 
as the results of treatment have dramatically improved 
during the past quarter of a century, so the simple ap- 
plication of our present knowledge could produce a 
further substantial step forward. We would find that 
public opinion moved forward with us. 
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Automated Treatment for Flight Phobia: A 3t/2-Y ear Follow-up 


BY MYRON S. DENHOLTZ, M.D., LAWRENCE A. HALL, PH.D., AND EDWARD MANN, PH.D. 


The authors contacted 43 patients who had been given 
audiovisual treatment for flight phobia 3 '{2-5"/2 years 
previously. Of the 26 subjects who had flown 
successfully by the end of treatment, 23 had 
maintained tkeir ability to fly at follow-up. Eighteen 
said their attitude toward flying was more positive 
since treatment, and 21 rated their comfort level while 
flying as ‘much better” or “better; however, only 3 
said they were “cured.” Eleven patients said the 
treatment had helped to alleviate other fears or 
anxieties. 


ALTHOUGH BEHAVIOR THERAPISTS have been exem- 
plary in empirically validating their clinical tech- 
niques, the long-term follow-up of behavioral treat- 
ment programs applied to clinical populations is basi- 
cally nonexistent. Notable exceptions include work 
with speech anxiety (1, 2), stuttering (3), obesity (4, 5), 
and cigarette smoking (6). 

The purpose of this study was to make personal con- 
tact with subjects who had been treated for flight 
phobia 31/2~51/2 years previously to check the stability 
of the assumed behavior changes and to look for any 
significant change in those who had failed to improve. 
In addition, we tested certain assumptions about post- 
treatment attitude, MMPI findings, and behavior. 


ORIGINAL STUDIES 


Using the subjectively reported anxiety responses 
and pleasure responses of 102 subjects, Denholtz and 
Mann (7) developed a 16-mm sound film and accom- 
panying instructional tape. All of the subjects were 
shown 160 20-second scenes edited from TV com- 
mercials. Eighty scenes were designed to elicit anxiety 
in subjects with flight phobia, and 80 scenes were ex- 
pected to elicit pleasurable responses. The 16,320 dif- 
ferential responses on a scale of 0 to 10 allowed hier- 
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archical arrangement of all scenes by computer. We 
then arranged 27 paired scenes in a progression from 
low to high anxiety evocation. The pairs consisted of 
a 20-second anxiety scene followed immediately by a 
20-second pleasurable scene and were separated by an 
identifying printed scene label. 

Denholtz and Mann (8) then used this film as treat- 
ment. The ‘‘therapists’’ were housewives and college 
students who had been taught to use the projector, sig- 
nal devices, and the tape player, which played the pre- 
recorded instruction tape. The instruction tape first in- 
duced relaxation and then instructed subjects to press 
appropriate buttons, which registered the presence or 
absence of anxiety after the subjects viewed each 
scene pair. The tape was also used to induce relaxation 
between scenes. When a scene pair evoked anxiety, it 
was repeated until there was no reported anxiety, and 
then the next pair was shown. This procedure was 
continued until the film was completed, usually in 2-10 
half-hour sessions. 

There were 3 control groups. The first group, while 
relaxed, was shown a placebo film that was not related 
to flying. The second group, while relaxed, was shown 
the entire treatment film straight through in 6 separate 
sessions. The third group received treatment without 
relaxation. Subjects in the 3 control groups who failed 
to improve in 6 half-hour sessions were transferred to 
the treatment group. 

The significance of this study was that it combined 
desensitization, modeling, and positive reinforcement 
in a totally automated audiovisual program and was 
administered by nonprofessionals who had no contact 
with the authors. All subjects were given pre- and 
posttreatment MMPIs. Any subject in whom psychot- 
icism was suggested on the initial MMPI was eliminat- 
ed from the study. Of the 51 subjects who previously 
had refused to fly and completed the program, 40 
(78.4%) reported being able to fly after treatment. Sig- 
nificant positive changes were also noted on the Taylor 
Manifest Anxiety Scale of the MMPI for all subjects 
who overcame their fear of flying. In addition, the suc- 
cessful subjects demonstrated significant positive 
shifts on 14 of the 24 MMPI scales, whereas there was 
only 1 positive scale shift in the unsuccessful group. 
These results suggest that major personality changes 
can generalize from successful treatment in limited 
problem areas.! Although there was an overall success 
rate of 78.4% for the 51 subjects completing the study, 


‘Mann ET, Denholtz MS: Behavior change and generalization in the 
treatment of phobias (unpublished paper). 
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there were 30 dropouts from the control groups. The 
subjects in the control groups were not offered cross- 
over to treatment until they had completed 6 sessions 
of control group “treatment.” Many subjects who did 
not feel a reduction in anxiety or felt frustrated while 
watching placebo films dropped out before they could 
be transferred to actual treatment. 


FOLLOW-UP PROCEDURE 


We attempted to reach all of the 51 original partici- 
pants for a semistructured telephone interview; we 
contacted 43. We asked them how many flights they 
had taken since treatment and the purpose and social 
circumstances of those flights and about their emotion- 
al comfort while flying, their use of security items, 
changes in their attitudes toward flying, other general- 
ization effects, and their own assessments of success 
or relapse. We also recorded their spontaneous com- 
ments. The interviews lasted 5-20 minutes and were 
conducted by a clinician who had considerable experi- 
ence with phobic patients and who was not part of the 
original project. All of the subjects contacted were 
very cooperative and appeared to respond honestly to 
the open-ended questions. 

For this follow-up study, all of the previously 
treated subjects who were reported in the original pa- 
pers were classified as behaviorally successful, i.e., 
had actually flown soon after the termination of treat- 
ment; attitudinally successful, i.e., were enthusiastic 
and had given every indication that they would fly but 
for financial reasons had not yet been able to purchase 
a ticket: and unsuccessful subjects. 


RESULTS 


Maintenance of improvement was determined by 
the subjects’ responses to the questions “How soon 
after the fear of flying program did you fly again?’’, 
“Have you been unable to take any flights since the 
end of the treatment?’’, and follow-up questions about 
each flight taken since the end of the program. Flights 
were defined as round-trip flights including stopovers. 

Twenty-three of the 26 subjects (88.5%) in the be- 
haviorally successful group were currently able to fly. 
This group had taken numerous flights (median=S, 
range= 1-80). The 3 subjects from the behaviorally 
successful group who had stopped flying included 2 
women who were in individual psychotherapy before 
entering the program and at the time of follow-up and a 
third woman who had taken 6 flights with comfort but 
stopped flying 2 years later after her husband was in- 
volved in an airplane crash. 

In striking contrast to the behaviorally successful 
group, both the attitudinally successful and the unsuc- 
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FLIGHT PHOBIA FOLLOW-UP 


flying and 2 of the nonflyers showed evidence of gener- 
alization. In the unsuccessful group, the currently fly- 
ing subject who was treated subsequently and 2 of the 
failures had had some generalization. 

To assess the use of security items, an indirect mea- 
sure of relative insecurity and doubt about the per- 
manence of the improvement, currently flying subjects 
were asked, ‘*‘Do you use any security items such as 
tranquilizers or alcohol before flying?” Further 
queries determined if they purposefully carried items 
such as chewing gum, cough drops, mints, a small can 
of apple juice, etc. Of the 22 behaviorally successful 
participants who were flying, 10 (45.5%) continued to 
use security items. The attitudinally successful sub- 
jects currentfy fying relied on security items. The un- 
successful subject who had subsequent treatment and 
who now flies uses none. 


SUBSEQUENT MODIFIED TREATMENT 


There appeared to be a more rapid response to treat- 
ment and a greater success rate among subjects who 
had previously viewed the treatment film in its entirety 
a number of times, i.e., controls who crossed over for 
treatment after viewing the treatment film under other 
than optimum treatment conditions (8), and partici- 
pants in the original evaluation of scenes in 1973 (7) 
who had returned for treatment. A modified treatment 
using the film hierarchy and treatment tape was devel- 
oped and administered by one of us (M.S.D.) in a clini- 
cal setting to unselected patients who requested treat- 
ment of flight phobia. The criteria for inclusion in this 
group were the absence of elevated profiles on the psy- 
chotic tetrad scales of the MMPI and an unwillingness 
to fly even if accompanied by a family member. Each 
patient was taught relaxation by tape-recorded instruc- 
trons that he or she used at home for a minimum of 8 
sessions. Each patient then viewed the 25-minute film 
continuously on 4 occasions. After this preparation, 
the treatment was administered in the same manner as 
previously described. This modified treatment yielded 
a success rate of 83% (23 of 28 phobic individuals). All 
23 successful patients flew after treatment, although 
most did so accompanied by a family member. Early 
follow-up data (3-18 months) on some patients suggest 
that they hawe maintained their behavioral gains. 


DISCUSSION 


We believe that this series of studies has demon- 
strated that audiovisual treatment programs designed 
to be administered by paraprofessionals were effective 
in the treatment of flight phobia. Not only was the ini- 
tial outcome successful but behavioral improvement 
was maintained. 

The major finding of the follow-up study was the dif- 
ferential outcomes among the behaviorally successful, 
attitudinally successful, and unsuccessful subjects. 
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Eighty-two percent of the behaviorally successful sub- 
jects were able to fly 3'/2~5'/2 years after treatment. 
The 3 cases of relapse seemed to be explained by an 
identifiable sensitizing experience or more general 
psychological factors. The unsuccessful subjects are 
still unable to fly, which is consistent with Marks’ ob- 
servation (9) that phobias are quite persistent and if 
untreated or unsuccessfully treated are unlikely to im- 
prove. Spontanteous recovery for this disorder is un- 
common. 

The inability of the attitudinally successful group to 
fly after treatment is difficult to interpret. It is possible 
that these subjects so wished to please that their self- 
report after treatment was inaccurate. Reliance on 
self-report, which could not be avoided in our pro- 
gram, 1s a common problem in outcome research. 
However, it is more conceivable that the subjects were 
accurate in their appraisal, but with the passage of 
time and without behavioral trial the therapeutic gains 
dissipated. It would seem essential, then, to include 
behavioral trial as part of treatment in every case. 

The participants’ ratings of their emotional comfort 
levels and the use of security items by many raises 
questions about the therapeutic ends achieved in this 
program. Although the majority of current fliers re- 
ported a positive change in their attitude toward flying 
and felt less anxious while flying, only a few reported 
themselves as “‘cured’’ and nearly half reported using 
security items when they fly. Thus, although the treat- 
ment helped the individuals to cope substantially with 
their fear of flying, flying-related anxiety did not en- 
tirely disappear. This finding parallels clinical experi- 
ence suggesting that a large number of phobic patients, 
particularly those with multiple phobias, when treated 
are not “‘cured’’ even though they may be more ca- 
pable of coping. 

The data on generalization point to the development 
of coping skills and are consistent with a coping inter- 
pretation of fear reduction (e.g., Goldfried [10]); that 
is, subjects reported gains In areas not immediately re- 
lated to flying. The subjects in our study reported feel- 
ing more relaxed in general and able to reduce tension 
in stressful situations by using relaxation techniques 
they learned during treatment and other antianxiety 
maneuvers. What seemed to occur for many subjects 
was the development of a “‘set’’ of being able to deal 
with anxiety that they applied in a variety of stressful 
situations. However, the marked positive shift on 14 of 
24 experimental MMPI scales suggests generalization 
in other areas that we have not assessed behaviorally. 

Experience gained in the use of the automated treat- 
ment by nonprofessionals allowed for a modest revi- 
sion in the treatment procedure, which resulted in an 
improvement in treatment results compared with the 
procedure described in this paper. This modified treat- 
ment, which produced a more rapid and predictable 
result, involved more relaxation training at home and 
pre-exposure to the audiovisual program. However, 
this modified treatment was administered by experi- 
enced clinicians, and that unassessed variable must be 
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Coping Styles of 34 Adolescents with Cerebral Palsy 


BY KLAUS K. MINDE, M.D. 


The author presents a follow-up study of 34 children 
with cerebral palsy. Eight years previously 23 of these 
children were attending a special school for 
handicapped children, and I1 were attending 

regular schools .ethe author evaluated the children 
and their families through formal and informal 
interviews and by administering parent and teacher 
rating scales of the children’s behavior. He found that 
the development of these children between the ages of 
10 and 14 was highlighted by their increased 
awareness and their parents’ awareness of the 
permanence of their handicap and their consequent 
search for personal and, ultimately, occupational 
identity and their parents’ emotional withdrawal. 


THE INCIDENCE AND TYPES Of psychological disorders 
associated with cerebral palsy have long been of inter- 
est (1-3). Although older studies (4-7) investigated 
specific difficulties encountered by handicapped indi- 
viduals and their families in the course of their devel- 
opment, more recent work has pointed out the great 
complexity of social, organic, and psychological fac- 
tors that influence the day-to-day functioning of the 
handicapped individual. For example, Richardson (8, 
9) and Kleck and associates (10) measured the atti- 
tudes of different population groups toward various 
handicaps, and Rutter and associates (11, 12) and 
Shaffer (13) assessed the psychiatric morbidity of 
handicapped children with and without CNS disease. 
The latter group (11-13) consistently found physically 
handicapped children without brain damage to have a 
somewhat higher incidence of psychiatric disturbance. 
Cerebral palsy children with well-documented cere- 
bral damage, however, had an even higher rate of psy- 
chiatric morbidity than healthy children. 

These sfudies are important and may help us identi- 
fy psychiatrically high-risk groups among the handi- 
capped. They are of little use, however, for under- 
standing the individual child and his or her family. Fur- 
thermore, most give a cross-sectional account of 
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groups of children of various ages, ignoring the devel- 
opmental aspects inherent in interpersonal relation- 
ships. For example, family conflicts, which may be the 
primary source of psychiatric symptomatology in pri- 
mary-school-aged children, might become less impor- 
tant during adolescence, when children can begin to 
find other models of identification and have developed 
cognitive structures that may help them counterbal- 
ance some of the intrafamilial difficulties. 

The methodological problems of measuring inter- 
actions between children and their caretakers or peers 
over time are obviously formidable and may account 
for the paucity of studies examining such processes. 
Kogan and associates (14) reported on 10 children with 
cerebral palsy under the age of 5 whom they had ob- 
served in interaction with their mothers for several 
years. The mothers showed a decreasing amount of 
warmth toward their children during the second and 
third year, especially if the child had not yet learned to 
walk. This indicated that the expectation of normalcy 
and the recognition that the child might not be normal 
was an important shaper of caretaker/child interaction. 
One other study (15), which did not measure actual 
parent/child interactions, reported on 210 children 
aged 4'/2-9 with congenital rubella 4 years after they 
had been initially investigated on various physiologi- 
cal, cognitive, and temperamental parameters. All of 
the children in this study had hearing defects, and 30% 
were also described as ‘‘neurologically damaged.’”’ 
The author reported that general parental concern had 
increased significantly between the time of initial con- 
tact and the time of follow-up (75% versus 90% of par- 
ents had an average of 2 versus 2.5 complaints) and 
that 79% of the children with neurological defects 
showed 3 or more severe behaviorally abnormal symp- 
toms. 

In summary, it appears that children with cerebral 
palsy and especially those with associated brain dam- 
age show a generally high incidence of behavioral diffi- 
culties. It is not clear, however, whether particular 
symptoms are related to specific ages of the children 
and to what extent general family functioning is influ- 
enced by the specific developmental tasks these chil- 
dren have to master. In addition, little is known about 
the long-term psychological development of children 
with cerebral palsy. In this paper I will attempt to an- 
swer some of the following questions: 1) How do chil- 
dren with cerebral palsy cope with the various hurdles 
inherent in the developmental process? 2) How do 
their families adjust to different developmental stages 
as they are modified by cerebral palsy? 3) Are children 
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in special schools better off than those in regular class- 
rooms? 4) Does contact with nonhandicapped children 
at specific times enhance or protect against psychiatric 
disorders? 5) How do the children come to terms with 
their handicap? 


METHOD 
Subjects 


The present communication is a 1975 follow-up of 34 
of the 41 children with cerebral palsy admitted in 1967 
and 1968 to kindergarten and first grade at the school 
of the Mackay Center in Montreal. At that time the 
school provided daytime instruction only to children 
who had physical handicaps severe enough to prevent 
them from entering a normal school and intellectual 
ability that was at least in the educable range. Further 
details concerning the school and the study population 
have been published elsewhere (16, 17). The present 
sample comprises 83% of the initial group. Of the 7 
children lost, 1 had died and 6 had moved away from 
the area. Twenty-three of the remaining 34 children 
were still attending the Mackay School in 1975; 11 had 
been discharged and were attending regular schools. 

The handicaps of the children still attending the 
Mackay School were severe (i.e., the children needed 
substantial help and could not go anywhere unaccom- 
panied) or very severe (children needed help in all dai- 
ly activities). Fifteen of these children had quadriple- 
gia with or without hydrocephalus, 5 had severe para- 
plegia, and 3 had other associated congenital 
abnormalities. 

The children who attended regular schools were 
moderately handicapped (5 had hemiplegias, 4 had 
mixed cerebral disorders and congenital abnormal- 
ities, and 2 had poliomyelitis). All of these children 
lived at home The two subgroups did not differ on any 
of the other background variables shown in table 1. 


Procedure 


As reported previously (16, 17), from 1967-1971 I 
spent 3-4 hours a week in the Mackay School meeting 
with school personnel, the child, and/or his or her par- 
ent to discuss the emotional and cognitive develop- 
ment of each youngster. In addition, each parent and 
child had at least one formal interview every 2 years. 
In 1971 I left Montreal but returned in 1973 and 1975 to 
conduct follow-up interviews at home and in school. 

In the formal interview I obtained data about the 
family’s current social, economic, and psychological 
functioning, including conflicts among parents or sib- 
lings and the handicapped child. I also assessed the 
status and consequences of the handicap as perceived 
by the parents at the time of the interview. In addition, 
the parents were given a symptom checklist developed 
by Rutter and associates (18), and teachers were inter- 
viewed and asked to fill out a similar rating scale (19) 
for each child. Finally, the child was interviewed alone 
and assessed psychiatrically using the format de- 
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TABLE 1 


Background Data for 34 Children with Cerebral Palk., 2” 


Up (1975) 
Children in 
Special School 
Item (N= 23) 


Present age (years) ee: 
Age range (years) 12-14 
Sex 
Male Lz 
Female 
Socioeconomic class 
Upper 
Middle 
Lower 
Present IQ 
101-115 6 
81-100 l2 
60-80 5 


~i NO 


scribed by Rutter and Graham (20). The e 
asked about his or her handicap and futur: 


RESULTS i 


In the course of our extended meetings. - 
provided considerably more data than s, 
during the formal interviews. Therefore 
some clinical judgments to the statistic: 
Square analyses) when this seems warrar’: 

All of the results were initially analy sc: 
for sex, type of school (Mackay Schoo! . - 
school), and three IQ levels (see table 1.. 
were not different between these subgrot: 
ed for the total sample. 

Question l: How is family functioning « 
the developmental hurdles of a child wid: 
sy over time? The families of these childr- 
rienced few psychologically dramatic occ: 
ing the 8-year follow-up period. Four cou, -` 
divorced; all of these had experience 
throughout their marriages. None of the . 
institutionalized or physically harmed i”. 
placed in foster care. However, thee 
subtle changes in the attitudes expresse.: 


hr 


ents that reflected the chronic stress tow `. 


the families were subjected. e 
In 1975 fewer parents (N= 14) hope, 
provement in the physical condition of :he 
had 8 years previously (N=26); this differ. 
nificant (p<.02). This may simply reflect 
the children had reached their optimal oF. 
opment and their families had adjusted ‘». 
8 of the 14 parents who still hoped ‘c: 
changes in their children’s condition ~i“ 


stated that they had seen very little iri. ` 
their youngsters’ physical and schoo! v4. 


over the past 5 years. In addition, at t: 


tellectual performance in the whole grour > 


remained quite stable over time (see table 


ADOLESCENTS WITH CEREBRAL PALSY 


TABLE 2 ; 
Intelligence Distribution of 26 Children Tested in 1968 and 34 Chil- 
dren Tested in 1975* 


tg NA LTE LC I 
= 


19088 a OD 
IQ _ Number Percent Number Percent, 
101-115 4 15 8 24 
81-100 18 70 17 50 
60-80 4 15 9 26 


EON nk De aka gg a Aa 
«Although 41 children were studied in 1968, only 26 had received reliable test 
scores. 


findings suggest that the objective level of the chil- 
dren’s physical and intellectual performance was not 
the main facforén the parents’ judgment. This idea is 
further supported by the statistically significant shift in 
the outcome predicted for the individual youngster: far 
more parents were quite unsure of their child’s future 
in 1975 (35%, compared with 12% in 1968; p<.Q2). 

In terms of general family discord there was little 
gross change over time. Six families showed much, 10 
showed moderate, and 16 showed little family discord, 
indicating that parents who managed to survive the 
first 5 years of living with a handicapped child ap- 
peared to weather the following 7-8 years as well. 
However, far fewer parents indicated that they dis- 
cussed the difficulties they had with their child with 
each other or with anyone else than had before (50% 
versus 90%, p<.01). For example, 7 mothers men- 
tioned the father’s continued unwillingness to think 
about the emotional needs of their handicapped young- 
ster and their own subsequent withdrawal from the 
child in an attempt to maintain their marital relation- 
ship. Twelve couples also told of having given up their 
attempts to receive personal guidance and support 
from their physicians. Their doctors had typically been 
very supportive during the early years of the child’s 
life, when they talked freely about his or her physical 
and cognitive growth. Once changes in this area be- 
came less obvious, however, the parents reported that 
their doctors refused to talk about anything beyond 
the child’s physical disability and thus seemed to have 
virtually nothing to say to these parents. 

Fourteen of the 19 families who had other children 
claimed that the nonhandicapped siblings had suffered 
psychologically by being deprived of attention and 
care, especially in the early years. In 10 instances they 
also described a great deal of discord between their 
children, with the nonhandicapped older sibling for- 
bidding the handicapped youngster to attend his or her 
parties or partake in other parts of their adolescent ac- 
tivities. These intersibling quarrels were restricted to 
families whose children still attended Mackay School 
and therefore always involved the more severely hand- 
icapped youngsters. 

Question 2: What changes took place in the inter- 
actions between the parents and the handicapped 
child over time? As previously indicated, the parents 
became less hopeful about the future of their children. 
This was associated with a number of other develop- 
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ments in parental child-rearing practices. For ex- 
ample, children who went to regular school were “‘ba- 
bied” less frequently than those still attending Mackay 
School (18% versus 35%). Parental discipline had also 
changed, with nearly 50% (compared with 8%) of all 
families in 1975 seeing no need to punish their children 
anymore. Although this may be an expected develop- 
ment reflecting the increased self-discipline of older 
children, parents often described it in such a way as if 
to say that they had given up trying to control their 
child’s future. 

Another area in which the possibly greater emotion- 
al distance between generations came up was in the 
scant knowledge parents generally had about their 
children’s perception of their handicap. In 1975 60% of 
all the parents had no idea of what their youngster 
thought about his or her handicap and stated that they 
never mentioned it in front of the child. They also did 
not discuss their child’s occupational or personal fu- 
ture with the child and assumed that he or she never 
thought of it as well. Even those parents who claimed 
that their child realized something about his or her 
physical and/or mental condition often did not know 
what the child’s exact concept was. The unhappiness 
often found between the generations was confirmed by 
the substantial frequency of verbal arguments that oc- 
curred per week between the parents and their chil- 
dren (up from 1.6 in 1971 to 4.8 in 1973 and 3.8 in 
1975). These arguments mainly centered around the 
child’s responsibilities in the house. The arguments in 
1975 were more frequent in homes in which the chil- 
dren still attended Mackay School (5.1 versus 3.2, 
p<.01), indicating that the less physically disabled 
children could satisfy parental expectations more eas- 
ily. 

The concerns parents had about their children also 
changed over time. In 1968 the most common concern 
(32%) was about the child’s ability to get help for his or 
her physical disability, and only 3% of the parents 
showed concern for the child’s learning ability. In 1971 
parents were most concerned about their child’s psy- 
chological functioning (21%) and their own role in as- 
sisting the child’s development (15%). From 1973 on- 
ward this changed again; general retardation and aca- 
demic deterioration became the main focus of parental 
apprehension (33% in 1973, 47% in 1975). Although a 
large proportion of the retarded children (78%) gave 
cause for concern in this area, 36% of those who 
scored within the normal range of intelligence also had 
worried parents. In addition, such practical issues as 
the difficulties in transporting an older and therefore 
much heavier child surfaced as a main parental con- 
cern in 1975 (13%), while the future capability of the 
child to cope emotionally ranked last (4%). 

Question 3: How do the handicapped children see 
their development? Although each child reacted in his 
or her own unique style to the task of growing up with 
such a severe handicap, some general developmental 
sequences stood out. Starting in 1971, all of the non- 
retarded children talked openly about their handicap 
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TABLE 3 
Symptom Checklist Ratings for Children with Cerebral Palsy, 1968-1975 
Nnawber ne Parent Rating Teacher Ra’: 
Year Children Rated Mean Rating Percent Deviant Mean Rating oa 
1968 40 -l — 5] 
1969 40) — _ 5.8 
1971 37 9.8 29 9.1 
1973 37 6.8 2] 8.8 
1975 34 9.2 32 8.3 
TABLE 4 FIGURE 1 


Global Mental Health Rating of Children with Cerebral Palsy, 1968 
and 1975* 





Number of panng - -- 
Year Children Rated Good Medium B Poor 
1968 30 24 4 2 
1975 32 12 14 6 


*The difference between the ratings is significant (p~.01, y?=11.51, 2 df). 


and seemed to conceptualize at least part of its con- 
sequences, Although some of them would initially say 
that they “had C.P., all but 3 in 1975 could give a 
medical term for their handicap. The 9 retarded chil- 
dren also mentioned that they were not like other chil- 
dren, yet 6 of them still believed that they would grow 
out of their handicap within the next 5 years. The re- 
tarded children also either had highly unrealistic occu- 
pational expectations (e.g., a hydrocephalic quadriple- 
gic child wanted to work for the local telephone com- 
pany out in the country stripping overhead wires) or 
did not know what they wanted to do later (65%). Nine- 
ty-two percent of the intellectually normal group still 
attending Mackay School in 1975 talked about some 
occupational plans, although all of the children except 
1 quickly added that they were “really not sure about 
it.’ The same apparent hesitation in regard to their fu- 
ture came out in the children's educational aims. Only 
1 girl hoped to enter college, 4 retarded and 6 non- 
retarded youngsters thought they would finish grade 
10, and the rest hoped for a high school diploma. None 
of the children had thought of a life beyond school. 
The children who went to a regular school thought 
similarly about their future schooling, but 70% had 
specific occupational plans (e.g., secretary, nursery 
school teacher for handicapped children, house- 
keeper) that they felt confident they could achieve. Six 
of these children who were not retarded also imagined 
that they would be married some day and generally 
thought about their life in a more long-range per- 
spective. A further change was seen in the type of 
friendships these children were able to make. As dis- 
cussed in a previous paper (17), only 15% of all the 
children had nonhandicapped friends when they were 
in third grade. This figure remained stable for 2 years 
but improved in 1975: 36% of all of the children had 
regular contacts with nonhandicapped youngsters in 
1975. The friendships most commonly were with chil- 


Teacher Ratings of Behavior of Cerebral Palsy C 
Without Nonhandicapped Friends 


TEACHER RATING OF BEHAVIOR 





1968 


dren | or 2 years older and generally con- 
versations and some common outings. 

Question 4: What is the incidence of s 
turbance in children with cerebral pals « 
tects against it? The results of the psy-e: 
ments are shown in table 3. Parent ra n 
deviance for all groups of children dec 
what from 1971 to 1973 and climbed a’ 
Teacher ratings were generally lower ax 
variation between 197} and 1975. The os 
ings using an Interview technique (20) s 
crease in poor mental health over time s2. 
1975 18% of all the children were assess. 
definite psychopathology. 

The patterns of disturbance the cl:ul. 
were not specific but covered both cox 


rotic disorders. However, the persistere *. a 


in individual children was quite strik:r: 
youngsters who had all 5 teacher ratings ^. 


and 1975, 4 had abnormally high ratings o>. 


sion, 3 on 3 or more ratings, and 8 scare. 
abnormal range less often. Parent ratips 
equally high consistency: 5 children weve 

abnormal on each occasion, 4 others or a’ 


5 on | rating. Approximately 40% of the >` 


dren were identified by both teachers a.i, 
each of the ratings. 

When possible predictors of deviant bz 
assessed, retardation correlated with 


symptomatology only until the child was : 
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FIGURE 2 l l 
Parent Ratings of Behavior of Cerebral Palsy Children With and With- 


out Nonhandicapped Friends 
iiz (N=18) 
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PARENT RATING OF BEHAVIOR 


1975 


1971 
YEAR 


grade. A return to regůlar school did not change the 
rate of deviance. Severe family discord was not associ- 
ated with a consistently high parent rating of the child 
but correlated significantly with teacher (r=.59) and 
psychiatric ratings (r=.68). A significant correlation 
was also found between having a nonhandicapped 
friend and low ratings on both teacher and parent mea- 
sures of deviance (see figures 1 and 2). This relation- 
ship extended to the total sample and in practice meant 
that fewer than 10% of the children who had a non- 
handicapped friend were likely to be labeled deviant at 
any time during the 8-year follow-up period, but just 
under 50% of those without nonhandicapped friends 
were described as showing psychiatric symptomatolo- 
gy. 


DISCUSSION 


The material presented must be seen in its proper 
context. The data deal only with a small group of 
severely handicapped children and were obtained 
through semistructured interviews, making statistical 
evaluations glifficult. However, given the scarcity of 
any information in this area, the investigation revealed 
some themes that call for further attention. 

It appears that the development of this group of chil- 
dren between ages 10 and 14 was highlighted by the 
following: 1) increased cognitive realization that their 
handicap was permanent and that there was very little 
hope for future improvement, and 2) the consequent 
tentative search for a more final personal and occupa- 
tional identity, which, however, was still very pre- 
carious and in general did not extend beyond the hope 
to finish school. This can be seen as a manifestation of 
low self-esteem and the beginning of general passivity 
that so often characterizes older handicapped individ- 
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uals. Although this behavior may be a reaction to the 
emotional withdrawal of many parents from their chil- 
dren at this time and a reflection of parental uncer- 
tainty as to their children’s future, clinically there also 
appeared to be other sources of insecurity. 

For example, many of the children had few mean- 
ingful relationships with nonhandicapped people; in- 
stead, they lived exclusively through their equally 
handicapped peer group. Their siblings, especially if 
they were older, frequently rejected them, possibly be- 
cause earlier they had felt deprived because of their 
handicapped siblings’ demands. It may also be that 
both the rejection by the older siblings and the parental 
withdrawal of emotional investment reflect attempts 
by these groups to retain their own stability. It is as if 
in the face of a doubtful future for handicapped young- 
sters, too much involvement of parents and siblings in 
them may become potentially damaging and must be 
avoided. The success of parental withdrawal and re- 
jection by siblings may be evident in the low rate of 
family breakdown and major discord between the par- 
ents. 

Although the incidence of psychiatric disturbance in 
the handicapped youngsters resembles that reported 
by others (12, 13), the majority of these children did 
not remain within the deviant category for many years. 
This supports the latest data of Thomas and Chess 
(21), who reported that 65% of the children who were 
seen as disturbed at age 5 were markedly improved in 
adolescence. In our group, all 7 children who were 
scored as having psychiatric problems on more than 
three ratings either came from a disturbed family or 
had parents who had insisted that they were com- 
pletely normal’’ or ‘‘forever crippled” (17). It appears 
as if the attempts of these parents to solve the conflicts 
brought about by having a child who was ‘‘deviant’’ 
(because he or she could not walk or speak) yet also 
‘normal’ (because he or she smiled or laughed like 
anyone else) (1) by attempting to mould the child into 
one extreme category have not been helpful. In fact, 
the data suggest that children who were able to bridge 
the gap between their ‘‘deviant’’ and ‘normal’ parts 
by associating with both handicapped and physically 
healthy individuals had by far the best psychiatric out- 
come. This did not automatically happen, however, 
when a child left Mackay School and went to a regular 
school. Although all but 1 of the children attending 
regular schools had nonhandicapped friends, a number 
of them were trying very hard to compete with their 
nonhandicapped peers on all possible levels. This 
caused a great deal of tension, was often associated 
with psychological difficulties, and may be similar to 
the competition phenomena observed by Seidel and 
associates (22). 

In conclusion, this study shows that children with 
cerebral palsy continue to exhibit an increased amount 
of psychological difficulties in early adolescence. As 
others have pointed out before (23), individuals such 
as physicians who are traditionally seen as providers 
of care and advice often do not live up to the ex- 
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pectation that they transgress their more traditional 
role of assessing and treating medical conditions. This 
leaves many children and their families trying to work 
things out alone—an often difficult task. The young 
adolescents of this study are now entering a phase that 
may determine their future personal and occupational 
identity. Many appear to slip into an increasingly pas- 
sive role toward themselves and others, possibly a re- 
action to their parents’ emotional distancing. The con- 
sistency of this development must be determined 
through future studies. 
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TOPICAL PAPERS: Future Mental Health Care Delivery Systems 


Mental Health Care Delivery Systems: Introduction 


BY BENJAMIN LIPTZIN, M.D. 


THE PAPERS in this section were presented at a special 
session of the 130th annual meeting of the American 
Psychiatric Association in 1977. The major purpose of 
the session was to bring to the attention of practition- 
ers and policy makers the distinction between a health 
care financing system and a health care delivery sys- 
tem. The former refers to how services will be paid 
for, an issue that has received a great deal of publicity 
because of the interest in national health insurance (1- 
3). The latter refers to how services are organized and 
delivered, issues relevant to discussions of the relative 
merits of community mental health centers, health 
maintenance organizations, private practice, etc. 

It is important to understand the nature of the deliv- 
ery system because changes in the financing system 
will have intended or unintended consequences for 
what services are delivered to which patients in what 
settings. An understanding of the different com- 
ponents of the delivery system will put policymakers 
in a better position to encourage or discourage the de- 
livery of particular services to particular populations. 
For example, one proposal for national health insur- 
ance would limit the number of office visits to a private 
practitioner but would pay for an unlimited number of 
visits to a community mental health center (CMHC). 
Although such a proposal would capitalize on the cost 
containment features of an organized care setting op- 
erating on a Jimited budget, it ignores the question of 
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whether a community mental health center could pro- 
vide high-quality intensive psychotherapy or whether 
the patient population treated at the CMHC would use 
such services. 

The papers presented here were written by leading 
spokesmen for four major components of the system 
for providing services to individuals with mental dis- 
orders. These are primary health care programs (Mor- 
rill) and, within the specialty mental health sector, pri- 
vate psychiatric practice (Lebensohn), state mental 
health programs (Okin), and community mental health 
centers (Sharfstein). They provide a policy per- 
spective of where we are today and where we may be 
in the next several years. 

Policy issues that are not addressed in depth in any 
of the individual papers include the need to coordinate 
the care received in different mental health settings as 
well as the need to integrate mental health services 
with other health and human services. The patchwork 
of funding and organizational arrangements has made 
coordination and integration difficult. 

From a policy analytic perspective, there is also a 
need for more detailed information on which patients 
use what services in what settings and to what effect. 
A first step has been taken by Regier and associates 
(4), who have estimated the number of individuals in 
treatment in different settings. Weissman and Klerman 
(5) have recently urged the expansion of research ef- 
forts in psychiatric epidemiology. This should include 
studies designed to learn what agencies or persons 
“untreated” individuals rely on when they experience 
emotional distress. The knowledge gained from health 
services research and psychiatric epidemiology will be 
essential to future planning of mental health delivery 
systems. 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 
Editor considers this material to constitute a comprehensive analysis of the topic. 
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The Future for Mental Health in Primary Health Care Progr: 


BY RICHARD G. MORRILL, M.D. 


Our largely separate mental health system has 
developed in relationship to a health care system 
oriented toward specialization and solo practice. Now 
the health care system iy moving in the direction of 
primary care and group and organizational practice. 
New forms of mental health delivery are needed to 
maximize the potential of these new health care 
programs for mental health services. The author 
describes these new integrated programs which bring 
mental health providers into the primary health care 
programs for direct services as well as consultation. 
Issues discussed include mutual roles, changes in 
services, the referral process, and provider 
relationships. The advantages of such integrated 
programs include decreased stigma, increased 
prevention through earlier detection and referral, 
increased family orientation, greater coordination of 
care, and less duplication. 


PRIMARY HEALTH CARE Is Currently undergoing a sig- 
nificant revitalization in this country as a result of past 
overspecialization, patient dissatisfaction, rising 
health care costs, and new government funding prior- 
ities. At the same time there has been a continuing 
trend toward increasing organization in health care de- 
livery. e.g., group practice and health maintenance or- 
ganizations. The intersection of these trends is prima- 
ry health care or comprehensive health care through 
Organized ambulatory health care delivery settings. 
This presents important new opportunities to reverse 
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cation and an exceedingly high ‘‘no show” rate on 
cross-referral. Attempts at postgraduate psychiatric 
education for general practitioners reached very few— 
usually“only those who were already committed. 
There has been little interest in the general health of 
patients in psychiatric clinics and mental health cen- 
ters. In addition, the expressed attitudes of psychia- 
trists and their medical colleagues toward each other 
have often been derogatory. 

Given the above situation, it seems that there has 
developed not only a fragmented system but two men- 
tal health care systems—one through the primary 
health care provider and the other through the sepa- 
rate private psychiatrists, CMHCs, and mental hospi- 
tals. e 

Part of the answer lies in working out new joint 
health-mental health programs by taking advantage of 
these new forms of ambulatory health care delivery. 
These include group practices, health maintenance or- 
ganizations, neighborhood health centers, hospital pri- 
mary care clinics, and rural health centers. The pur- 
pose of this paper is to explore joint health-mental 
health programming in these expanding organized 
forms of primary health care. Areas I will discuss in- 
clude roles, types of disorders, new forms of services, 
the referral process, and provider relationships. Pri- 
mary health care is defined as general health care that 
1) exists at the point of first contact by the patient, 2) is 
continuing to ensure the patient’s overall health, and 
3) coordinates the delivery of other specialized health 
and social services. 


THE ROLE OF MENTAL HEALTH PROVIDERS IN 
PRIMARY CARE SETTINGS 


There seems to be a broad consensus that there is 
much mental health care to be done in primary health 
care programs and that some mental health input ts 
thus needed. Two general approaches have developed. 
In the first (1) the mental health provider carries out 
direct or indirect consultation only. In the second (2-6) 
he provides consultation and a variety of direct mental 
health treatment services. The principle embodied in 
the first approach is that one should facilitate mental 
health work by the primary health care provider but 
not risk takjng it over. The second approach is based 
on the supposition that many patients will never leave 
the primary health care program to be diagnosed or 
treated in a separate mental health system and there- 
fore the two should be integrated in the ambulatory 
care area. 

There seem to be additional benefits for mental 
health providers carrying out the latter approach—full 
service in the primary health care program. Several 
authors (2, 3, 5, 6) have pointed out that, given the 
mistrust and poor communication between the mental 
health provider and health providers in general, car- 
rying out direct service in the primary health care pro- 
gram serves to educate, sensitize, and create a feeling 
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of *‘colleagueship.’’ This often serves to sharpen cri- 
teria for referral and remove the ‘‘mystery” of just 
what the mental health provider does. As the commu- 
nication and mutual respect improve, the primary 
health care provider becomes freer to ask for consulta- 
tion for some of his problem patients. Thus a patient 
seen as a “‘crock’’ might be perceived instead as a pa- 
tient who sets up recurrent hostile dependent relation- 
ships. The semantic difference is not important. The 
new perception of patient needs and feelings that 
might be amenable to change is important. 

If the mental health provider plays a full role in the 
primary health care program, including consultation, 
evaluation, and treatment, is the primary health care 
provider encouraged to ‘‘dump”’ all the patients he 
finds difficult, ‘‘bad,’’ uncooperative, or “‘crazy’’? In 
general, we have not found this to be the case. There 
are too many other factors impinging on this referral 
process, which will be further elaborated below. 


WHO TREATS WHAT? PROBLEMS IN LIVING” 
VERSUS MENTAL DISORDER” 


Certainly, there is not yet a widely recognized con- 
ceptual framework in which to apportion mental health 
treatment tasks, although there does seem to be a 
broad emerging consensus in the literature. The gener- 
al turfs seem to be the *'vicissitudes of everyday life’’ 
for the primary health care provider, ‘‘self realization”? 
for religion and to a growing extent the new ‘Shuman 
potential movement,” and ‘‘pathological symptom 
and behavior patterns” for the mental health provider. 
Of course there is broad overlap between these and 
the problem areas listed below. 

The primary care literature (7, 8) suggests that 
“problems in living’’ might better be cared for by the 
primary health care provider. A partial list would in- 
clude helping the patient with life crises (birth, adoles- 
cent identity, marriage and divorce, loss, death, etc.), 
alcoholism, normal development issues, encouraging 
strengths, dealing with normal feeling states in health 
and illness (anger, guilt, depression, low self-esteem), 
anticipatory guidance for mothers, changing roles of 
women, adjustment to chronic illness, and others. This 
list would also include working with stable or com- 
pensated chronic psychotics. (More primary health 
care providers might be willing to do this if mental 
health backup were more readily accessible.) 

The mental health provider working in an integrated 
setting naturally begins to see the patients with whom 
the primary health care provider is not trained to 
work or who do not respond to his intervention. This 
includes adults and children with serious or life-threat- 
ening disorders, the clearly psychotic, those who re- 
quire long-term or specialized treatments (e.g., group 
or behavioral), chronic patients who need a complex 
variety of backup supportive services, diagnostic 
problems, patients who require complicated drug 
treatment (e.g., lithium), and others. 
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it might be said that if primary health care providers 
miss too much mental illness, mental health providers 
find too much. Coleman and associates (9) noted, ‘‘Pe- 
diatricians start out from the assumption of health, 
psychiatrists from the assumption of illness, but both 
may err. What then, is preferable—a false negative 
(labeling a chronic depression in a young woman that 
affects her parenting as “You're tired—take a vaca- 
tion’’) or a false positive (labeling a culturally deter- 
mined time-limited hysterical grief reaction as schizo- 
phrenia, You're sick’’)? Both practitioners take the 
perspective of their experience. One provider has to 
assume the best, which serves to support patient as- 
sets, and the other has to find the illness if he is not to 
miss that which may be treatable. The conclusion 
seems to be that each approach has its purpose and 
can inform, educate, and improve the other if they 
work together. 


THE SHAPE OF MENTAL HEALTH IN THE 
PRIMARY HEALTH CARE SETTING 


What forms of mental health service are appropriate 
to the primary health care program? A number of pro- 
grams have successfully provided evaluation and ther- 
apies, including crisis, short-term, group, family, 
couples, behavioral, and drug treatments. Long-term 
psychotherapy has depended on the resources avail- 
able. There are, however, some unique aspects of a 
primary health care program that the mental health 
services can use to become more effective. 

The primary health care provider typically follows 
patients in brief episodes over long spans of time in 
contrast to a separate mental health clinic, where pa- 
tients are usually seen for prolonged episodes over a 
relatively brief span of time. Thus the separate mental 
health program may try to turn out a finished product 
because most patients are not expected to return. 
However, the primary health care program assumes 
patients wi/f continue to return for health care for 
themselves or their families. This makes possible new 
treatment formats. Long-term observation and less in- 
tensive therapeutic input for a chronic problem may be 
more acceptable to many patients, more effective, and 
more efficient. 

Alternatively, one might employ a ‘‘string of beads”’ 
approach. The patient may work on the same theme or 
conflict over a succession of interrupted crisis epi- 
sodes for which he returns to the same provider to take 
up where he left off—a type of interrupted continuity 
more possible in a primary health care setting. This 
allows us to reach patients who cannot easily accept 
the traditional time scales of psychotherapy. 

Other unique aspects of this setting include a wider 
variety of patients and problems, which tests the 
adaptability and flexibility of mental health staff; the 
diversity of “helping figures’’ (doctors, nurses, dieti- 
tians, and others). which allows us to structure a wider 
variety of therapeutic plans to reach more patients; 
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care and the limitations on one’s role to act on these. 
The concept of the reference group is useful in clari- 
fying apparently contradictory changes in attitude and 
behavior~wA physician may in the course of a day play 
out different roles by virtue of belonging to several dif- 
ferent reference groups. The ‘‘we’’ might be *‘pediatri- 
cians” at 9 a.m. in the pediatrics clinic, ‘‘doctors”’ at 1 
p.m. when negotiating with the director of nursing, or 
“team member” at 4 p.m. when reviewing the day’s 
patient load with the team. His receptiveness to men- 
tal health roles and issues may vary accordingly. 

In the past few years there has been tremendous in- 
terest in a new breed of doctor—the primary care phy- 
sician (a specially trained internist, pediatrician, or 
family practitioner). Training programs are in the proc- 
ess of shaping neW generalist identities and show a ten- 
dency to want their own mental health teachers—at 
times shutting out an associated department of psychi- 
atry. The basic issues, often unspoken, are as follows: 
Does the presence of a psychiatrist in a primary care 
program undermine the generalist ‘‘yes, we can do it 
all’? approach? Does the psychiatrist with his associat- 
ed status denigrate the developing identity and pride of 
the young generalist traigee and his teachers? Does he 
represent a punitive ‘‘big brother’ function? These are 
factors that should be worked with so that they will not 
subvert the promise of a new health-mental health col- 
laboration. 

One promising vehicle for productive interaction be- 
tween health and mental health practitioners is an in- 
terdisciplinary team approach. These have existed 
mainly in training programs thus far and have been dif- 
ficult to establish in the real world because of lack of 
real administrative autonomy or support for the team 
in most programs, the costs of team meeting time in 
terms of measurable benefits, and the relative absence 
of training in true settings in most health care profes- 
sions. 


DISCUSSION 


This paper has described mental health practice 
within a primary health care program—the roles, serv- 
ices, provider relationships, and cost issues. In the pri- 
mary health care programs of the future, there is an 
advantage to be gained in incorporating mental health 
programs tkaf go beyond the traditional consultation 
and liaison model, which is more suitable for mental 
health input into medical inpatient wards. The consul- 
tant or liaison person often functions in these settings 
aS an emissary between separate departments or clin- 
Ics. 

If the new primary health care settings are to maxi- 
mize an integrated approach to health care, they 
should bring mental health providers into the primary 
health care programs for direct services as well as con- 
sultation (12). 

The advantages of such an integrated health-mental 
health endeavor include 1) decreased stigma associat- 
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ed with mental health services and less patient resis- 
tance to referral; 2) greater family orientation of men- 
tal health services, which are shaped by the family ori- 
entation of the setting they are in; 3) increased 
coordination of care; 4) more effective treatment of 
psychosomatic illness; 5) earlier contact with the pa- 
tient and family, resulting in more opportunity for pre- 
ventive services through earlier detection and educa- 
tion; and 6) less duplication of effort and greater man- 
power efficiency. 

To maximize these advantages, an integrated pro- 
gram should incorporate the following general prin- 
ciples, based on existing mental health programs in 
primary health care settings: a broad spectrum of am- 
bulatory mental health services on site, mental health 
staff who work at least 60% of the time (preferably 
full time), delivery of mental health and health care in 
the same contiguous space to promote communication, 
some form of interdisciplinary team activity, and ac- 
countability by the mental health care program both to 
the primary health care program and to any sponsoring 
mental health organization. One might ask at this point 
whether increasing the primary health care provider's 
knowledge of and readiness to refer patients to the 
mental health provider is in fact desirable if it increases 
demand and thus reduces the apparent insurability of 
such services. 

Increasing the availability of mental health services 
will necessitate increased attention to the initial evalu- 
ation of the patient and to more appropriate use of a 
greater variety of resources and treatment modalities. 
This can meet the increased demand for services and 
better match the service to the need, thus helping keep 
costs in bounds. 

The mental health staff presence can also facilitate 
higher quality mental health services by a larger group 
of health care providers, thus enlarging the effective 
mental health manpower pool. Two studies (13, 14) 
have shown that mental health services may decrease 
utilization of health services, but further studies are 
needed to validate this finding. 

These integrated programs can originate from dif- 
ferent sources. One possibility is linkage with a CMHC 
which can deliver much of its ambulatory care through 
primary health care programs to expand its availability 
and effectiveness. If the primary care program is 
neighborhood-based, the decentralization enhances 
accessibility. The CMHC can in turn provide backup 
subspecialized services that are not appropriate for the 
primary care site, such as hospitalization, partial hos- 
pitalization, drug abuse treatment, community resi- 
dences, and special services for the mentally retarded. 

Integrated health-mental health programs have been 
slow to form, in part due to lack of leadership. The 
existing separate health and mental health systems are 
preoccupied with developing their own programs and 
often find integrated services not among their short- 
term interests or priorities. There must develop both 
consumer and professional leadership that sees the 
field of health as a whole and provides the stimulus and 
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accountability to integrate our fragmented systems of 
care. 
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The Future of State Mental Health Programs for the Chronic 
Psychiatric Patient in the Community 


BY ROBERT L. OKIN, M.D. 


The author explores the problems facing the chronic 
psychiatric patient in the community and discusses the 
response of federal and state governments to these 
problems. Errors of the past and present are 
delineated and corrective actions are suggested for 
the future. Finally, itis argued that if society is able to 
meet the challenge posed by the chronic psychiatric 
patient in the community it will simultaneously have 
setup mechanisms to solve the problems of other 
disabled and disadvantaged groups of people as well. 


THE PROBLEMS Of the chronic psychiatric patient in the 
community and the future role of the states in dealing 
with these problems are of critical importance for sev- 
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STATE PROGRAMS FOR CHRONIC PATIENTS 


however, continue to be discharged into communities 
that are unprepared to accept them, are actively hos- 
tile toward them, and are certainly unable to provide 
them with the comprehensive range of services they 
require. 

Many patients who had been institutionalized for 
years now find themselves living in low-cost rooming 
houses, rocking in front of television sets, and wander- 
ing the streets. The level of welfare payments, on 
which many chronic patients depend for their liveli- 
hood, is set so low by both the federal government and 
the states that they are often consigned to a life of ab- 
ject poverty. In no way am I implying, however, that 
community life is their first brush with poverty. Pover- 
ty characterized,their lives in institutions as well, but it 
was both less visible and, unfortunately, more readily 
tolerated by society because it did not directly affect 
the lives or property values of the ordinary citizen. 
Moreover, its most pernicious consequences were of- 
ten masked by the pseudoprotective characteristics of 
institutional life. Outside the institution, however, the 
poverty of the disabled patient is extremely visible and 
often manifested in poor nutrition, substandard hous- 
ing, and inadequate actess to transportation, work, 
and medical services. In fact, it is often the effects of 
the patient’s poverty, rather than his mental illness per 
se, that has become the salient feature of deinstitu- 
tionalization in those cases in which the process has 
miscarried. For many patients, then, the burden of 
poverty has been added to the burden of mental ill- 
ness, resulting in multiple episodes of decompensa- 
tion, reinstitutionalization, and discharge. Such is the 
shame of the states—individually and collectively. 

Poverty is not the only problem faced by the men- 
tally illin the community. Resources necessary to pro- 
vide aggressive outreach, aftercare, vocational reha- 
bilitation, and extended employment have never been 
sufficiently forthcoming to serve the many patients 
being released into the community. While patients are 
being released from the institution at geometrically in- 
creasing rates, resources for community services are 
being appropriated at a rate that is barely arithmetic. 
Far too little money has been provided by state and 
federal governments to undertake the kind of radical 
transformation of the mental health system that the 
deinstitutionalization process requires if it is to 
amount to apything more than a mere change in the 
locus of care. 


ECONOMIC AND BUDGETARY CONSIDERATIONS 


Initially, it had been thought that massive real- 
location of resources would inevitably accompany de- 
creased state hospital utilization, thereby reducing the 
mental health budget or at least permitting level fund- 
ing. In certain cases this was almost promised by men- 
tal health advocates in return for legislative and execu- 
tive support of the deinstitutionalization process. 
There developed, in consequence, a strange alliance 
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between mental health advocates and state budget di- 
rectors in which both advocated a reduction in state 
hospital utilization, although clearly for different rea- 
sons. As with most unholy alliances, this one ultimate- 
ly became unglued when it became clear that vast 
amounts of money were not to be immediately saved 
through the deinstitutionalization process. This was 
true for a number of reasons, outlined below. 

1. State hospitals initially lost their least disabled 
patients to the community. These were the patients 
who had worked at the institution, usually without 
pay, in the dietary service, laundry, on the grounds, 
and with the nursing staff, taking care of the more dis- 
abled patients. In short, the first patients to leave the 
institution in large number had essentially served as an 
unpaid labor force, which the institution then had to 
replace with paid staff in order to keep its operations 
going. The institution was then faced with the embar- 
rassing paradox of requiring more staff at the very time 
its patient census was decreasing. 

2. The problems cited in item | were compounded 
by a wave of right to treatment litigation, increasingly 
rigorous standards of hospital certification accom- 
panying federal financial support, and a change in the 
orientation of the institution from mere custody to ac- 
tive treatment. 

The combined result of these factors was an in- 
creased need for mstitutional resources, not a de- 
crease. For many patients who had been discharged 
into the community in the expectation that resources 
and services would follow them from the institution, 
the results of this miscalculation have been tragic. 

Given the difficulties of achieving significant real- 
location from a reduction in institutional census, many 
states have sought to close certain of their institutions. 
In this way, it was hoped, the monies historically tied 
up in the maintenance of the physical plant could be 
released for community services. This strategy may 
have made sense programmatically but has been diffi- 
cult to implement politically, for the institution over 
the years had become the source of major revenues to 
the surrounding towns and an important source of em- 
ployment. Legislators and town officials have opposed 
and will always oppose the commissioner of mental 
health when he attempts to close a particular institu- 
tion. This opposition will be joined by employees who 
depend on the institution for work. The commissioner 
will then be forced to choose between the most disad- 
vantaged of his patients and the most disadvantaged of 
his employees. Assuming he does succeed in actually 
closing an institution, the commissioner will find his 
plan for reallocation opposed by yet another force: the 
state budget director, who will often attempt to divert 
for other purposes the savings that accrue from institu- 
tional consolidation. A prior commitment from the 
governor and the ways and means committees must be 
obtained if these hard-earned savings are to be kept 
within the mental health system. 

Although the federal government is also under finan- 
cial pressure, this is in no way comparable to that of 
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the states. When one considers that the cost of one B-1 
bomber exceeds $93 million, it becomes clear that the 
issue before us is not an absolute lack of resources but 
rather the ways in which our national resources are 
being spent. The future of state mental health pro- 
grams will be grim indeed unless the states are able to 
force a radical shift in our national priorities. 


CMHCS AND THE CHRONIC PATIENT 


At a minimum, this will require a significant change 
in the direction of the CMHC program. Despite the 
findings that prompted the CMHC legislation in the 
first place. the community mental health statute has 
not until recently adequately focused on the needs of 
the chronically ill population. For example, residential 
services and vocational rehabilitation, both essential 
for the disabled patient, had not been considered until 
last year ‘‘essential services’? within the legislation. 
Influenced by this, and compounded by a lack of inter- 
est in the very disabled patient among many profes- 
sionals, CMHCs have often allocated only a small per- 
centage of their resources to the chronic psychiatric 
patient. Although the most recent version of the 
CMHC statute has been modified to include a require- 
ment that CMHCs provide services to the chronic pa- 
tient, no new monies were appropriated for this pur- 
pose. In addition, the programs of many CMHCs have 
been organized and delivered at the level of the feder- 
ally defined catchment area rather than neighborhood 
and town levels, so that many centers have been un- 
able to bring to bear on their disabled population the 
critically needed services of natural community care- 
givers such as the YMCA, the clergy, and the local 
housing authority. 

Aggravating the problem further has been the rela- 
tive isolation of the state hospital system from the 
community mental health system. The two systems, 
one operated by the state and the other influenced by 
the federal government, have not only been virtually 
divorced from one another but have competed actively 
for resources. The future requires the integration of 
these systems so that the CMHC screens those pa- 
tients at high risk for institutionalization, links them 
with their families during institutionalization, and pro- 
vides or arranges a comprehensive range of human 
services for those who require such services after dis- 
charge. 


[HE FEDERAL ROLE 


A discussion of federal financing and its effects on 
the future of state mental health programs must go 
beyond delineating the problems of the CMHC pro- 
gram, for the issue is much more complicated, as was 
noted by the Comptroller General of the United States 
In a recent report to the Congress on the subject of 
deinstitutionalization (1). In this very significant docu- 
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STATE PROGRAMS FOR CHRONIC PATIENTS 


ational authority for the medical system, the employ- 
ment situation, and the housing market. And yet some 
organizational entity at the state level must assume the 
responsibility for trying to influence these systems, 
even if it does not control them. In this sense, the role 
of the state mental health authority must shift from one 
of direct service to one of planning, integrating, sanc- 
tioning, monitoring, priority setting, and funding. It is 
the integrative role I am focusing on here, for unless 
the state mental health authority can influence those 
systems that it does not directly control, the disabled 
patient will not have access to the range of human 
services he requires. 

Finally, it must be said that many states did not ade- 
quately understand the radical nature of the changes 
that would be netessary for community care of the dis- 
abled citizen to succeed. The problems inherent in 
long-term institutionalization in large, antiquated, un- 
derstaffed state hospitals and state schools were so 
compelling that many states failed to appreciate the 
potential for problems in the community. It has be- 
come abundantly clear that an improvement in the 
quality of life for many of our clients does not occur 
automatically as a natural consequence of their dis- 
charge from the institution. Social isolation is possible 
in cities and towns as well as in institutions. Indeed, in 
many places such isolation, as well as outright hostili- 
ty, tends to be the rule rather than the exception unless 
aggressive measures are taken to prevent or deal with 
it. A fundamental transformation of community atti- 
tudes must be accomplished by the mental health sys- 
tem if the lives of our clients are to be enriched by 
discharge from the institution. Tremendous effort must 
be expended if the age-old ambivalence of our society 
toward the mentally ill and mentally retarded is not to 
reassert itself. Many of the same anxieties and fears 
that prompted exclusion from the community in the 
first place remain powerful today and must be altered 
if the real goal of community services 1s to be realized. 
Such a change in attitudes cannot be effected primarily 
by staff. Only citizens and legislators providing a kind 
of moral leadership in their own communities can real- 
ly accomplish this mission through education, per- 
suasion, and active struggle. Unless this alteration of 
community attitudes is successful, our clients will feel 
more isolated and alone in their new neighborhoods 
than they did in their old institutions, despite the serv- 
ices whichenfay be afforded them. If this occurs we will 
have failed our disabled citizens miserably. Only the 
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form and not the substance of their problems will have 
been changed. 


CONCLUSIONS 


Clearly, the states and their legislators are facing an 
enormous challenge. Success in meeting this challenge 
will necessitate 1) an organized effort on the part of the 
states to influence the federal government’s respon- 
siveness to the chronic psychiatric patient, 2) an in- 
fusion of new resources, 3) a radical transformation in 
the pattern of financing to permit funding of the least 
restrictive and most normalizing types of settings and 
services, 4) an integration of the mental health system 
with other human service systems, 5) a decentral- 
ization of services to the level of the neighborhood and 
town, 6) a more vigorous utilization of the natural 
caregivers which exist only at these levels, and 7) an 
increased emphasis on the role of citizens and legisla- 
tors, who ultimately have the greatest ability to alter 
community attitudes and thereby reduce the extent of 
the hostility which often greets the disabled patient 
when he returns to the community. 

The nation’s success in solving these problems will 
have vast implications for the solution of similar prob- 
lems faced by other disadvantaged groups—certain el- 
derly people, the mentally retarded, people with se- 
vere physical handicaps, and people who have been 
deprived by virtue of extreme poverty. If the states, 


. their legislators, and commissioners, as well as the 


federal government, are able to meet the challenge 
posed by the chronic psychiatric patient, it is likely 
that they will simultaneously have set up mechanisms 
to solve the problems of these other groups as well. 

It is not an exaggeration to say that the chronic psy- 
chiatric patient challenges not only the mental health 
system and the human service system of the states but 
the very structure of our society—its behavior, values, 
and beliefs. It has been said that a society can be 
judged by the way it treats its least fortunate members. 
Will the states’ response to the chronic psychiatric pa- 
tient stand up to such judgment? 
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Private Practice of Psychiatry: Future Roles 


BY ZIGMOND M. LEBENSOHN, M.D. 


Psychiatrists in private practice have contributed 
more to treating the mentally ill in America than is 
generally known. The private practice sector may be 
viewed as a massive national outpatient and inpatient 
service for the mentally ill. The impact of national 
health insurance on the future character of the 
private practice of psychiatry and the thorny problems 
to be resolved are discussed and compared with the 
experiences of England, the Soviet Union, and China. 
Future trends will most likely include increased 
emphasis on adjuvant techniques, greater emphasis 
on resident training in general psychiatry, briefer 
forms of therapy, and psychiatry’s return to the 
medical model. 


Alas for those that never sing 
But die with all their music in them! 


—Oliver Wendell Holmes. “The Voiceless” 


PSYCHIATRISTS in private practice have had a singular 
ineptitude for telling their story. In spite of their major 
contributions to the efficient delivery of mental health 
care to a substantial segment of the population, their 
achievements have gone largely unsung. The reasons 
for this are multiple and complex. Most psychiatrists 
in the private sector are so swamped by their clinical 
responsibilities to their patients that they have little 
time or energy to compile statistics, write about what 
they are doing, or mount a campaign to quantify their 
results. They are characteristically a hard-working, 
dedicated group who devote 90% of their time to treat- 
ing their patients, a task that is often exceedingly de- 
manding. Thus they tend to be ineffective spokesmen 
for their cause. Possibly as a result of all these factors, 
psychiatrists in private practice have been called ‘‘an 
endangered species’ by critics from both within and 
outside the profession, and they well may ‘‘die with all 
their music in them.” 

It was not until 1968 that the American Psychiatric 
Association finally recognized the need for a study of 
private psychiatric practice in the United States and 
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PRIVATE PRACTICE 


HIGHLIGHTS OF THE KENTUCKY SURVEY 


According to the survey of mental health needs in 
Kentucky conducted in 1970, the private practicing 
psychiatrists of that state treated approximately 12,300 
people. The APA task force report concluded that pri- 
vate psychiatrists treated nearly one-half of all persons 
who received psychiatric treatment that year. The re- 
port went on to say, 


The private practice segment of the profession in Ken- 
tucky is the largest component of the state’s mental health 
delivery system. This finding quite possibly may be appli- 
cable to the nation as a whole. .. . It is useful to picture 
the private practice sector of psychiatry as a massive na- 
tional outpafiené and inpatient service for the mentally ill, 
and one that meets the service needs of about half of all 
emotionally disturbed persons who seek professional 
help. (1, pp. 15, 27) 


Sharfstein and associates (3) point to ‘‘the statistical 
hazards inherent in projecting findings from a single 
state to the nation as a whole ...’’ and show that 
‘more modest claims regarding the role of the private 
practice sector of psychiatry might be more appropri- 
ate even in the state of Kentucky... .’’ Statements in 
the report and the critical rejoinder by Sharfstein and 
coworkers point out the futility of such comparisons 
between the private and public sector: the situation is 
not an ‘‘either-or’’ one, and it seems clear that we 
must end with a viable mix of the best of both systems. 


HIGHLIGHTS OF THE JIS SURVEY ON PRIVATE 
PRACTICE 


It will not come as a surprise to most psychiatrists 
that the JIS survey reported that one-to-one psycho- 
therapy is the dominant modality used by the vast ma- 
jority of psychiatrists in private practice, although a 
substantial number occasionally combine it with adju- 
vant techniques such as group, conjoint, or family 
therapy. The use of these other techniques tends to be 
more widespread among child psychiatrists and gener- 
al psychiatrists than it is among psychoanalysts. Mar- 
mor, in his commentary, regretted this tendency 
among analysts and urged greater flexibility in the psy- 
choanalytic sector for the greater benefit of patients. 

As might ke expected, the added use of small-sys- 
tem modalities, with chemotherapy when indicated, 
seemed to shorten the course of treatment. With the 
imminence of some type of national health insurance 
and its understandable emphasis on the cost-benefit ra- 
tio, pressures will be exerted on psychiatry to use 
these less expensive methods. 

The number of patient visits per year in the JIS sur- 
vey appears to be significantly higher than in the Ken- 
tucky survey. The JIS survey reported an average 
number of psychotherapy visits per year for non- 
analytic patients of only 38, and the figure was even 
lower for those receiving adjunctive chemotherapy. 
The average number of visits per year for analytic pa- 
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tients was 140. Although Senator Kennedy in his com- 
mentary said he was ‘‘personally convinced that this 
therapy (psychoanalysis) is the best medical science 
can offer to many patients who are in deep need of 
treatment,” he made the shrewd observation that 


the average cost of a year’s analysis (at 140 visits) today 
would be over $6,000. In face of this very high cost, it is 
distressing to note the relatively limited attention being 
given in private psychiatric practice to group and other 
treatment modalities that hold apparent promises for more 
efficient, less costly treatment... . Finally, grave prob- 
lems remain with respect to equity. If we were to im- 
plement a comprehensive National Health Insurance Pro- 
gram tomorrow . . . we would be asking the 80% of Amer- 
ican families whose earnings are under $20,000 a year to 
pay the Jion’s share of the cost of a health care service 
which is rendered by and large to individuals in families 
whose incomes are over $20,000 a year. Moreover, we 
would be asking black families to pay taxes for services 
only 2% of which go to blacks. And, of course, we would 
be asking residents of areas of the country which have few 
psychiatrists available to help pay the bill for other areas 
of our nation where help can be more easily obtained. (2, 
pp. 150-152) 


Marmor is quite properly concerned by the double- 
edged nature of overfrequent sessions. Most general 
psychiatrists would agree that most patients treated on 
the average of once a week do every bit as well as 
those seen 3 or 4 times per week. He emphasized that 
it is not the frequency of therapy that is the crucial 
determinant but rather its duration. Franz Alexander’s 
observation (4) that high frequency of sessions may be 
antitherapeutic and even lead to excessive depend- 
ency on the therapist has been made many times (be- 
fore and since) by seasoned psychiatrists who sense 
this danger and take steps to wean the patient from this 
unrealistic type of support before it is too late. 

Whether analysts would see their patients more fre- 
quently if all visits were covered by a health insurance 
scheme may be open to question. If they did so it 
might raise very serious ethical, technical, and fiscal 
problems. In this connection Marmor refers to some 
recent data collected by the late Dr. Louis Reed, com- 
piled from the Blue Cross/Blue Shield plan for federal 
employees, which pays 80% of psychiatric fees above 
a $100 annual deductible. Reed found that in 1973 in 
the Washington, D.C., metropolitan area, psychiatric 
patients with charges of $5,000 or more for that year 
constituted only 3% of all persons with supplemental 
mental health charges but incurred 19% of the total 
charges for mental illness. For the United States as a 
whole it was found that 2% of persons (all or most of 
whom were presumably in analysis) accounted for 
17% of the charges. 


COST OF PRIVATE AND PUBLIC SERVICES 


Because of the time-consuming nature of one-to-one 
therapy, the cost per unit of service is high, and the 
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patient faces a serious financial burden, especially if he 
is not covered by some form of insurance. This gives 
rise to much loose talk about high fees and fat incomes 
enjoyed by psychiatrists. However, the AMA reported 
that psychiatry ranks next to last among 8 specialties 
in yearly net income. Only pediatrics ranks lower. 

The difficulties of making a meaningful comparison 
between costs of one hour's therapy by a private psy- 
chiatrist and by a psychiatrist in a CMHC were clearly 
presented by Sharfstein and associates (5). The JIS 
median cost figure for therapy by a psychiatrist was 
$35 an hour in 1973. Data from 53 CMHCs in 1974 in- 
dicated that the cost of one hour's psychotherapy by a 
psychiatrist in a CMHC ‘‘could be approximated at 
$45 per hour” (5). The CMHC estimates ranged from 
$20 to $70 an hour. Again, we see an example of the 
futility of comparisons between apples and oranges, 
which benefit no one. 


ATTITUDES OF PRIVATE PSYCHIATRISTS 
TOWARD NATIONAL HEALTH INSURANCE 


American psychiatrists have traditionally been more 
liberal politically than doctors in most other branches 
of medicine. Although no individual poll can be cited, 
it is my impression that most psychiatrists feel that 
some form of national health insurance is inevitable; 
most of them hope, as does their parent organization, 
the APA, that mental illness will have equal coverage 
with other illnesses under any form of NHI. Most psy- 
chiatrists of my acquaintance in private practice have 
a rather fatalistic attitude toward the possible advent 
of national health insurance. Perhaps they are lulled by 
the fact that most of them have full practices and their 
patients seem to be satisfied with their services. This 
may explain the results of a 1973 Harris poll which 
showed that even though confidence in all institutions 
was declining, the American public still had a higher 
degree of confidence in medicine as a profession than 
in such institutions as higher education and the mili- 
tary. All of this suggests that the American public 
trusts its own doctors and may not be as dissatisfied 
with the present system of medical care as is so often 
reported. 

It is also my impression that most private practition- 
ers would tend to agree with Eli Ginzberg’s observa- 
tion that 


the shortcomings and defects of the health care system 
are not likely to be cured by national action alone. The 
problems of access, availability, and quality of care are 
not likely to be solved through national legislation and 
administrative action because of the tremendous variabili- 
ty and the distribution of resources among and within 
regions and small areas of the country. The only way 
a national solution might work is if the entire system 
were under total government control—doctors, hospitals, 
patients. Yet even in Yugoslavia and Bulgaria, which have 
such systems. I have found that access, availability, and 
quality are a long way from being assured to the entire 
population. (6. p. 18) 
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PRIVATE PRACTICE 


case in the Soviet Union. It is doubtful, for example, 
that any private practice exists there today. Some ob- 
servers have commented astutely that the reduction or 
elimination of prostitution, drug addiction, unemploy- 
ment, begging, abject poverty, starvation, venereal 
disease, and crime, and the general improvement in 
public health that has occurred since the ascendancy 
of Chairman Mao have done more for the mental 
health of 800 million Chinese than the efforts of all the 
world’s psychiatrists and mental hygiene movements 
put together. Perhaps so, but most of us who livein 
Western democracies would consider the absolute and 
total conformity to a monolithic political system too 
high a price to pay. The example of China, however, 
points up the, truism that shapes the future form of the 
practice of medicine in any country—namely, that any 
system of medicine exists at the pleasure of the society 
it serves. Society giveth and society taketh away. Po- 
litical systems such as ours, which permit a diversity 
of medical practice, may be more inefficient at times, 
but their great strength lies in the freedom given to the 
human mind to develop new and better methods to 
serve the sick. In this freedom lie both the warning and 
the challenge to the private practice of any profession, 
including psychiatry. 


FUTURE TRENDS 


It is my firm conviction that the private practice of 
psychiatry in the United States will not only survive 
but will continue to flourish. Fewer psychiatrists will 
be going into solo practice, probably because of its 
special stresses, and more psychiatrists will be enter- 
ing some form of group practice. Third-party coverage 
for psychiatry will continue to increase both in the 
numbers of those covered and in the psychiatric bene- 
fits provided. This is especially true of outpatient visits 
to a psychiatrist’s office. Most health plans, as well as 
NHI (when it arrives), will have limits on the number 
of visits per year, which number may well correspond 
to the average of 46 found in the JIS survey for all 
patients (analytic and nonanalytic). Whether the limi- 
tation is placed on the total number of visits or on the 
dollar value of these visits, such a step is sure to influ- 
ence mightily the character of psychotherapy in Amer- 
ica. My own feeling is that this influence, when it 
comes, will put psychiatrists on their mettle to develop 
more efficient and briefer forms of psychotherapy, 
which will most likely involve the greater use of ad- 
junctive methods such as chemotherapy and group 
therapy. People with emotional problems will continue 
to seek out private psychiatrists when that is the most 
appropriate step to take. Peer review will exert its in- 
fluence on all aspects of practice, and ways will be 
found to circumvent one of the serious problems at- 
tending such review, namely, the erosion of patient- 
doctor confidentiality. The second problem that has al- 
ready emerged from peer review will be more difficult 
to counter. I refer to the tendency to conformity. This 
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tendency could well stifle development of innovative 
treatment methods and encourage mediocrity, to the 
detriment of the patient’s health. In spite of all these ` 
problems, psychiatrists’ schedules will continue to be 
filled even though their income may be somewhat less; 
they will still be able to live comfortably while pur- 
suing their chosen field. 


Changes in Psychiatric Education 


Medical schools and psychiatric residency training 
programs will slowly but surely begin to pay more and 
more attention to training residents for the general 
practice of psychiatry. This means placing a greater 
emphasis on the medical model and the biological 
roots of psychiatry. Gerald Klerman (8) recently listed 
the current hierarchy of psychiatric therapies in de- 
scending order as follows: 1) insight therapy, 2) sup- 
portive therapy, and 3) pharmacotherapy. He then 
added that ‘“‘the degree of involvement of the profes- 
sion in these three therapies is in inverse proportion to 
the proven evidence of their effectiveness.” It is now 
high time that the profession, and particularly psychi- 
atric residency training programs, recognize this im- 
portant fact and revise the curriculum accordingly. I 
believe it is inevitable that they will do so. 


Group Therapy 


J anticipate a sharp increase in the use of group ther- 
apy in private practice. The indications and con- 
traindications for this specialized approach will be 
sharpened and new techniques will be developed. The 
group therapy movement will become more solidly en- 
trenched in American psychiatry, and some of the 
‘‘far-out’’ methods will fade into oblivion. The reasons 
for the phenomenal growth of group therapy in the last 
decade are complex, but certainly the economics of 
reaching larger numbers with limited personnel is one 
of them. Aside from that, group therapy will continue 
to fill a very real need in the lives of thousands of un- 
happy, lonely people living in our overcrowded urban 
centers. For these maladjusted people who have had 
so much difficulty in establishing satisfying inter- 
personal relationships, group therapy will continue to 
be the treatment of choice. 


Social Psychiatry Versus the Medical Model 


Psychiatry, frustrated by its flirtation with sociolo- 
gy, will return firmly to the medical model, from which 
it should never have strayed. Some will choose to call 
it the ‘“biopsychosocial’’ model, a term coined by Eng- 
el (9), which includes the biomedical, psychological, 
and sociological aspects of all illness. Engel points out 
the dangerous dogmatisms of the biomedical model 
when it is adhered to with fanatic singlemindedness. 
However, the medical model, as I use that term, ts 
broad enough to include the psychological, social, and 
biological factors that may be present in any illness, 
and the future will see its reemergence not only in the 
medical school but in the private practice of general 
psychiatry. 
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Will Community Mental Health Survive in the 1980s? 


BY STEVEN 5. SHARFSTEIN, M.D. 


There are now 675 funded community mental health 
centers (CMHCs), covering almost half the country. 
Many of these programs were funded in the social 
optimism of the 1960s and now face a crisis of purpose 
and funding. Additional requirements imposed by the 
1975 amendments to the CMHC act are not matched 
by additional fiscal resources. Programs are 
graduating from the federal grant to find that other 
sources of funds, especially third-party insurance 
funds, are not replacing the lost federal dollars. There 
is evidence that CMHCs are changing from clinical! 
medical programs to social programs; the numbers of 
persons seeking care who have diagnosable mental 
illness and of psychiatrists and nurses relative to other 
staff are decreasing. The issue is whether CMHCs as a 
national program are headed for extinction or whether 
there will be new vitality for this program into the 
1980s. 


IN THE GENUS of social programs called human serv- 
ices, a species Known as the federally funded commu- 
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COMMUNITY MENTAL HEALTH IN THE 1980s 


federal support. Much of this support has come from 
state and local funds and service receipts for older cen- 
ters, with state, local, and third-party funding being a 
limited source of funding for centers in the initial years 
of existence. 

The initial expectations of the new program were 
very high. Its success, although variable, was on the 
whole evaluated as satisfactory (1, 2) It managed to 
survive the dark ages of the Nixon-Ford years, which 
attempted to phase out the program on the basis that it 
was `a successful demonstration’’ and should there- 
fore be picked up entirely by state, local, and private 
resources without any federal ‘‘seed money.” It was 
the Congress that provided the impetus for its contin- 
ued survival ¢hrgugh Public Law 94-63, which clearly 
stated in its preamble to Title III that 


the Congress finds that community mental health care is 
the most effective and humane form of care for a major- 
ity of mentally ill individuals: the federally funded com- 
munity mental health centers have had a major impact on 
the improvement of mental health care by (a) fostering 
coordination and cooperation between various agencies 
responsible for mental health care, which in turn has re- 
sulted in a decrease in overlapping services and more effi- 
cient utilization of available resources, (b) bringing com- 
prehensive community mental health care to all who need 
care within a specific geographic area regardless of ability 
to pay, and (c) developing a system of care which insures 
continuity of care for all patients and thus our national 
resource to which all Americans should enjoy access. 


Through P.L. 94-63, Congress provided for the surviv- 
al of a Great Society” program while many others 
perished. However, in its enthusiasm for this species 
of social and medical programming Congress may 
have created a modern day dinosaur, a huge and com- 
plex organism that requires nutrients which, from a 
Darwinian perspective, far exceed the capacity of the 
environment to sustain its existence. 

From 5 essential services the comprehensive con- 
cept was expanded to 12 essential services. In addition 
to the original 5 services, P.L. 94-63 now requires 
services for children and the elderly, for persons with 
alcohol and drug abuse problems, and for the *‘deinsti- 
tutionalized’’ populations through the triad of sereen- 
ing, follow-up, and transitional living arrangements. 
Congress also added a number of compliance or ac- 
countabilify features designed to promote the accessi- 
bility and acceptability of the services provided. Re- 
quirements regarding the governing body, quality as- 
surance, meeting certain cultural sensitivities, using at 
least 2% of the budget for evaluation, complying with 
the provisions of the law in i year and converting to 
the 12 services in 2 years, and implementing multiple 
reporting systems required by the federal government 
impose a significant and continuing management bur- 
den on CMHCs. 

Additional pressures from state and local govern- 
ments and from the private sector to provide data and 
to meet certain standards create a situation in which 
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the CMHC is not only expected to be all things to all 
people but to document that happy status regularly 
and in great detail to a variety of audiences. 


BUDGETARY SHORTFALLS 


The idealism and competence of the program-orient- 
ed ‘‘authorizing’’ Congressional committees is not 
matched by the budget-oriented ‘‘appropriating’’ com- 
mittees. Funds were appropriated at lower levels than 
authorized. For 5 of the 6 grant mechanisms under 
P.L. 94-63, funds made available by Congress were 
60% below the authorized amounts; for a sixth grant 
mechanism, there was no appropriation. In each fund- 
ing category in 1976, the first year of experience with 
the new law, there was a shortfall of funds leading to 
an impressive backlog of approved but not funded 
grants. The high number of projects recommended for 
approval but unfunded (123) amounted to $37.3 million 
in fiscal year 1976. At the end of FY 1977 the approved 
but unpaid account amounted to $37.8 million. If Gen- 
eral Motors had to face the same backlog of orders for 
automobiles it would rapidly be replaced by a com- 
petitor, or a new mode of transportation would be in- 
vented! Those centers that have gotten funds have re- 
ceived less than the amount necessary to sustain cost- 
ly clinical care—a full range of emergency, diagnostic, 
treatment, and follow-up services. 

As of June 1978 it 1s estimated that there are 675 
funded CMHCs. Sixty of these are alumnae of the fed- 
eral CMHC programs, i.e., programs that have gradu- 
ated from all forms of federal support and have not 
received any additional support from P.L. 94-63. An 
additional 329 are still being funded through the old 
limited staffing program, with no P.L. 94-63 funds in- 
volved, but they were expected to comply by August 
1978 with the requirement of expanding to 12 essential 
services and the other P.L. 94-63 requirements for ac- 
countability. Without additional funds they might be- 
come ‘‘dropouts’’ from the federal program. Further, 
there remain over 800 unfunded catchment areas in the 
country. Today it is no wonder that there is cynicism 
based on the gap between the grand expectations of 
the federally funded community mental health center 
and the reality in the community, with massive unmet 
needs and budget shortfalls. 


SOCIAL OR MEDICAL PROGRAMS? 


One potential major source of funds for CMHC sur- 
vival is health insurance. However, health insurance is 
based on an “‘illness’’ or ‘medical’ model and the 
trend in CMHCs seems to indicate a shift away from 
the clinical or medical approach toward a ‘‘social’’ 
model. Trend data show a shift in diagnosis from 1970 to 
1974. Almost 20% of all additions to CMHCs in 1970 
carried a diagnosis of depressive disorders. This cate- 
gory dropped to 13% in 1974. For schizophrenia the 
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shift from 1970 to 1974 was from 19% to 11%. During 
this same 5-year period diagnoses of “social malad- 
justments™ increased from 4.6% to 20%. 

Complementing this diagnostic shift is a shift away 
from medical practitioner staff, In 1970 there were 6.8 
average full-time equivalent psychiatrists per commu- 
nity mental health center; in 1975, there were 4.3. The 
number of registered nurses decreased from 9.7 full- 
time equivalents per CMHC in 1970 to 8.9 in 1975. 
During the same period the numbers of psychologists 
increased from 4.9 full-time equivalents per CMHC to 
8.5 and social workers from 9.1 full-time equivalents to 
BLON 

Even for diagnosed mental illness, there is great dif- 
ficulty in obtaining third-party coverage. Extra restric- 
tions are enforced on reimbursement for psychiatric 
services in the Medicare and Medicaid programs and 
in most private health insurance programs. There are 
four types of restrictions in Medicare and Medicaid. 
First, no CMHCs are certified as providers under 
Medicare, and many states exclude CMHCs from pro- 
vider status under Medicaid. Second, there is great 
variation in the eligibility of patients even when 
CMHC services are covered under Medicaid. For ex- 
ample, many poor patients seen in a CMHC are ineli- 
gible for Medicaid because Medicaid eligibility is tied 
to certain welfare categories rather than income. 
Third, benefits are limited and are often discriminatory 
toward the mentally ill, e.g., the limitation on the 
amount Medicare will pay for outpatient psychiatric 
care. Fourth, reimbursement, even when available, of- 
ten does not fully cover the cost of services to Medi- 
care and Medicaid eligible patients. Therefore, 
CMHCs remain on the periphery of third-party financ- 
ing. 

Although CMHCs improve their third-party status 
as they get into their sixth, seventh, and eighth years, 
this source still represents a relatively small source of 
support and cannot be expected to generate the fund- 
ing necessary for comprehensive services that are 
closely coordinated with other social and medical 
agencies in the community. Health insurance does not 
pay for the time spent on the telephone, traveling be- 
tween appointments, or consulting, 1.e., meeting with 
school personnel, the police, social agencies, and deal- 
ing effectively with multi-problem families and highly 
disturbed individuals. It then is up to the state to pro- 
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Mental Health Care Delivery Systems: Discussion 


BY BORIS M. ASTRACHAN, M.D. 


THE PAPERS by Lebensohn, Okin, Sharfstein, and 
Morrill taken together present an overview of the 
treatment systems in which the work of our profession 
is performed. Much has been made of claims of frag- 
mented or nonexistent delivery systems, but these pa- 
pers demonstrate that within a number of different sec- 
tors, patients are receiving concerned clinical care. In 
all of the papers, the medical roots of psychiatry are 
evident and the goals of practice are emphasized: to 
prevent disease and disability when the knowledge 
base is adequate; to treat or to consult as to treatment 
in the face of disease or disorder; to cure when pos- 
sible, to care always; and to identify disability and 
through the use of psychosocial interventions to re- 
store functioning. ° 

Psychiatry is represented as a bridging discipline, 
with important concerns about physical as well as 
mental health, and with required interaction with seg- 
ments of the human services and social welfare sys- 
tems. The four treatment systems clearly differ in the 
extent to which they encompass and/or interact with 
social welfare systems. To some extent, this reflects 
the nature of the patient population with whom each 
system is most concerned. 

The private mental health care system revolves 
about the efforts of the individual practitioner. To a 
significant extent, changes in insurance practices have 
democratized access to private care. Currently serv- 
Ices in this sector are available and used by members 
of the working class as well as the more affluent. An 
organized treatment system that integrates inpatient 
and outpatient activities is not required; as Lebensohn 
notes, the individual practitioner can provide for conti- 
nuity of care. In this sector the greatest proportion of 
the practitioner’s time is spent in providing direct clini- 
cal service. 

The great strength of this system is paradoxically its 
most serious weakness. The usual form of practice is 
that of the*isolated individual clinician responsible for 
and to his patients. Individuals with complex medical- 
psychiatric-social problems demand much time and as- 
sistance just to provide them with adequate entry into 
care. This is particularly true for those who are both 
fiscally deprived and psychologically disabled. These 
individuals are not well represented among patients in 
the private sector. 

Okin speaks clearly for the needs of the destitute 
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severely mentally ill. The state hospital system and 
those receiving services from It have often been deval- 
ued by society and their requirements neglected. Okin 
clearly points to our responsibility to provide for the 
chronically mentally disabled. He identifies not only 
the importance of medical and rehabilitative forms of 
care but also the social welfare needs of this patient 
population. l 

Within community mental health centers, clinical 
and social welfare goals have at times become con- 
fused. Sharfstein articulates the differing goals and 
processes in human services and in clinical settings 
and raises questions about the direction in which the 
CMHC movement will progress. At one point it had 
been hoped that combining clinical and social welfare 
services would in fact provide for more comprehen- 
sive care for individuals in greatest need. As Sharf- 
stein notes, this usually has not happened within com- 
munity mental health centers and too frequently the 
chronically ill have not been served. 

Morrill identifies an important role for psychiatry in 
multidisciplinary group practices or in HMOs. The 
psychiatrist consults to other practitioners (particular- 
ly to generalists) and to other health professionals, as- 
sisting them in the management of relatively routine 
emotional problems and with some of the emotional 
complications of physical illness. The practitioner is 
also available to deal with the more difficult clinical 
cases directly. The health center serves as a locus in 
which medical care is emphasized but in which con- 
nections are directly available to mental health, reha- 
bilitative, and social welfare systems. 

In speaking to the future of health delivery systems, 
all of the authors identify the importance of fiscal con- 
siderations in defining organizational structures. As 
Okin notes, our patients have been discriminated 
against in provisions of Medicare and Medicaid and if 
such discrimination persists and is reified in whatever 
form of national health insurance is enacted, our pa- 
tients will suffer and our treatment systems will be in- 
competent to make up for that suffering. 

We do not anticipate that out of these differing sys- 
tems any single monolithic one will be formed. How- 
ever, legislated regulatory forces probably will in- 
creasingly insist upon better coordination of govern- 
mentally funded services. In particular, voluntary 
hospital, state hospital, and community mental health 
center services can be expected to be required to com- 
plement rather than compete with one another. To 
some extent, we already see general hospital services 
interacting with government-sponsored ones, either 
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directly as part of CMHCs or, increasingly, as a pre- 
ferred setting for the initial hospital treatment of those 
with insurance coverage. 

Currently, each of the described treatment systems 
has its own unique advantages and limitations. Each 
performs some aspects of patient care most efficiently. 
The problem for psychiatry as well as for the rest of 
medicine is how to stimulate organizational systems to 
provide excellent care for individual patients without 
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A Comparison of Depression and Physical Illness in Men and 


Women 


BY MELVIN L. SELZER, M.D., MARIA PALUSZNY, M.D., AND ROBERT CARROLL, M.D. 


A limited self-rating depression scale given to male 
and female factory workers indicated that subclinical 
depressive symptoms were correlated with visits to the 
factory health service for females and with 
absenteeism from work for males. In general, the 
females acknowledged more depression symptoms. 





IN RECENT YEARS there has been much research on 
various aspects of depression. Studies on the psychol- 
ogy, epidemiology, sociology, and neurobiology of de- 
pression are prominent in the psychiatric and related 
literature. Studies of subclinical depression are less 
frequent. We were interested in assessing a normal’ 
population to determine 1) the extent of depression in 
such a sample, 2) the possible correlation between de- 
pression and physical illness, and 3) possible sex dif- 
ferences in respect to these and other variables. 


METHOD 
Sample 


The sample consisted of blue collar workers in a 
small rural factory where the males and females had 
identical occupations and similar backgrounds. Of 200 
workers asked to participate, 159 responded to the 
first quesflonnaire (84 females and 75 males). Of these, 
114 also took the second test (61 females and 53 
males). There was a wide age range, 16-52 years, with 
a mean age of 28 years. Educational levels of the sub- 
jects ranged from seventh grade to 1 year of college. 


When this study was done, Dr. Selzer was Professor, Department of 
Psychiatry, University of Michigan Medical School, Ann Arbor, 
Mich., where Dr. Paluszny is Associate Professor and Dr. Carroll 
was a medical student. Dr. Paluszny is also Clinical Chief, Institute 
for the Study of Mental Retardation and Related Disabilities, Uni- 
versity of Michigan. Dr. Selzer is now in private practice, 6967 
Paseo Laredo, La Jolla, Calif. 92037. 


Measurement—the SDS 


The Zung Self-Rating Depression Scale (SDS) (1) 
was used to assess the degree of depression. The SDS 
has been criticized by some researchers (2), but with 
the following minor modifications it served our pur- 
pose. First, before the test, we gave the following spe- 
cific Instructions to our subjects. ‘‘Answer all ques- 
tions as they apply to you. If you feel an answer should 
be ‘none of the time,’ check the space ‘a little of the 
time’; if you feel an answer should be ‘all of the time,’ 
check ‘most of the time.” ° We felt these instructions 
would allow us to compare our data with other studies 
using the SDS while reducing the number of questions 
left unanswered. Second, we added 4 questions (items 
21-24): 1) I feel sad, 2) Things I try seem to go right, 3) 
I usually get what I deserve, and 4) I feel I get a raw 
deal out of life. These items were added to elicit addi- 
tional data on depressed affect and self-esteem (num- 
bers 1 and 2, respectively) and resentment (numbers 3 
and 4). 


Procedure 


In order to assess the relationship between depres- 
sion and physical illness, we correlated the SDS with 
absenteeism and visits to the plant health service (cat- 
egorized as visits for injury or for illness). 

The SDS was administered at the factory by a medi- 
cal student. There was a 38-day interval between the 
two testing periods. The health records for the 38-day 
interval and for the 38 days before the first test were 
checked for health-related absenteeism for visits to the 
plant health service. The workers were told that all re- 
sponses were confidential. The testing procedure took 
15 minutes and subjects were paid $1.50 for filling out 
the questionnaire. 


RESULTS 


We found that females showed more depressive 
symptomatology than males at both SDS rating peri- 
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TABLE 1 
Comparisons of Illness Behavior by Sex* 


Females (N=61) _ 


IIness Behavior Mean SD 
Absences 

Period 1- 2.14 3.73 

Period 2 1.88 3.13 
Visits to health 

service for illness 

Period | 2.20 2.74 

Period 2 2.05 2.54 
Visits to health 

service for injury 

Period | 0.66 1.25 

Period 2 0.82 1.40 


Period 1=38 days immediately preceding the first SDS, and period 2=38 days between the first and second SDS. 


TABLE 2 
Correlation Matrix of illness Behavior with Depressive Symptoms 
Males 
IIness Behavior Test ] Test 2 
Absences 
Period | 39° 39% 
Period 2 01 .00 
Visits to health 
service for illness 
Period | 06 .92 
Period 2 „10 — .05 
Visits to health 
service for injury 
Period |] — 08 .05 
Period 2 .19 -10 


Significant correlations (p< .05). 


ods. On an item-by-item basis, females reported signif- 
icantly more symptomatology on 9 items, whereas the 
males did not score significantly higher on any item.! 

The females also showed more illness behavior, as 
indicated by work absences and by visits to the health 
service (see table 1). However, not all of these dif- 
ferences were significant. The most clearly significant 
finding was that females had more illness-related visits 
to the health service. Visits to the health service for 
injuries were Slightly but nonsignificantly higher for fe- 
males. Absenteeism was higher for females but the dif- 
ference was significant only in the first 38-day period 
(before the first SDS administration). 

There were interesting sex differences in correla- 
tions between depressive symptoms and illness behav- 
ior. In males, depressive symptomatology was posi- 
tively correlated with absences from work in the first 
period. No such correlation was found for females in 
either period. Females did show a positive correlation 
between depressive symptomatology and visits to the 
health service for illness in both periods (see table 2). 


'A table comparing individual test scores is available from the au- 
thors on request. 


_ _ Males (N=53) __ 


Mean SD 
0.90 1.76 
}.14 3.47 
0.20 0.60 
0.36 0.76 
0.44 1.75 
0.54 1.19 


E Females 
ewes _ Test 2_ 
.02 .12 
ME es — 02 
24" ty 
24 .28* 
.O] — 05 
.02 — 02 

DISCUSSION 


In this study the female subjects re» 
cantly more depressive symptoms thii 
terms of total scores and scores for 9 irc} 
Our data do not enable us to determin, 
represents a quantitative difference : 
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Difference 


1.24 
0.74 


r 
PN m- f` s- 


symptoms, a greater willingness on the j: i| 
to report their symptoms, or a difference 1 
which the sexes view their symptoms. 


sex as a source of heterogeneity ina mi:i . ` 
vey, Blumenthal (3) stated, “Men are ex9 . 


-r 


their troubles silently while women :° % 


complain. When a woman weeps or Nas « 
says She isn’t feeling well, she is behavis «` 


~ 


turally accepted framework, while 2 :~ 
same behavior is not. It seems logica, 2 


man makes similar complaints on a s'i 


list, such complaints are indicative ct 

problems than those of women.” Blur > 
that it was therefore ‘‘unreasonable tore 
cal scores for the two sexes.” This + 2 
consideration in studies like ours, wher: : 
measures are based primarily on the ixl « 


ingness to recognize or report his/her s, it: 


— 
r 
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Our findings that females consistently exhibited 
more illness behavior than males is in accord with the 
conclusions of other investigators (4-6) and repre- 
sents; in part, a greater readiness for self-referral. The 
importance of this factor has been reported elsewhere 
(7) and is alluded to by Blumenthal in the above quota- 
tion. 

When the relationship between reported depressive 
symptoms and illness behavior was examined, females 
showed significant correlations only for one test ad- 
ministration and visits to the health service in the pre- 
vious 38 days. Males, on the other hand, showed sig- 
nificant correlations for depressive symptoms and ab- 
senteeism for the same period. In all cases the 
manifest form of illness behavior was exhibited before 
the symptoms Were reported on the questionnaires. 
Therefore, it is possible that illness behavior reflected 
symptomatology that had been present for several 
weeks or longer. 

The ways in which males and females exhibit illness 
behavior related to their symptoms deserve special 
consideration. Females tended to visit the plant health 
service and complained of functional symptoms 
(‘‘headache,”’ ‘‘don’t feel good,” ‘feel tired’’). Rarely 
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did they complain of illness with objective findings. 
Social pressures in the form of taboos deny men this 
form of illness behavior. Therefore, it is possible that 
absenteeism is a form of illness behavior in men. This 
may account for the fact that absenteeism was the only 
manifestation of illness behavior significantly related 
to depressive symptoms in men. 
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Blind Ratings of Mother-Infant Interaction in Home Movies 


Prepsychotic and Normal Infants 


BY HENRY N. MASSIE, M.D. 


Home movies of infants later diagnosed as having 
early childhood psychoses were compared with movies 
of normal control infants. A scale of attachment 
indicators measured mother-infant dyadic avoidance 
and reciprocity in the first 6 months of the infant’ s life. 
Three judges blind to diagnosis saw a general trend to 
dampened interaction for prepsychotic infants and 
their mothers, Prepsychotic and normal infants were 
not significantly different in touching and eye gaze 
behaviors, whereas mothers of prepsychotic infants 
exhibited less adequate eye gaze and touching than 
mothers of normal infants. 


A SERIES OF family-made home movies of the infancy 
of children subsequently diagnosed as suffering from 
psychosis, collected by researchers studying the early 
natural history of childhood psychosis, serve as pro- 
spective-like data for the study of mother-infant inter- 
action, the initial signs of illness and their development, 
and the constitutional qualities and neurologic symp- 
toms of the children who later become sick. Investiga- 
tors aware of the children’s diagnoses have reported 
on 3 early cases in the series (1, 2). The intrapsychic 
functioning of infants and their parents drawn from 
their psychotherapies was correlated with the ob- 
served behavior of parents with their infants in the 
movies. Infancy patterns of social interaction appeared 
to be longitudinally incorporated into and to char- 
acterize the child’s later psychotic symptomatology. A 
third report (3) documents the appearance of symp- 
toms for each of the first 10 cases studied. Key find- 
ings included the relative absence of symptoms in the 
first 6 months and the frequency with which abnormal- 
ity was heralded by the failure of the children to devel- 
op mature communication of meaning, intent, and af- 
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fect through facial expression at cox. 
Many of the prepsychotic 1-year-old 
oped an aberrant plasticity or labilits c“: 
which moods and meaning seemed to »' 
seconds. 

This report presents the final phesc - ' 
ratings of 13 subject and 15 control fev 
three judges, blind to diagnosis and su™s ` 
of the child’s life, studying the filrs 
months of life of the two populatiors. +' 
dren, diagnosed before 6 years of age. < 
range of childhood psychotic diagnose: 
biotic psychosis, childhood psyches 
schizophrenia, and mixed forms í! 
clusiveness results from the vague and ~ 
syncratic distinctions therapists mak: 
noses. Additionally, it remains to <: 
whether the different diagnoses repres- 
nesses, different syndromes of one i irs 
uum in degree of severity of one ilre > 
movies were obtained largely throu::h < . 
tutions and parent group newsletters. < 
were obtained “for a study of chilc 


largely through nonpsychiatric insti: < 


letters. Groups were matched for numi 
second-born children. 
METHOD 


The study of index and control cases i 
key modalities of mother-infant recipre: 


in the first 6 months of the infant's life- © 2 
ing, eye gaze, and touching (vocalizi: : ` 


since the family movies were silent). 7 + 
analysis these modalities were broken ¢. 
ponent behaviors that | incorporated 
attachment indicators used by the jwi: 
grades the intensity of the mother’s or 
ment to the other from a low value o! 
maternal or infant aversion and isolatio: 
ue of 5 (indicative of intense responsi: > 
ing). The purpose of the scale was tc 
tifying and verifying my impression 
more maternal avoidance of attachmc: < 
and more infant apathy in the prepsy:: 
one or more modalities than in the cor 
Three judges, who were educatic> 
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health professionals, were trained for approximately 5 
hours in the use of the scale. The judge was asked to 
study-each scene in which mother and child engaged in 
holding, eye gaze, touching, or feeding and was en- 
couraged to view the scene with single frame and slow 
motion speeds as often as necessary to select the 
numbered scale description that most closely reflected 
the behavior occurring in the scene. 

Although the judges knew about the research hy- 
potheses and that they would be given unedited mov- 
ies of the infancies of normal and psychotic children, 
they did not know from which group a given film came. 
Films were coded and chosen randomly for each 
judge, who then viewed the films independently. All 
three judges’saw all of the films. After they rated all 
the scenes in a case, the judges were asked to make an 
overall assessment of mother and child. They were 
asked to report their general clinical impressions, i.e., 
whether the infant and mother seemed ‘‘unusual,’’ 
“healthy,” ‘attached or avoiding,” ‘‘content,’’ or 
‘‘distressed.’’ Fathers generally appeared too infre- 
quently in films to permit rating. The cutoff point of 6 
months was chosen because no recognizable symp- 
toms of psychosis or autism appeared in any case be- 
fore 6 months of age and also because of the funda- 
mental importance of the first 6 months for later devel- 
opment. 


RESULTS 


Differences in Intensity of Reciprocal Responsiveness 


Nonblind study led to the hypothesis that normal 
mothers and infants should show higher mean ratings 
on the scale of attachment indicators and for the 
judges’ general clinical impressions than the pre- 
psychotic cases. T tests were performed to determine 
whether the observed differences between means were 
significant. One-tailed tests of significance were used 
with t values significant at p<.05. 

Mean ratings were detérmined by averaging ratings 
made by each judge after he or she looked at all the 
scenes of a given attachment behavior (e.g., feeding, 
holding, etc.) for each index and control case. Thus, 
there were three average ratings (one per judge) for 
each case,,from which a mean score was determined. 
In some cases, the judges felt that they did not have 
sufficient footage to make a clinical rating, so the ac- 
tual number of cases used to determine mean scores 
was sometimes different from the total number of con- 
trol and index cases. 

As table | indicates, the overall ratings show that in 
each of the categories—feeding, holding, eye gaze, 
and touching—the trend went in the predicted direc- 
tion. The normal groups of infants and mothers 
achieved higher values for attachment than the 
mothers or infants in the prepsychotic groups. When t 
tests were used to compare normal infants with pre- 
psychotic infants, there was no significant difference 
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between groups in feeding behavior, eye gaze, or 
touching. However, infants in the normal group 
showed significantly higher ratings for holding (p<.05) 
than infants in the prepsychotic group. 

For the two groups of mothers, there was no signifi- 
cant difference in ratings for feeding. However, 
mothers of normal infants achieved significantly higher 
ratings for holding (p= .05), touching (p<.05), and eye 
gaze (p<.01). Thus, in two categories—eye gaze and 
touching—the two groups of infants were not distin- 
guished, whereas the mothers of normal infants were 
distinguished by higher ratings than mothers of pre- 
psychotic infants, and in one category—-feeding—nel- 
ther mothers nor children in the two groups were dis- 
tinguished. 

With respect to interrater reliability, one judge had 
to be replaced in the middle of the project; however, 
each case still received three ratings. The average of 
interrater correlations across attachment modalities 
ranged from .54 to .39. When the ratings of the two 
judges who rated the most cases (r=.49) were used to 
complete the same t tests separately for each of these 
two judges’ ratings, both the trends and significance 
levels of the overall results of the pooled data were 
replicated. 


General Impressions of Attachment 


For the global impression of each mother and child, 
the three judges responded to a series of questions 
(e.g., “Does this mother/child seem healthy 
strongly attached ... avoiding ... content... dis- 
tressed?’’). Without knowing the identity of the cases I 
sorted the responses into three categories that were 
weighted numerically: l=negative responses (e.g., 
avoiding, not healthy); 2=neutral responses (e.g., 
healthy, content); and 3=strongly positive responses 
(e.g., strongly attached). The values for each case 
were averaged. A mean of 2 to 3 was considered in- 
dicative of normal attachment, a mean of 1 to 1.667 
was considered poor attachment. Each mother and 
child in the normal and prepsychotic groups was as- 
signed to cells representing poor attachment and 
healthy attachment. Of the normal infants 4 appeared 
poorly attached and 11 normally attached; of the pre- 
psychotic infants 7 appeared poorly attached and 6 
normally attached. A chi-square test with Yates cor- 
rection for small numbers applied to these figures in- 
dicated no significant difference between the overall 
impressions of the two groups of infants. With regard 
to the mothers, however, 10 mothers of prepsychotic 
infants appeared poorly attached to their infants and 3 
normally attached; in the control group only 2 mothers 
appeared poorly attached and 13 normally attached. 
This distribution was significantly different from 
chance (p<.01). The correlations for the general clini- 
cal impressions for pairs of judges ranged from .67 (the 
largest number of cases seen by a pair of judges) to .31 
(the fewest number of cases seen by a pair of judges). 
The overall average correlation for the pairs of judges 
was .47. 
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TABLE 1 
Ratings of Attachment Behaviors in Normal (Control) and Prepsychotic (Index) Infants and Their Mothers* 
______ Feeding : -Holding Eye Gaze a. Tous’ 

Group N Mean SD __t No Mean SD N _Mean SD po N Mear ` 
Infant 18 27 23 18 

Control i1 3.44 637 I5 2.67 .529 wx 12 2.79  .862 10 2.84 > 

index 7 2.97 816 T 12 222 729 O ay zes mny 779 g 2a 
Mother 18 28 21 20 

Control 11’ 3.87 646 15 3.05  .604 wen 12 3,84 1414 e 214 3,59 ‘ 

index 7 3.34 109 17% i3 ze 797 UOP g 34o 4e 27" 9 am 

Higher ratings indicate greater intensity of responsiveness. 

'p<.05, 
t= 05, 

Tp<.01. 

@ ¢ 

DISCUSSION touching there was no significant differs: . 


Unlike many investigations, this study does not use 
a standardized sample to which a standardized test can 
be applied. Rather, the home movies that families took 
during the infancies of their children for their own use 
are a naturalistic sample of family life. The typical 
movie scenes (bathing, feeding, holding, etc.) reappear 
often, although the length and detail of segments vary. 
There was no attempt to standardize the film segments 
for the judges in order to avoid biasing the samples 
through investigation selectivity. I also decided to lim- 
it their training to avoid influencing the judges too 
strongly, which would have created an experimental 
bias. Consequently, one judge might begin examining 
a given scene at an earlier point of interaction than an- 
other judge, or one judge might omit a scene because 
he felt it lasted too few seconds to provide an impres- 
sion. These contingencies explain the relatively low in- 
terjudge correlations. If training were extended, if rat- 
ers were more homogeneous, or if the film samples 
were more standardized, higher correlations would be 
anticipated. 

Several important findings emerge. For all modali- 
ties of infant and maternal behavior there is a trend to 
lower ratings in the psychotic groups compared with 
the normal groups. This achieves statistical signifi- 
cance for infants and mothers for holding and also for 
the mothers for eye gaze and touching. These lower 
ratings suggest several phenomena in the first 6 
months of the infant's life: a dampening of mother-in- 
fant interaction in dyads where psychosis eventuates 
in the child; less attachment of mother to infant and 
infant to mother in the prepsychotic group; and more 
avoidance and less reciprocity in interactions in the 
prepsychotic group when compared with normal 
mothers and infants. In the series of cases as a whole, 
the ratings do not distinguish between dampening, de- 
creased attachment, reciprocity and synchronicity, 
and avoidance and isolation. However, whenever any 
of these dampening phenomena occur, clinical experi- 
ence and psychoanalytic and attachment theory pre- 
dict that the infant 1s likely to develop pathology. 

The most striking finding is that for eye gaze and 


psychotic infants when compared to | - 
However, the mothers of the prepsyc * : 
ther initiated less activity with or resse ` 
avoided more) their infants in these tiit 
suggests that as a group the prepsycho 
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nal development. These data point io ¿i : 
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aversion and unresponsiveness may 02° 
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the developmental principle that uncer. : 
bidinal phase (5, 6)—that the infant's ne- 
of organismic tension, which is initially è. 
a primitive life and death anxiety, must 
that the infant can gradually incorporz? 
and ultimately identify with a mother \ ! 
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these attachment modalities that are instinctually de- 
termined for both mother and baby. 

The limitation of statistics is that many of the partic- 
ular findings become ‘‘washed out” in looking at the 
whole series of cases. Individual cases (1, 2) showed 
how in one family a mother primarily avoided eye 
gaze, in another family a mother avoided ventral-ven- 
tral holding, in several cases parents initiated intense 
overstimulation across several modalities, interfering 
with the infant’s ability to consummate any attach- 
ment behavior, and in other cases the infants were un- 
responsive to their mothers across several modalities. 
Patterns emerged in which children were isolated (by 
dint of parents avoiding them in specific ways such as 
gaze aversion on of the infant’s own apathy) or over- 
stimulated. The overstimulated children were ef- 
fectively isolated emotionally since their parents were 
not able to perceive their affective distress and empa- 
thize with them. Individual case studies showed clear- 
ly that infants in the first 6 months of life had a range of 
affect that occurred in response to interactions with 
people and events in their lives, especially their 
mothers. The babies were not just organisms devoid of 
an emotional life. The mothers and fathers stimulated 
babies repeatedly in the first 6 months to expressions 
of pleasure, distress, depression, and dejection with 
positive parental actions or parental withdrawal and 
prohibitions. 

Finally, the standard deviations of the ratings of 
both the scale of attachment indicators and the general 
clinical impressions reveal that there is considerable 
overlap between both groups of infants and both 
groups of mothers. This is consistent with the nonblind 
examination of the movies. There were gray areas in 
which some of the control and index group mothers 
and children looked similar and some in which control 
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group mothers and children looked worse than index 
families. The extremes, however, were very dis- 
similar; i.e., the worst parental isolation, over- 
stimulation, and avoidance and the most atonic infants 
appeared in the index group while the most empathic 
parenting and the most lively and responsive infants 
appeared in the control group. 

In sum, the use of home movies cannot discern spe- 
cific patterns of mother-infant coupling in particular 
cases as can be done in intensive prospective and ret- 
rospective individual case studies (1, 2, 8, 9). On the 
other hand, such case studies lack adequate blind con- 
trols. The controlled data from this research support 
the results of others and point to multiple and multi- 
determined etiologies for childhood psychosis. 


REFERENCES 


1. Massie H: The early natural history of childhood psychosis. J 
Am Acad Child Psychiatry 14:683-707, 1975 

2. Massie H: Patterns of mother-infant interaction and subsequent 
childhood psychosis: a research and case report. Child Psychia- 
try Hum Dev 7:211-230, 1977 

3. Massie H: The early natural history of childhood psychosis: 10 
cases studied by analysis of family home movies of the infancies 
of the children. J Am Acad Child Psychiatry 17:29-45, 1978 

4. Goldfarb W: Childhood psychosis, in Manual of Child Psycholo- 
gy. Edited by Mussen P. New York, John Wiley & Sons, 1970 

5. Freud S: Three essays on the theory of sexuality (1905), in Com- 
plete Psychological Works, standard ed, vol 7. Translated and 
edited by Strachey J. London, Hogarth Press, 1953 

6. Freud S: Inhibitions, symptoms, and anxiety (1926). Ibid, vol 
20, 1953 

7. Bowlby J: Attachment and Loss, vol 1. New York, Basic 
Books, 1969 

8. Call J: Interlocking affective freeze between an autistic child 
and his ‘‘as-if’ mother. J Am Acad Child Psychiatry 2:319-344, 
1963 

9. Mahler M: On Human Symbiosis and the Vicissitudes of Indi- 
viduation. New York, International Universities Press, 1968 


Am J Psychiatry 135:11, November 1978 


BRIEF COMA. > 


Psychological Factors in Susceptibility to Drug-Induced 


Extrapyramidal Symptoms 


BY PERITZ LEVINSON, M.D., RICHARD MALEN, M.D., GEORGE HOGBEN, M.D., 


AND HARRY SMITH, PH.D. 


In an effort to identify nonneurobiologic factors in the 
susceptibility to neuroleptic-induced extrapyramidal 
symptoms (EPS), the EPS response in 20 patients was 
correlated with field dependence, self-object 
differentiation, and premorbid social competence. 
Only the last proved to be a good predictor, which 
suggests that psychosocial factors play a role ina 
patient's EPS response. 


AT THE SAME time that use of neuroleptic drugs has 
greatly increased, there has been a recent and intense 
interest in extrapyramidal symptoms (EPS), which in- 
clude parkinsonism, acute dyskinesia, akathisia, and 
tardive dyskinesia. Clinicians have noted differences 
in individual susceptibility to extrapyramidal effects of 
antipsychotic drugs (1, 2). Because it has been noted 
that the greater the extrapyramidal response to a drug 
the greater the antipsychotic effect (3), researchers are 
looking for efficacious drugs without these motoric 
side effects (4). The minimum research done on indi- 
vidual susceptibility to EPS has been almost entirely 
neurobiologic (5). In this paper, we will report on our 
investigation of the possible nonneurobiologic vari- 
ables in the susceptibility to neuroleptic-induced EPS. 

Psychosocial factors contributing to the extra- 
pyramidal response have been suggested by Klein (6), 
who found that chlorpromazine had a consistent posi- 
tive effect in reducing psychopathology among pre- 
morbidly non-asocial subjects. For the premorbid 
asocial schizophrenics the results were not as good, 
possibly because of an extrapyramidal effect. Two 
psychological factors that have been found to correlate 
with premorbid social status are field dependence (7) 
and degree of self-object differentiation (8). Premorbid 
asocial subjects have been found to be field dependent 
and to perceive others in a less differentiated way. We 
decided to investigate the correlation of the extra- 
pyramidal response with these three personality vari- 
ables—premorbid social competence, field depen- 
dence, and self-object differentiation. 


Dr. Levinson is Assistant Clinical Professor of Psychiatry, Dr. Ma- 
len is Clinical Instructor of Psychiatry, Dr. Hogben is Assistant Pro- 
fessor of Psychiatry, and Dr. Smith is Professor of Biostatistics, Mt. 
Sinai School of Medicine, New York, N.Y. Address reprint requests 
to Dr. Levinson at 120 East 89th St., New York, N.Y. 10028. 


METHOD 
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cording to the New Haven Checklist (” 
antipsychotic drugs on admission to ih. 
formed consent was obtained after tre : 
procedure had been fully explained ic . 
Chlorpromazine blood levels at the time ~ 
ruled out the presence of drug. At the i-> 
sion to the project a score on the Adj. ' 
Scale (ARS) (10) for self-object difiere 
Embedded Figures Test (EFT) (11) tc 
dence, and the Phillips Scale (PS) (12) i: 
social competence was obtained for eac?» 
ing a state of sufficient lucidity. The patie- 
started on a schedule of gradually incre: s 
chlorpromazine. Although the dosage s... 
not be absolutely fixed because of ird'. .. 
needs, there was a strong consistency x -~ 
administration from individual to indivic: 
ment of drug side effects as well as the 
quirements for sedation on an as-neece 
done through the use of medications tha 
crease the amounts of tranquilizer or sup7. > 
log of the daily dose of chlorpromazine \ 
each patient throughout the project (r. 
mg/day). 

The EPS were measured from the ons: 
tion via the Bordeleau EPS scale (13) 4. 
week at regular times in the day by the s: : 
er, who was blind to medication dosage. ** 
ophrenia, etc. At the end of the projec: (Œ, 

4 weeks) the ARS and EFT were repente: 
value (A=change in the score) for each +. - 
Greater differentiation is manifested ont’ : 
higher score and on the delta ARS bya: . 
value. Greater differentiation on the Í.: 
smaller score and on the delta EFT g k> 
value. On the Phillips Scale, the higher i. ~ 
poorer the premorbid status. 

The data were used for the following pr: . ` 
tives: 1) Can psychosocial or psychologic: | 
data be used to predict the number of EP , 
tion of increasing dosage levels during th. “ 
chlorpromazine regimen? If so, which ada ~: 
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able is most useful in prediction? 2) Is the relative rate 
of increase in the number of EPS through this treat- 
ment regimen predictable by one or more of the admis- 
sion variables? If so, which admission variable is most 
correlated with this rate of increase? 

The response of each individual to chlorpromazine 
was assessed using two main statistics for each pa- 
tient—the average number of EPS and the relative rate 
of increase in EPS per unit dosage of chlorpromazine. 
These values were determined by plotting dosage 
against EPS, fitting a straight line, and deriving a value 
for this line. 


RESULTS © » 


Of the three principal variables, premorbid social 
competence as measured by the Phillips Scale 
(12.4+1.94) turned out to be a good predictor of the 
relative increase in EPS per unit dosage of chlor- 
promazine (r=.6481, p<.01). In other words, pre- 
morbid asocial schizophrenics had a greater value in- 
crease in EPS per unit dosage of chlorpromazine and 
thereby demonstrated increased susceptibility to these 
drug-induced motor phenomena. 

The negative findings indicated that age, sex, severi- 
ty of illness (as measured by the New Haven Check- 
list) and chronicity of illness (as measured by previous 
hospital admissions) did not correlate well with EPS 
response in these subjects. Field dependence as de- 
termined by the Embedded Figures Test (pre- 
trial=113.02+12.83; posttrial (A)=5.73+6.15) also 
showed little relationship to intensity of EPS. The de- 
gree of self-object differentiation as measured by the 
Adjective Rating Scale (pretrial=10.05+2.02; posttrial 
(A)=—1.85+0.96) showed no demonstrable relation- 
ship to the EPS response. 


DISCUSSION 


Premorbid social status was found to correlate with 
EPS susceptibility in our group of subjects. However, 
the fact that field dependence and self-object dif 
ferentiation did not correlate with EPS response weak- 
ens the support for psychological causology and sug- 
gests that premorbid adjustment consists of diverse di- 
mensions, which have been recently conceptualized as 
‘‘bio-psycho-social’’ in nature (14). 

Many physiologic as well as other psychological fac- 
tors have been advanced to differentiate the good-poor 
premorbid dimension, but the results have been am- 
biguous and inconsistent (15). Central nervous system 
organicity has also been studied, but to date no clear 
relationship between this factor and premorbid adjust- 
ment has emerged (16). A possible exception may be a 
recent study that found ‘‘a group of schizophrenics 
with premorbid asociality’’ to have neurologic soft 
signs (17), but this needs confirmation. Even if the 
EPS-premorbid status correlation turns out to be due 
to the psychosocial factor, the epiphenomenal nature 
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of this category must be dealt with. At this point, fur- 
ther research into the nature of the premorbid process 
is needed. Crucial to success in this area is the devel- 
opment of a standard basic premorbid scale that could 
be readily ‘‘plugged in’’ to all kinds of biological as 
well as psychosocial clinical research. 

Psychological mechanisms have long been used to 
explain disorders of movement (e.g., catatonia and 
conversion hysteria). Muscle tone, body type, and 
personality type have been correlated with specific 
EPS responses (18). Nonetheless, at this point in our 
knowledge, the positive findings in this study may be 
taken simply as a suggestion that psychological and 
psychosocial factors may play a significant role in a 
patient’s EPS response. 
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Psychological Observations of Bank Robbery 


BY DONALD A. JOHNSTON, M.D. 


Bank robbery has been only partially examined in the 
psychiatric literature. It has been publicly considered 
an act of men of strong will to obtain money. 
According to the author's observations in a federal 
penitentiary, bank robbery more often is a 
symptomatic act with psychological meaning. The 
author describes several of the unconscious motives 
and defense aspects of bank robbery in the hope that 
this will assist in demythologizing the bank robber. 


BANK ROBBERIES receive a great deal of publicity. The 
focus of attention of this publicity is rarely on the crim- 
inal’s motivation. We hear many details of how the 
robbery was committed, but the why is often left to 
‘‘Sutton’s law.” (When asked why he robbed banks, 
Willie Sutton replied, *“That’s where the money is.’’) 
The assumption is that bank robbery is an attempt to 
get rich, or at least to get enough to live on for a while. 

I shared these assumptions until 1968, when I was 
assigned to a federal penitentiary for men in 
Springfield, Mo., and interviewed many bank robbers. 
My earlier assumptions and the general public’s fan- 
tasies about bank robbers were echoed by the inmate 
population. On the inside, much of the inmate’s status 
is gained from his ‘‘criminal occupation.” In federal 
prison bank robbers are up near the top; they are per- 
ceived as powerful and daring operators. This occurs 
despite the fact that in closer relationships within the 
walls many individual bank robbers are regarded as 
“punks” or “dummies.” A curious split exists—a 
man might be regarded from a distance as impressive 
because he has robbed a bank, but on examination he 
often turns out to be passive and dependent, some- 
times ignorant, often physically unattractive, and not 
infrequently grossly psychotic. 

Certain ideas or myths that exist about the bank rob- 
ber’s character and actions came down to us from the 
1930s, the era of John Dillinger, Alvin Karpas, Ma 
Barker, and Bonnie Parker and Clyde Barrow (1). 
These ideas are promulgated today by movie and tele- 
vision scripts and the drama of news accounts—a 
shrewd protagonist who fails to remember a significant 
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detail of his plan is captured under fre: 


4 


stances, or a vicious criminal blazes his ~. 


of a bank. There are many subplots a“ 


most of these scripts involve a cunpirs . 


character who wants the money and is ` 


the known hazards of security devices. : ` 


a high arrest-and-conviction rate, and 
prison sentences (usually 25 years). 


g~ 


As my understanding of bank robl< : 


crimes became clearer over the two yeu. 


at the penitentiary I saw that the act ci . 


bank robbery often had very little, if an. 
to the theft of money for personal profit 

lieve that the bank can become an are >. 
chological pressures are expressed a» 
densed action. At times the direct acting . 
occurs, while in other instances the robb«: 


) 


defense against other more overwhelmir: : 
bing a bank becomes the lesser of two ir- 


Homosexuality and narcissistic issus: 
tence and inadequacy are particularly 
bank robbery. In some instances the rer 
rect attempt to be killed or a self-destruc:‘ 
venge. It can be the acting out of tremen: 
placed from earlier experiences or the gi 
the wish for sadistic excitement. The imn 
bank robbery is remarkable. In 1967, fci 


+ 


~ 


2,200 bank robberies, only 453 were œ- 


men who knew anything at all about the - 
tion of their target bank (2). 

I would like to present some of the caso- 
these observations have been drawn. ! `° 


them into the two broad categories of the : 


drives and the defense against drives, } 
certainly many overlapping themes. 


ACTED-OUT IMPULSES 


Case 1. The most vivid of the cases invol\ 
the impulse to suicide was that of Mr. A, a 44- 
erately successful, self-employed attorney. 4 


j 


+ 


i 


Catholic, Mr. A considered himself very des: 


~“ 


4 
{ + 


wife and nine children. He had been having ac: (| 


ual affair: he no longer loved his wife, could r+ 
and feared his affair was about to be found ou 
came depressed and then later feared that Coz 
infiltrating the government. Bent on exposire¢ 


wrote long, vague, paranoid letters to newspa‘ 
On the morning of the bank robbery Mr. ^: 
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that something drastic was about to happen. He went to a 
bank where he was well known and robbed it with a threat 
backed by an unloaded 45-caliber automatic pistol. After get- 
ting the money he lingered several minutes, allowing for the 
arrival of the police. He aimed his gun at the police and was 
shot in the arm. He again threatened to fire and was once 
more wounded in the arm. He then ran and was finally shot 
in the leg and captured. 

After arrest and medical treatment for his wounds Mr. A 
was sent to the Springfield facility for a sanity evaluation. He 
was significantly depressed. Of the bank robbery he said, ‘It 
seemed like I wanted to get myself bumped off.’’ He stated 
that suicide was impossible for him because it would nullify 
his insurance. Further, as a devout Catholic he said he could 
not commit such an act. 


Case 2. In this*case there was a strong need to defend 
against feelings of inadequacy as well as the wish to be 
killed. Mr. B was the son of a successful physician father and 
a doting, protective mother. He felt that his father consid- 
ered him a weakling. He had obtained a degree in journalism, 
married a greedy and demeaning woman, and was divorced 
by her after 7 years. He said her tombstone should read, 
“She wanted more.” He felt he could not satisfy her in any 
way. Following the divorce he became depressed and felt 
that if he could write a book he would feel better. He was 
unsuccessful in this desire to write and attempted suicide by 
ingesting pills. 

After a brief hospitalization Mr. B took a bus trip to San 
Francisco. He had no money with him. In San Francisco he 
walked the streets looking at the impressive hotels and res- 
taurants where he had been in the past, using his father’s 
money. He walked to the ocean, looked at Alcatraz, and 
considered suicide by drowning. However, he said, he ‘did 
not have the guts.” 

In front of a bank he met a hippie who asked him for a 
quarter. This stimulated a resurgence of his sense of failure 
because he realized he had no money. He told the hippie, 
“Wait a minute, l'II get some” and immediately headed into 
the bank. The hippie realized what was about to happen and 
ran away. 

Mr. B saw an armed guard inside the bank, but this did not 
serve as a deterrent. He got in line at the teller’s window and 
waited. When it was his turn, he attempted to rob the teller 
with what he described as a ‘“‘Humphrey Bogart sneer” and 
his finger in his pocket suggesting that he had a weapon. He 
heard a click, turned around, and saw the guard’s cocked 
pistol next to his face. He remembered feeling that it was 
“the biggest thing I had ever seen in my life.” At that point, 
he said, “the fight went out of me,” and he nearly fainted. 
He was convicted of bank robbery and sentenced to a federal 
penitentiary» Me was a very quiet, well-mannered inmate 
who was aloof to other prisoners. 


Case 3. In this case the wish for revenge was prominent. 
Although the robber exposed himself to risk, the real target 
of his aggression was his wife. His actions illustrate the dy- 
namics of ‘victory through defeat.’’ Mr. C was 51 years old, 
obese, and had ill-fitting dentures. He felt he was a failure 
financially, socially, and sexually. He had had two marriages 
to the same woman and had never had any children. Mr. C’s 
wife controlled him and ordered him about constantly. Since 
it was difficult for him to be directly angry at her, he said he 
would ‘‘fiddle with chemicals in the basement making small 
explosions which would frighten her.” When he became an- 
gry enough to threaten divorce, she would put a stop on his 
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checking account. In 1957, in a fit of rage at her, he robbed a 
neighborhood branch bank with a jar of Wesson Oil. He told 
the teller it was nitroglycerin. He was well known at the 
bank and was readily identified, captured, and convicted. 
His wife was ashamed of him, lost community status by his 
action, and divorced him. 

Eight years later he was released from prison, remarried 
his wife, and, in 18 months, did it again—the same bank, the 
same teller’s cage, and another jar of Wesson Oil. This time 
he wore a dashing Tyrolean hat and a very loud plaid sports 
coat. He was easily recognized on the second try as “the guy 
who did it before.” He was arrested the next day and 
claimed total amnesia. He kept protesting, *‘How could I 
have done it; only a fool would have done it again.” He was 
captured wearing the same clothes he wore in the bank, 
where he had been clearly photographed by the automatic 
cameras. In prison he spoke of his act with real pleasure, 
knowing that he had made his wife miserable again. 


Case 4. This man felt driven to avenge his childhood. His 
robberies were a repetition of displaced anger from early loss 
of a parent and probably also represented an identification 
with his father. Mr. D’s mother had died in an Army hospital 
during his childhood, and he blamed the government doctors 
for ‘‘murdering her.’’ By the time he reached his 20s he had 
evolved a delusional system in which he saw himself as a 
god. He committed five bank robberies in 2 years, all in the 
Robin Hood tradition. He would rob the bank and then go 
immediately to the slums of the city and distribute all the 
money to skid-row derelicts. He said, ‘It was terrific to be 
able to do that.” To him it represented giving something im- 
portant to someone in need. He also believed that the money 
was really government money”’ and that by reclaiming and 
redistributing it he was doing good deeds for the poor and 
downtrodden. Perhaps this represented his wish to undo the 
loss of his mother. The giving away of money to the unfortu- 
nate was also a link to his father, who had always given small 
change to bums, saying, “Its a goddamned shame there are 
guys like that.” 

After disposing of all the robbery money Mr. D washed 
dishes until he saved enough money for an airplane ticket to 
the next city in Ohio, where he repeated the same acts. The 
cities of his robberies formed a circle around his father’s 
residence. He never used a weapon, although he threatened 
bank tellers with the implication that he had one; he believed 
he would never be shot or harmed during the robberies be- 
cause “‘you shouldn’t be hurt while doing good deeds.” He 
felt that bystanders in the street were cheering him on while 
he escaped from the banks. 


Case 5. Mr. E’s case illustrates how bank robbery dis- 
charged sadistic excitement. He was a small, plump, bellig- 
erent, 28-year-old from rural Georgia who had been raised in 
an orphanage. He was a sadomasochistic homosexual. **I 
like,” he said, ‘to screw boys in the ass and bite them.” He 
also liked *‘for boys to bite me before sex. If you don’t have 
pain, you don’t get anything out of it. He disliked women 
and enjoyed frightening them. A bank with women tellers 
and customers became a setting for his acting out. On the 
day of the robbery he took one of his young male lovers with 
him into the bank and screamed, ‘‘All right, this is it?’ and 
emptied an automatic pistol across the ceiling. The noise, 
chaos, and terror of the women was transiently gratifying. 
He was apprehended before leaving the bank. In prison he 
said of his crime, ‘I was going to be somebody. It was fun 
and they would know my name.” 
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DEFENSES AGAINST DRIVES 


The following three cases fall under the general 
heading of defenses against drives. They are typical of 
many similar instances in which deviant sexuality or 
feelings of failure and inadequacy were significant fea- 
tures of bank robbery motivation. 


Case 6. At age 31, Mr. F, a single man, robbed two banks 
in 3 days. He was employed as a machinist and had no pre- 
vious criminal history. Several days before the robberies, 
Mr. F underwent an acute psychotic decompensation with 
referential thinking and feeling sexually stimulated. He had 
the delusion that his brother’s posture in the machine shop 
where they both worked indicated they should have homo- 
sexual intercourse. He began to receive messages from tele- 
vision sets, restaurant waiters, and police officers that he 
should rob a bank. 

Feeling it was “something I must do.’ Mr. F walked into 
a suburban branch bank with a note stating he had a weapon. 
He had never seen the bank before: he selected it because it 
was on a Street that began with an O, and a woman he knew 
had a name that began with O. He hid the $1,300 proceeds of 
the robbery in his apartment. Two days afterward he felt 
driven to commit a second robbery and was arrested in the 
bank. 

The youngest of six children, Mr. F had been raised in a 
middle-class family in South America. He was close to his 
religious mother and was treated as the baby of the family. 
At age 10 he began hearing voices that intermittently told 
him how to act. His sexual identity was tenuous. As an ado- 
lescent he compulsively masturbated and left his ejaculate in 
the hope it would be discovered by his mother or sisters so 
“they would know I was a man.” His rare heterosexual ex- 
periences had been with prostitutes in meetings arranged by 
men who felt he should lose his virginity. Adult sexual grati- 
fication was through occasional but extremely conflicted ho- 
mosexual encounters. Mr. F said that his bank robberies 
were “the most masculine thing in my life“ and was very 
pleased with himself for having committed them. 


Case 7. Mr. G exemplifies a situation of narcissistic in- 
adequacy defended by impulsive, grandiose action. He was 
30 years old when he, like Mr. B, robbed a bank tn San Fran- 
cisco to give a beggar a quarter. The fact that he had to admit 
that he had no money when he was panhandled was such an 
internal defeat that he felt compelled to walk into the nearest 
bank and rob it. As he confronted the teller, he remembered 
thinking. “I could do anything: it was my moment of des- 
tiny. I really felt bad, seeing the teller so scared. I didn’t 
want to hurt him or scare him too much, but I told him that | 
had a bomb in my pocket—nitroglycerin.’’ He was given 
$3,000 and, frightened by what he had done, caught a plane 
to Hawail. Once there, he immediately turned himself in and 
returned the remaining money. 

As a child Mr. G had been deserted by his mother and 
raised in an orphanage called the New England Home for 
Little Wanderers. He had had a lose relationship with his 
grandfather, a kindly Italian barber who died at about the 
same time he was abandoned. He felt that no matter how 
hard he tried, he could never be as good as his grandfather. 
When he left the orphanage he wandered, living out the or- 
phanage’s name. He was never without his teddy bear and 
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transistor radio. He shoplifted candy and s:>: 
animals. He said these were ‘presents to my, 


Case 8. Mr. H impulsively robbed a bank i. - 
ter he heard the news of Neil Armstrong's 
moon. Mr. H felt he had never accomplish >. 
lived by odd jobs. While passing out handri - 
radio commentator describing the moon la. 
phrase ‘‘a giant step for mankind. Mr. H wz - « 
by how small and insignificant he felt. i>: 
robbed a nearby bank with a note. He felt » , 
tence was worth it: “I really did something biz 


DISCUSSION 

These eight men and their acts prov ee 
understanding of bank robbery. It is imrc . 
several points about the selection of t^c- 
cases. Each category was represented by 
custody; in fact, after a time, I found inj: . 
for the ‘‘normal’’ bank robbers, those so . 
by Sutton’s law. I found few. My sar-- 


came from a federal evaluation and tre: . 


and, obviously, did not include any sic: 
robbers who had avoided conviction. I wc: 
that I came in contact with more than 20¢ 
in a 2-year period. 

I do not want to underestimate the se: - 
and inadequacy of this population ci 
fenders. Many of the men had chaotic ani! 
riences in childhood and adolescence. Fre 
vere psychosis rendered the accused <5 
competent to stand trial. Of the men cer 
had little real sense of the number of yer 
serving a bank robbery sentence. For so 
structure of prison life seemed to be ace: 

Above all, it became clear that bank +: 
act that is more complicated than a sir: 
getting money. It is decidedly a part o. 
life and an attempt to resolve conflict. C2 
bank robbers are dangerous men who res 
tion from society. However, many others 
sentences for acts that were meant to | 
selves. These men exchange 20 to 25°: .. 
lives for behavior intended to restore 
psychic equilibrium. 


It is remarkable that the mythology ofe . 


continues to persist in the face of o> 
tradictions. Bank robbery is easy. Banks 
accessible, and can be robbed on impulse . 
in a coat pocket. The myths prevent a ce. 
tion of these criminal offenders ard 
flexible decisions on treatment and intars : 
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A Marketplace Model of Consultation Psychiatry in the General 


Hospital 


BY FREDERICK G. GUGGENHEIM, M.D. 





The manner in which internists and surgeons view 
potential psychiatric consultations is analogous to the 
way in which consumers evaluate a service or product 
in the marketplace. Factors that determine a 
purchase or a consultation request include 

I) perception of need, 2) prior attitude and experience, 
3) projected image, 4) availability, and 5) cost/benefit 
-ratio. The author presents a model of psychiatric 
consultation, with similarities between research and 
development, manufacturing and merchandising 
phases on the one hand, and negotiation, 
investigation, and implementation phases on the other. 


OUR UNDERSTANDING of the interactions of the psy- 
chiatric consultant in the general hospital has evolved 
considerably over the past two decades. At first, the 
consultation process was conceptualized as primarily 
a dyadic relationship (1, 2). Then it was seen as a plu- 
ralistic one (3—5). More recently, the consultation 
process has been represented by a general systems 
model (6, 7). The general systems approach, currently 
used in teaching residents about the complexities of 
consultation work, has been helpful in explaining the 
multifaceted interactions of the consultant with pa- 
tients and their families and employers, members of 
the health care team, and the physician who has re- 
quested the consultation (termed the consultee in this 
paper). 

General systems theory has permitted an under- 
standing of the consultant’s direct and indirect inter- 
actions with the patient and his milieu. Unfortunately, 
the theory as presented to date has not taken into ac- 
count complexities of the general hospital as a socio- 
logical strycéure with powerful opinion-swinging con- 
stituencies that can accept or reject the consultant. It 
has also failed to focus on the consultant’s roles as 
good will ambassador and salesman (in addition to his 
usual roles as physician, psychiatrist, and psycho- 
therapist). Finally, general systems theory does not 
present forcefully the concept that psychiatric consul- 
tations can provide a substantial benefit at a definable 
cost. 


Dr. Guggenheim is Assistant Professor of Psychiatry, Harvard Med- 
ical School, and Associate Psychiatrist, Massachusetts General 
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Expanding on a general systems approach, I would 
like to present a marketplace model as an aid in ex- 
plaining certain aspects of the consultant’s inter- 
actions in the general hospital. Since the selling of a 
service is involved, the general hospital can be seen as 
the consultant’s marketplace, the consultation as the 
consultant’s service or product, and the consultee as 
the purchaser. Viewed in this way, certain rules and 
roles can be carefully examined. 

For purposes of comparison, one can conceptualize 
the introduction of a new product to the marketplace 
or a service in the general hospital as having three sep- 
arate but coordinate phases: 1) research and develop- 
ment, 2) manufacturing, and 3) merchandizing, with 
purchasing, consumption, and renewed demand. In 
merchandizing, advertising and good will are impor- 
tant factors. Image is a central issue; the appearance of 
substantial worth is as important a determinant of the 
business venture as the reality of its worth. 

In consultation work, the three separate but coordi- 
nate phases are negotiation, investigation, and imple- 
mentation. Figure 1 depicts the marketplace model as 
it applies to these three phases of the consultation 
process. In the negotiation phase, the initial request 
for service leads to a marketing survey and a provi- 
sional contractual agreement: Before agreeing to the 
consultation, the consultant needs to know how emer- 
gent the clinical situation is, what the problem is, and 
how the patient feels about being seen. Finding out 
that a patient is agitated, threatening others in the hall 
with her cane, limits the need to ask how she feels 
about being seen by a psychiatrist. If she needs to be 
seen instantly and the consultant has no available time 
for the next three hours, the consultee’s expectations 
are a moot point. After negotiations about specifics of 
the intervention, a preliminary formulation of explicit 
and implicit needs leads to a provisional contract. 

The investigation phase involves dynamic inter- 
action among consultant, consultee, patient, family, 
nursing staff, and, occasionally, employer or sponsor- 
ing agency. The consultant’s enthusiasm, per- 
ceptiveness, skill in interpersonal relationships, and 
technical skills, manifested by a positive therapeutic 
approach, greatly influence the ‘‘yield.’’ Reactions to 
the consultant will influence staff availability in infor- 
mation gathering and care plan formulation. 

Two other factors that influence the success of this 
phase are time and money. Although they are rarely 
discussed in the literature, they are of crucial impor- 
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FIGURE 1 
Marketplace Analogy for Consultation Psychiatry 
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tance. The effectiveness of the best consultant will be 
diminished if his available time is severely limited. In 
practice, those consultants who squeeze consulting 
time out of a packed schedule rarely perform consulta- 
tion that is up to their level of capability. Financial 
reimbursement also influences the quality and volume 
of work produced by the consultant. The consultant 
retained on a salary often engages in staff education, 
mediation of staff-staff conflicts, and patient-oriented 
preventive mental health measures. However, if the 
consultant is merely called in on specific cases and his 
anticipated payment is scanty and inconsistent, he 
may not deal with certain relevant, evident problems 
that directly or indirectly impinge on care. Factors like 
time and money determine whether the consultation 
process involves secondary and tertiary preventive 
measures Or primary prevention. 

Following the information-gathering phase, the con- 
sultant formulates with the staff a realistic care plan 
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BRIEF COMMUNICATIONS 


tants who interact with only the patient and chart or 
who use psychoanalytic jargon. 


# 


THE PURCHASE 


The consumer’s decision about buying the service 
or product is the crucial part of the complex chain of 
events in the marketplace. The buyer may have heard 
good things about the product and may have used it. 
He may have obtained funds for the purchase. Is the 
product available when the buyer wants it? To trans- 
late this to consultation work, Is the consultant both 
physically and emotionally receptive to the consul- 
tee’s request, The consultant can choose the rules for 
his role, limiting or facilitating access, erecting dense 
or subtle barriers. These rules often arise from coun- 
tertransference, the consultant’s feelings regarding pa- 
tients, staff, consultees, and institutions. Inexperi- 
enced consultants often are unaware of the ways they 
“turn off” staff. 

A variety of factors influence consumer resistance 
and attraction toward the purchase. Neither the con- 
sultant nor the manufaeturer has control over certain 
determining factors in a potential consumer or consul- 
tee, such as prior attitudes and experiences. Moreover, 
leaders’ opinions can influence a potential purchase. If 
the chief of a medical service belittles the value of con- 
sultation, the proportion of staff seeking consultations 
for anything but “‘psychiatric disasters” may be rather 
small. 

Cost of the consultation is another factor that in- 
fluences the purchase decision. Generally, the cost to 
the consultee is small. He mentions to the patient that 
a psychiatrist will be stopping by to talk about prob- 
lems, coping, pain, grief, nerves. However, if the re- 
ferral is poorly timed or clumsily executed by the con- 
sultee, the cost may be an angry attack from a patient 
who feels punished or rejected. Making matters worse, 
some inexperienced consultants unfortunately do an- 
tagonize their patients with stressful interviews, seem- 
ingly irrelevant questions, and premature interpreta- 
tions. 

Some habitual nonconsultees never purchase psy- 
chiatric consultation because “‘it only stirs the patient 
up.” Here the nonconsultees’ fears of cost or of the 
unknown (e,g., dismissal from the case or dis- 
placement ‘in important managerial decisions) (11) are 
important. Other habitual nonconsultees never even 
perceive a bona fide need. Surgical specialists, for ex- 
ample, often see their care as segmental, not compre- 
hensive. They tend to seek psychiatric consultations 
infrequently (10); when they do, the patient is often a 
psychiatric disaster, with full-blown delirium tremens, 
homosexual panic, or severe suicidal ideation. 

Although the consultant cannot control the effects of 
prior attitudes, experiences, and perceptions, he does 
have considerable input into his image. Public rela- 
tions based on visibility, dependability, account- 
ability, interest, and practicality can do much to swing 
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potential users toward requesting a consultant’s serv- 
ices at appropriate times. 


OUTCOME EVALUATIONS 


How can the vendor find out about the quality of his 
work? Industry typically spends 5% of its budget on 
research and development, including polls of con- 
sumer trends and satisfaction. The presence of objec- 
tive measures and quantifiable outcomes aids both the 
precision and accuracy of the survey and permits per- 
ception of ‘‘blind spots.” 

In industry and intensive individual psychotherapy 
paid for by the patient, there is but one knowledgeable 
critic: the individual consumer. In consultation psychi- 
atry, there are a number of critical consumers: the pa- 
tient, the consultee, the family, the staff, and the in- 
stitution. 

Measurable outcome for the patient, in addition to 
satisfaction, might include decreases in anguish, over- 
utilization of medical facilities for psychogenic prob- 
lems, psychogenic invalidism, and noncompliance 
with medical regimen (12). 

For the consultee, the immediate clinical impact of 
the consultation outcome might be an increased level 
of awareness and understanding of relevant psycho- 
social factors. This in itself 1s dificult to quantitate. 
However, a derivative behavior might also ensue—in- 
creased facilitation in the identification of problems 
amenable to specific intervention. This transformation 
might then lead to such measurable change as an in- 
crease in the referral rate, along with earlier detection 
of problems and greater implementation of the consul- 
tant’s suggestions. 

For the staff, effective consultation work might lead 
to a decrease in staff turnover and perhaps to im- 
proved morale and higher levels of comprehensive 
care. 

Another important outcome question is how much 
profit is being generated. In an era of scarce funds and 
a need for continual examination of cost-benefit ratios, 
this is a crucial question. Improvement of comprehen- 
sive care is the goal of consultation work. In this re- 
spect, it differs from industry, where the goal is mone- 
tary profit. In the case of a university consultation 
service, ‘‘profits” can be examined in terms of 1) im- 
proved comprehensive care, which is hard to quan- 
titate; 2) teaching, which is easier to assess in terms 
of number and types of conferences plus student cri- 
tiques and performance; and 3) research, which is also 
easier to measure in terms of quantity and quality of 
original and scholarly contributions. 


THE BOTTOM LINE 
Examination of the marketing process entails a step- 


by-step review of each phase, with objective descrip- 
tions of corporate strengths and weaknesses. The sim- 
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plest way to do a “quick and easy’’ quantitative, 
quasi-qualitative overview of any business is to in- 
spect the bottom line—how much profit is being gener- 
ated. how much work is being done? 

The referral rates of consultation and liaison serv- 
ices from various medical centers have been pub- 
lished. Lipowski (10) reported a range of 4%-13% of 
all admissions, with an average of 9%, but some fig- 
ures from academic settings are as low as 2.2% (13). 
British studies cite referral rates of 0.7% and 1.34% 
(14, 15). Although Lipowski (10) stated that American 
consultation services have higher rates of referral than 
European services, he is unclear on the reason for this. 
Since some of these figures group wards with liaison 
activity, they need to be looked at with a critical eye. 
The referral rate on a liaison service may be 35% (16), 
while that for a private psychiatric consultation serv- 
ice In the same hospital without a liaison service runs 
about 4% (17). Hospital-wide psychiatric consultation 
rates are a complex matter, reflecting, among other 
things, availability and adaptability of manpower, im- 
age, and departmental-institutional goals and prior- 
ities. 

Although it plays a pivotal role in the commercial 
marketplace, formal quality control inspection is often 
lacking in consultation work. The consultant’s lack of 
meaningful feedback deprives him of an important 
stimulus to learning. Therefore, a quantitative mea- 
sure (the number of consultations requested) is usually 
the only quality control measure built into consultation 
work, although qualitative criteria could possibly be 
applied. For example, is the consultant called in ap- 
propriately early? Are his opinions valued and sugges- 
tions carried out? Does his intervention appear to im- 
prove comprehensive care? 


CONCLUSIONS 


A marketplace model points out the interactive and 
interdependent nature of consultation work. Insuffi- 
cient attention has been paid to the implementation 
phase of consultation work. Inexperienced consultants 
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A Look at Psychiatric Decision Making 


BY BRUCE ROBERTS, M.D. 


The author reviews the efforts of medicine and 
psychiatry to understand their decision-making 
processes and notes the lack of psychiatric literature 
in this area. The decision table, a sophisticated form 
of algorithm, ts introduced as a structure to help 
explain the decision-making process. This tool is 
applied to the evaluation and biological treatment of 
depression. Decision tables can be used as an 
educational tool, a method to facilitate the delivery of 
mental health care, a method to monitor the quality of 
treatment, and as a research tool. 


IN POSTGRADUATE training and particularly medical 
school, psychiatry and the other medical specialties 
have typically emphasized the acquisition of bodies of 
knowledge as opposed to an understanding of the deci- 
sion-making process. Specific factual data obtained 
from lectures, books, and journals are important, but 
what seems to be at least as important, or more impor- 
tant, is the ability of the psychiatrist (physician) to use 
these diverse data for making appropriate decisions. A 
systematic explanation of logic for good decision mak- 
ing is presently not being taught. I propose that deci- 
sion tables may help us to better understand how we 
make decisions. 

In the past decade there has been an increasing in- 
terest in objectifying clinical judgment. Gauron and 
Dickinson (1, 2) investigated how 12 psychiatrists ar- 
rived at clinical conclusions in 40 hospital cases. They 
found 5 basically different diagnostic approaches. 

1. Some psychiatrists committed themselves to a di- 
agnosis on an intuitive basis early in the process and 
then challenged the rest of the information to disprove 
this diagnosis. 

2. Some psychiatrists could not narrow the number 
of possible dtagnoses and made an impulsive, arbitrary 
decision to choose one diagnosis. 

3. Some psychiatrists considered every possible di- 
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agnosis with equal weight and ruled out each one sys- 
tematically. 

4. Some psychiatrists rigidly followed a formal 
structure, i.e., a textbook, and requested a tremendous 
amount of data before diagnoses were ruled out. 

5. Some psychiatrists went where the information 
led them and had no preconceived notions of the diag- 
nosis. 

Some work in statistical decision theory (3-5) and 
the use of algorithms (4, 6) has further expanded the 
application of decision analysis to medicine and psy- 
chiatry. With this work has come a tremendous inter- 
est in the organization (7) and computerization of psy- 
chiatric and medical data (4, 7-18). In the past five 
years, particularly in the past two years, there has 
been a great deal written in medical journals on the 
application of decision analysis to medical problems 
(19-31) and relatively little written about this in the 
psychiatric literature. 

A new technique, decision tables, has recently 
beeen introduced in the medical literature by Holland 
(32). The application of this technique to psychiatry is 
the substance of this paper. 


DECISION TABLES 


Decision tables were developed in the late 1950s by the 
General Electric and Sutherland companies to replace 
algorithms that could not handle the complexities of 
their manufacturing processes. Since their develop- 
ment, the literature has been full of stories of how de- 
cision tables succeeded where older techniques, 1.e., 
algorithms, failed (2, 33). Decision tables compactly 
represent a great deal of data, logically linking the vari- 
ables (conditions) and outputs (actions), and they are 
commonly used in business and government. 

To illustrate the application of decision tables, I 
shall transfer the logic contained in the following an- 
cient Persian poem (32) into a decision table: 


He who knows not and knows not that he 
knows not is a fool—shun him. 

He who knows not and knows that he 
knows not can be taught—teach him. 

He who knows and knews not that he 
knows is asleep—wake him. 

He who knows and knows that he knows 
is a prophet-——follow him. 


This poem can be written in the decision table 
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FIGURE 1 
Decision Table for Ancient Persian Poem* 
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*Al items above the double lines are the conditions. Y indicates that the con- 
dition is present, and N indicates that the condition is not present. A condi- 
tion that is not needed or is irrelevant to the particular pathway is represent- 
ed by a horizontal line. All of the items below the double line are the actions 
{outputs}. X indicates that the action to the left of the X is to be initiated. 
This illustration is based on material from Holland (32). 


shown in figure 1. In figure 1 all of the items above the 
double line are the conditions. If the condition is pres- 
ent it is represented by a “Y` to the right of the condi- 
tion. If the condition is not present ‘‘N’’ is the correct 
choice. A condition that is not needed or is irrelevant 
to the particular pathway is represented by a ‘‘—’’ to 
the right of the condition. All of the items below the 
horizontal double line are the actions (outputs). In the 
area below the double line X” indicates that the ac- 
tion to the left of the ‘‘X’’ is to be initiated. 

As an illustration, let us assume that we want to 
know the outcome of ‘‘He who knows and knows not 
that he knows.’ Choose “Y” for condition 1, “He 
knows.’ Condition 2 is immaterial under ‘‘Y.’’ Pro- 
ceed to condition 3, **He knows that he knows.” For 
condition 3 we want the negative of ‘‘He knows that he 
knows,’ and we therefore choose ‘‘N.’’ Drop a verti- 
cal line under “N` in condition 3, and the X” under 
the horizontal double line is the output, ‘‘Wake him,” 
action 3. 


DECISION TABLE FOR THE EVALUATION OF 
THE CHIEF COMPLAINT OF ‘FEELING BAD” 


To illustrate the use of decision tables to facilitate ob- 
jectifying the diagnostic process, let us look at the 
problem of a patient with the chief complaint of ‘‘feel- 
ing bad.” The novice may feel overwhelmed by the 
various options he/she may pursue for this chief com- 
plaint. The novice must learn what decision to make 
and assign priorities to these decisions. The experi- 
enced psychiatrist will more efficiently recognize (it 
may not be conscious) the priority of decisions he or 
she must make without prematurely closing off hy- 
potheses. The decision table shown in figure 2 at- 
tempts to objectify this process. I do not propose that 
it represents the only or best way to evaluate the chief 
complaint “‘feeling bad. However, it will facilitate 
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Decision Table for the Evaluation of the Chief Complaint “Feeling Bad”* 


Verify that the chief complaint “feeling bad” 
is really the manifestation ‘‘depressed mood.” 


Is patient an immediate danger to himself or 
others? 







S Is there a recent loss of a major love object? l 
= 4 |lIsthis part of a normal grief reaction? 

Z FPR ; 

Q 5 Is there evidence of psychotic behavior 


or diagnosis of schizophrenia? 


Has thé patient been successfully treated 
for this problem in the past? 





This is not the manifestation "depressed mood.” 
This manifestation, i.e., anxiety, fear, etc., 
needs to be evaluated in another decision table. 





Make a management decision to prevent an 
immediate suicide or homicide attempt. 





The patient’s depressed mood may be a manifes- 
tation of a psychotic illness. This requires more 

information about the nature of the psychotic ill- 
ness before a treatment decision can be made. 






ACTION 






The patient’s depressed mood may, in whole or 
part, be a manifestation of an organic illness. 
Rule out all appropriate organic etiologies for 
this age group. 










Integrate this information into the evaluation. 
You may reenter this table at action 7 if you 
are not sure of treatment plan. 










Now determine if patient will benefit from a bio- 
logical treatment for '‘depressed mood.”' Go to 
biological treatment of depression decision table. 





*See figure I for an explanation of the symbols used here. 


responsibilities. He knows that he has a patient witha 
depressed mood, whom he has evaluated for immedi- 
ate suicide and homicide potential, for a normal grief 
reaction, psychotic behavior, and possible contrib- 
uting organic factors. If the psychiatrist has used the 
decision table and has Kept good records, he can justi- 
fy his logic both to the patient and the peer review 
committee. 


CONCLUSIONS 


Decision tables may be used as an educational tool, a 
method to facilitate the delivery of mental health care, 
a method to monitor the quality of treatment, and as a 
research tool. 

Decision tables focus on the process of integrating 
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6 Have all appropriate organic etiologies y 
been ruled out? 


diverse information for making appropriate decisions. 
This is in contrast to the present method of trying to 
teach medical students all of the data and leaving it to 
them to integrate these data to solve problems. In our 
present system, it is hoped that when a medical stu- 
dent sees a patient and is confronted with the patient’ s 
problems, he or she will somehow remember the rele- 
vant data and know how to apply it to evaluate, define, 
and solve the presenting problem. We know that this 
does not happen; what is closer to real life is that medi- 
cal students learn clinical judgment by their own de- 
vices. Some learn it better than others. Time is con- 
stant (4 years), and quality becomes the variable. 
Since the core curriculum focuses on the regurgitation 
of facts, this attitude still pervades in the clinics. The 
emphasis on regurgitation of facts is out of proportion 
to the emphasis on decision making. 
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When used appropriately and not overzealously, de- 
cision tables can facilitate mental health care. They are 
efficient in defining a relevant data base. The process 
of obtaining the data is a dynamic one, the variable 
being the answer to the previous question. Decision ta- 
bles facilitate logical thinking and help us define what 
we know and do not know. They minimize the pre- 
tentious illusion of knowledge when we do not have 
the data. 

Keeping a good record of the decision-making proc- 
ess enables the psychiatrist to document his or her log- 
ic. This creates a mechanism for the psychiatrist to be 
accountable to the patient, the peer review committee, 
and himself. 


Decision tables can be useful tools in psychiatry as a 
mechanism to expose and explore how we think. 
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Videotape Recording of Dynamic Psychotherapy: Supervisory 


Tool or Hindrance? 


BY CLAUDE T. H. FRIEDMANN, M.D., JOE YAMAMOTO, M.D., GEORGE H. WOLKON, PH.D., 


AND LYNDA DAVIS, M.A. 


The authors questioned residents and supervisors at a 


large clinic about their attitudes and experiences 
regarding clinical supervision. Half of the residents 
then videotaped one of their psychotherapy sessions 
and presented the tape in their next supervisory 
session. The procedure had little effect on patients, 
was anxiety-provoking for the residents, and had some 
diagnostic benefit for the supervisors. After the 

taping, the residents’ views about taping were less 
positive than before the taping, but the supervisors’ 
views did not change significantly. 





THE TEACHING of dynamic psychotherapy in the 
United States relies heavily on secondhand reporting 
of clinical material by a resident to a supervisor. This 
methodology, devised by Eitington (1) for the Berlin 
Psychoanalytic Institute, is considered a cornerstone 
of psychiatric education. It departs in several ways 
from the medical model of direct patient examination 
by the attending physician: 1) it assumes that the re- 
porter will give a reliable account and that the supervi- 
sor will be able to recognize gaps and errors, 2) the 
therapeutic process as reported over time is assumed 
to be more important than a detailed presentation of 
each hour (2), and 3) the resident’s relationship with 
the supervisor is considered very important and the 
patient is not per se the focus of the discussion. Flem- 
ing and Benedek (3) consider supervision to be parallel 
to psychoanalysis. 

The nature and goals of supervision are in debate. 
Tarachow (4) disagrees with Fleming, stating that su- 
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pervision should be patient centered. Sloane (5) would 
not deal with countertransference issues, but Goin and 
Kline (6) encourage it. Some would concentrate on su- 
pervision as a growth experience and stress residents’ 
own intrapsychic dynamics, whereas others prefer to 
focus on diagnosis, therapeutic techniques, and the pa- 
tient. 

Gruenberg and associates (7) point out that tradi- 
tional supervision, regardless of goals, 1s subject to 
conscious and unconscious editing and misperceptions 
and that the therapist is often unaware of his or her 
nonverbal communications. Gruenberg proposes 
videotaping sessions to improve residency education. 
Grotjahn (8) also voices misgivings about traditional 
supervision, as do Schuster and associates (9). When 
Schuster saw puzzling patients ‘‘live,’’ he often re- 
ceived a very different impression than previous re- 
porting had given him. Stein and associates (10) re- 
lated bias in the initial interviews of patients after com- 
paring secondhand supervision with live observation. 
Buehler (11) also found discrepancies between written 
reports and direct observation. 

In the 1950s the Conference on Psychiatric Educa- 
tion (12) held that audiovisual media have little place in 
psychiatric education, and Eckstein and Wallerstein 
(2) agreed regarding dynamic psychotherapy. When 
Kubie (13) suggested tape recording analytic sessions 
he met great resistance, including a feeling that the 
study of supervision was inappropriate. Questions 
have been raised about the effects of videotapes, one- 
way mirrors, audiotapes, and direct observation of the 
therapist and patient, as well as fear of artifactual in- 
terference with the therapeutic process. Others see 
these tools as fostering passivity (14) and diminishing 
the necessity for case formulations by trainees (15). 

In this paper we will address several of these unan- 
swered questions. We queried psychiatric residents 
and their supervisors about the nature and goals of su- 
pervision and their feelings about videotaping for su- 
pervision and attempted to gauge the effect of the 
videotaping procedure on all the participants. We will 
submit some preliminary data regarding the effect of 
videotaping a session of continuing, traditionally su- 
pervised psychotherapy for supervision. To our 
knowledge, this is the first attempt to systematically 
assess the value of videotapes in continuing super- 
vision versus secondhand reporting. Although we will 
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not provide the definitive answer of whether or not a 
picture is worth a thousand words, we hope to provide 
a sound basis for future scientific study. 


METHOD 


All of the clinical supervisors and second-year psy- 
chiatric residents in the Adult Psychiatry Outpatient 
Clinic of the University of Southern California-Los 
Angeles County Hospital were asked to complete a 
questionnaire about their clinical supervision. Most of 
the supervisors were private practitioners in the com- 
munity, but a few were full-time faculty. The majority 
had a dynamic-analytic orientation. Second-year resi- 
dents were working full-time in the outpatient clinic for 
the entire year, spending over 100 hours a month 
seeing patients. Our questionnaire contained a rating 
scale to assess experience with various modes of su- 
pervision, the supervisors’ and residents’ perception 
of the goals of supervision, and their opinions regard- 
ing the potential impact of videotaping one session of 
psychotherapy currently under traditional super- 
vision. 

Next, all of the residents were asked to videotape 
such a session and to use the tape during the next su- 
pervisory session. Permission from the patient and su- 
pervisor were required. Half of the residents, 11, vol- 
unteered. The taping residents and their supervisors 
were required to complete a modified Walter Reed 
Mental Status Evaluation (16) for their patient before 
taping and after viewing the tape. After viewing, they 
completed a questionnaire about how they felt the tap- 
ing affected the patients, themselves, and the super- 
vision. 

The videotaping was performed by volunteers who 
used portable equipment set up in the therapist’s of- 
fice. The viewing was done in another, specially 
equipped room. The supervisors and residents an- 
swered the questionnaires in private and without con- 
sulting each other. The patients completed a short 
questionnaire after the taping that indicated their feel- 
ings about the session. 


RESULTS 


Previous Experience with Videotapes 


We obtained responses from 21 of the 22 residents 
(95%) and 32 of the 37 supervisors (86%). On the aver- 
age, each resident had worked with 50 outpatients and 
each supervisor with 50 residents. Only 16% of the 
residents and 40% of the supervisors had previously 
used videotapes in the supervision of psychotherapy. 
None used them regularly, and each used traditional 
supervision at least 85% of the time. There was no sig- 
nificant difference in previous experience between the 
11 residents and 9 supervisors who subsequently 
videotaped a therapy session for this study and the 10 
residents and 23 supervisors who did not. There were 
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2 supervisors who supervised 2 partici» : 
each, hence the discrepancy between © »° 


and 11 residents. 


Opinions About the Goals of Supervisto. 


The items considered by our resri: | 


much’’ goals of supervising psychoc: . 
therapy were teaching psychodynamics . 


apeutic techniques, improving patient i .- 


ing residents grow. The remaining 4 itc > 
as ‘‘somewhat’’ important goals: giving . 


tional support, teaching psychiatric the; .* 


diagnostic techniques, and getting resi.! 
with their own feelings. No categorie, 3 
“little” or ‘‘no’’ importance. There we‘ 

of agreement across all 4 groups—res ¢« 
ticipated in a videotaped session and |! 


not, and supervisors who participated >. 


did not. 
Attitudes Toward Videotaping 


Before videotaping. The supervisors 


volved in videotaping and the residents \ «. 


showed significantly stronger agreemc: i 
pervisors who were not and the resi: 
with the statement that videotaping 7: 
with the patient’s production of mau. 
p<.01, and t=1.88, p<.05, respectiy< + 
taped session, although all 4 groups 


agreed with the statement that taping v: ` 


with the resident’s ability to conduci 
nontaping supervisors had significari- 
pectations than the taping supervisors i 


would be more helpful than secondhii _ . 


giving the resident self-understanding ( 
and in assessing the resident’s clinical <. 
p<.05). The taping residents saw the i. 
significantly more helpful than the tapi « 
in understanding techniques (t=2.50, » 
making them a better therapist (t=2.12. ¢ 
the taping residents had more positiv, 
about the benefit of videotaping than d - 
sors they were working with. 

After videotaping. When we analyze i i 


videotape data for the 11 residents and €- 


who participated in the taping, we note + 
shifts: despite pretape opinions that 
would interfere minimally with therar;. 
sors involved in the taping showed a sv. 
(t=1.89, p<.05) toward viewing the up 
fering with the resident’s ability to trea: > 


to taping, the residents felt their supers ~ ` 


more technique oriented during the sc > 
sion using the tapes; subsequently the, 
less technique oriented (t=2.42, p< {5 
found the videotapes less helpful in 


techniques than they had anticipated (t=? °°. 


Overall, the supervisors’ pre- and po 1 
of videotaping for supervision did net 
cantly. However, residents’ views beca: 
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tive: of 199 possible responses, only 28 changed in a 
favorable direction, whereas 69 moved in a negative 
direction and 102 remained unchanged. 


Patient Responses 


Five patients reported that they were moderately 
anxious during the study, 1 reported being very anx- 
ious, and 5 said they were slightly or not at all anxious. 
None ‘‘greatly disliked” it, and 3 ‘‘greatly enjoyed it.” 
All but 2 said the taping made the session ‘‘different’’ 
from all previous sessions, but the consensus was that 
the session was no worse nor better than any other and 
that they would not have said anything different had 
the session not been taped. Two-thirds of the patients 
said they would dike to be taped again; the rest said 
they would not. These opinions contrast with those of 
the residents and supervisors, who felt the videotape 
had “‘somewhat’’ interfered with the patients’ produc- 
tion of material, and agree with their estimations that 
the patients were “‘somewhat’’ more anxious during 
the session. 


Rating of Patient Pathology 


The taping residents dnd supervisors rated the pa- 
tients in 102 specified areas of the modified Walter 
Reed Mental Status Evaluation (16). They estimated 
the degree of pathology and their confidence in these 
ratings before and after taping. Responses for each rat- 
ing category were summed across all items and an 
overall confidence rating was obtained for both ques- 
tionnaires. The supervisors were significantly more 
confident of their estimates of pathology after viewing 
the tape (x?=88.71, df=3, p<.01). Residents’ con- 
fidence ratings did not change significantly. 

Comparisons of the pre- and posttape question- 
naires revealed no statistically significant changes by 
either the residents or supervisors involved in the tap- 
ing in terms of the nature or degree of pathology, diag- 
nosis, or prognosis. However, for 3 patients the work- 
ing diagnosis was altered by the supervisor as a result 
of the videotaped session. One was changed from de- 
pressive neurosis to passive-aggressive personality, 1 
from anxiety neurosis to depressive neurosis, and in 
one case the diagnosis of passive-dependent personal- 
ity was added to the previously perceived diagnosis. 


e * 
DISCUSSION 


Effects of Videotaping on Patients and Residents 


Our data indicate that the videotaping of psycho- 
therapy is not disruptive to the patient. Aside from ex- 
periencing a moderate increase in anxiety, the patients 
tolerated the procedure well and reported that it had 
no significant effect on their production of material or 
the therapy itself. Those who fear that videotaping is 
artifactual, intrusive, or counterproductive should be 
reassured. 

Both taping residents and taping supervisors found 
that the videotaping was interfering and anxiety pro- 
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ducing for the resident. Several explanations for this 
are possible: 1) that the residents were actually no 
worse than usual in these sessions but had uncon- 
sciously or consciously made themselves look good in 
prior supervision, as discussed by Stein and associates 
(10), 2) that the residents were afraid that the supervi- 
sor might use the videotape to evaluate the resident, or 
3) that the supervisors were inexperienced in deriving 
maximum educational benefit from videotaping. Our 
data support Gruenberg (7), who feels it is the thera- 
pist, not the patient, who ts inhibited by taping. Fore- 
knowledge of the normalcy of such anxiety might di- 
minish resistance to such procedures. 


The Videotape and Assessment of Patient Pathology 


Seeing the patient on tape had several effects on the 
supervisors. Prior to the taping they were rather un- 
sure of their assessments of patient pathology, a fact 
that supports Grotjahn’s feeling (8) that traditional su- 
pervision creates a great deal of uncertainty for the su- 
pervisor. Subsequent to viewing they became much 
more confident of their answers. Moreover, three su- 
pervisors made changes tn the diagnoses given the pa- 
tients. At least in some cases videotape can be of ma- 
jor diagnostic value. 

The failure to produce more significant changes in 
patient assessment, such as those described by Stein 
and associates (10), Schuster and associates (9), and 
Buehler (11), may indicate that the initial interview sit- 
uation is more subject to distortion than continuing 
cases wherein patients are discussed week after week. 
More pessimistically, ıt may be much more difficult to 
change one’s opinion about a patient after several 
weeks of doing what one assumes is worthwhile and 
accurate supervision. 


Videotapes and the Goals of Supervision 


The unanimity of the respondents regarding the pur- 
pose of supervision deserves close scrutiny. The di- 
chotomy found in the literature between the student- 
centered and patient-centered schools of supervision 
is not evident among our sample. Clearly, all aspects 
of psychiatry, including teaching clinical skills, im- 
proving patient care, and helping residents with their 
own problems, are acceptable goals. This sample, rep- 
resenting a significant percentage of our clinical staff, 
would accept a middle position between Tarachow (4) 
(patient-centered) and Fleming and Benedek (3) (su- 
pervision=therapy), disagree with Sloane (5) (teach 
only), and agree with Goin and Kline (6) that the resi- 
dent’s own feelings are important to discuss. 

Although our respondents showed unanimity in re- 
gard to the goals of supervision, before taping there 
was some disagreement between the taping residents 
and supervisors about the uses of the videotape; the 
taping residents were more optimistic. After the super- 
visory session, however, the residents in general were 
disappointed. This disappointment could reflect the 
aforementioned differing expectations. Perhaps resi- 
dent-supervisor teams could have profited by joint in- 
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struction on the educational uses of videotapes. The 
newness of the single videotape, without significant 
prior experience, possibly created problems, and mul- 
tiple continuous taped sessions may be needed before 
its usefulness can be adequately ascertained. 


CONCLUSIONS 


Our data indicate that the videotaping of continuing 
psychotherapy for supervision is not harmful to pa- 
tients, increases supervisors’ certainty about diag- 
nosis, and makes residents anxious. Better education 
regarding use of the technique, plus more extensive 
and controlled comparisons of taped and secondhand 
supervision will be needed before any clear-cut deci- 
sions about the educational value and cost effectiveness 
of such procedures can be made. The videotaping pro- 
cedure is, at least, not a hindrance to supervision and 
is, to some extent, a valuable tool. 
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Psychiatry Residents in a Milieu Participatory Democracy: 


A Resident’s View 


BY DENNIS GERSTEN, M.D. 


Psychiatry residents respond with a variety of coping 
mechanisms to the lack of traditional structure in a 
milieu participatory democracy. To incorporate 
themselves into the system they must accept such 
democratic ideals as equality among staff and 
patients, group decision making, and free self- 
expression and give up some of their traditional ideas 
about staff and patient roles, treatment modalities, 
and the therapeutic environment. The author was a 
first-year resident in psychiatry on a university hospital 
inpatient therapeutic community; he discusses the 
conflicts between residents, who often adopt a ‘‘we- 
they” attitude, and the permanent staff, whose 
protectiveness of the ward community reflects their 
personal commitment to its ideals. 


IN THE LAST FEW DECADES there has been an Increase 
in the use of the therapeutic community for treating 
psychiatric inpatients. Although a lot of attention has 
been paid to patients’ reactions to this type of system, 
little work has focused on the experience of residents 
in training in this setting. In this paper I will discuss 
psychiatric residents’ experiences in such a system, 
the difficulties they encounter, and the coping styles 
they can adopt. 


THE PHILOSOPHY OF THERAPEUTIC 
DEMOCRACY 


In a therapeutic democracy there is no autocratic 
leader (whether a benign dictator or otherwise) to hand 
down decisions, but rather the community as a whole 
votes on almgst all major issues and thus decides ward 
policy. Ward decisions are reached by vote and are 
presumably based on logic, common sense, and expe- 
rience—not on formal credentials. The democratic 
policy extends to decisions on hiring and firing, role 
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definition, promotion, discipline, and general ward 
policies. The implicit assumption in this therapeutic 
philosophy is that group decision is usually more valid 
than individual decision. 

The concept of democracy extends to the treatment 
of patients. Decisions regarding patients’ passes, class 
changes, discipline, responsibilities, and the manage- 
ment of difficult patients are voted on by staff and pa- 
tients in community meetings. Each has an equal vote. 
Staff veto power exists but is rarely used. Staff-patient 
equality 1s fostered by the use of first names for every- 
one. Casual dress and the absence of identifying name 
tags or patient wrist bracelets emphasize the concept 
of equality. 

The philosophy of democratic treatment includes 
the belief that this process will facilitate open and hon- 
est interaction between all community members and 
that the resolution of staff and staff-patient conflicts 
leads ultimately to good patient care. At the core of 
such a philosophy is the belief that it is possible to 
create an environment that is essentially humane and 
egalitarian and that patients improve by living in such 
an environment and integrating its ideals. The commu- 
nity process itself is thought to be the healing force 
(1)'. In practice, patients become members of the so- 
cial system and are encouraged by their peers to act 
responsibly. They are rewarded for behavioral change 
by peers and staff. 

A number of policies follow from these assump- 
tions. Nonmedical staff (‘primary contacts’’) are pri- 
marily responsible for coordinating patient care and 
use the resident as a supervisor. This modus operandi 
is prevalent in both traditional psychiatric hospitals 
and therapeutic communities in newer institutions. It 
accommodates changing treatment philosophies and 
aids nursing personnel who are in close contact with 
patients and who must make rapid decisions regarding 
patient care, often without concern for the power base 


(2). 


THE RESIDENT'S EXPERIENCE 
Entering the Milieu Environment 


A psychiatric resident entering this system either di- 
rectly from training on a medical ward or from a tradi- 


'This philosophy was originally espoused by the American moral 
therapists of the late nineteenth century. 
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tional psychiatric ward is often more than surprised at 
the disparity between his self-perceived role and com- 
munity expectations. He may be called doctor; he may 
not. His opinions are not accepted automatically be- 
cause he has a medical degree: on the contrary his 
ideas about patient management, treatment, or ward 
staffing problems may be actively contested. Finally, 
he will discover that the patients he has expected to 
treat are usually not his to treat alone—each step is a 
group decision. The therapeutic democracy conveys 
to the resident a sense of constant chaos and continual 
crises on the ward and a profound sense of a lack of 
structure, or at least structure with which he ts famil- 
iar. As a result of his experiences in training, the resi- 
dent must at first assume that the ward is in crisis and 
that it will soon pass. He searches for causality in the 
crisis. Is it one or two difficult patients, is it the residue 
from a suicide last week, is it because a manic patient 
is tearing the place apart? Js it because the staff dis- 
agrees on the treatment plan and argues over the smor- 
gasbord of drugs, insight, psychodrama, and Gestalt 
therapy? Or is it because of me? Finding no satisfying 
explanation, a resident may feel at times as if he is 
being swept along in a crowd, not Knowing its direc- 
tion, purpose, or destination. 

As time passes. the resident may realize that this 
apparent disorder is the status quo. He draws on the 
coping mechanism that has always worked to counter 
chaos—the insistence that structure and order be im- 
posed. His obsessive style has conquered medicine, 
and surely it will not let him down now. Usually he 
makes a few random attacks on certain symbols of the 
system—‘*People here should wear name tags,” “I 
should be called doctor, ‘You should be called 
nurse, ““You should be called patient.” “The nursing 
station should be off-limits to patients (or at least the 
nursing station should have a sign on it saying ‘Nurs- 
ing Station’). Only much later might he learn that 
these issues are symbolic of a much deeper philosophi- 
cal stance. 

In the early stages of my residency in a university 
hospital milieu-oriented psychiatric ward, I felt acute- 
ly stressed. I felt that there had been a shift in the tra- 
ditional power structure. It was true that I was the 
doctor, who did histories, physicals, workups and or- 
dered medications; and it was true that the patients 
tended to regard me with traditional expectations of 
giving medications, providing some definitive knowl- 
edge, writing orders, and arranging for discharges. 
However, there was a difference; my opinions were 
challenged, and | felt I did not have the respect I had 
earlier in my training. Such a sense of decreased self- 
esteem was facilitated by covert attitudes and overt 
comments by patients and staff. In either case, as a 
fledgling psychiatrist I interpreted a lack of respect for 
my budding professional identity as an attack. 


The Resident's Response 


Sooner or later a resident must meet the new chal- 
lenges of the milieu unit with new solutions and find 


BRIEF COMML® : 


ways of dealing with the polarities that ofiter ~: 


The less flexible resident often becomes inc : 


authoritarian, makes unilateral decisions. : 


technical language, and insists on tradition: ! 
nurse-patient roles. He regains a sense of co 
at the same time increases polarities, inc™: 
sive-agegressive staff interactions, and foress . o 
isolation. Because the idea of equality Isai ~ 


of democratic philosophy, the authorivar. 
tends to catalyze struggles around that Iss. -. 


scapegoat, and in so doing Increase the cc. 


rest of the staff at his expense. 


` 


Obviously the resident’s range of respe: ~ 
ed only by the number of his defensive s: 
dent may be primarily passive-aggregsive 
gress to a dependent position and turn o. : 
responsibility to nursing personnel, ne -~ 
highly obsessive and lose himself in the i: 
per work, or he may conform in his bei:. 


significantly changing any of his values 


The riskiest stance for the resident «s 
behavior and attitudes—risky becits. 
must be willing to surrender and scn: 
tudes and be ‘‘adrift at sea’’*for some ı 
integrates all or part of a different set: ` 

Whichever defensive stance a reside : 
a milieu-oriented ward he must ccntc: « 


symbolic ideals. Spontaneity is his: 


many of the staff encourage patients i> 


tion freely. Implicit in this attitude is . 
self-expression leads to free will anc. ` 3 
termine one’s own fate. The extrene . 
attitude is the avoidance of seclusic ° 


avoidance of medication because 
emotions, and encouragement o: 
ences in everyone. Ultimately tò 
struggle between those who corsi.. 
manists and those who uphold i. 
Once while this struggle was ragirs- 


eral staff members suggested that <! - 


into seclusion in order to undersiz : 


dents would at times insist on usin. 1 .: 


seclusion In treating patients. 
During this kind of struggle, 1. - 
forceful ones, were seen as inhum. 
interested only in superficial cher: 
residents in turn saw the advce: < 
without medication’’ as poorly tv. 
trating, and undermining. In a.: 
that the staff members who icc. : 
and insisted on treating psychos 
were themselves being crue! t> 
valuable therapeutic modalitic: 
tients’ suffering. As physicians‘: . 
ty to use and understand medic: í ; 
becoming comfortable with . 
helped define their identities :: 
disagreements over medication.  ~ 
dents profoundly. However, «1 


this kind residents could begin ‘« v. < 


| 


A 
S 
/ 
í 


| , 
L ad 


cat 


ce. iC 


BRIEF COMMUNICATIONS 


$ 


psychotherapeutic techniques and were in fact able to 
offer good treatment using less medication, think out 
their use of medications more carefully, and use them 
morg appropriately. 

Many of the issues debated on the unit seem unre- 
lated, but most derive from the basic ward philosophy 
and the inherent built-in power struggles. Much of the 
distortion of this ideal of democracy results from the 
natural failure of its total actualization. On the one 
hand, nursing personnel want the benefits of the in- 
creased status and responsibility of being primary con- 
tacts but on the other hand are often dependent and 
demanding of the resident; when work does not get 
done, the resident inevitably picks up the slack. At the 
same time that equality is fostered, there are clearly 
several areas where staff are not equal. Residents tend 
to be far better at diagnosis and the use of medication; 
certain nursing personnel are excellent psycho- 
therapists. However, the tendency to blur individual 
differences in the name of democracy results in the 
smoke screen of a melting pot rather than the true plu- 
rality that does in fact exist. 


WARD LEADERSHIP 


Another major difficulty a resident faces is the lack 
of clear leadership by the ward chief. The ward chief 
with whom I worked was, like those described else- 
where (2), a charismatic figure whose primary mode of 
leadership was often his charisma alone rather than the 
exercise of the power traditionally inherent in the posi- 
tion. He generally chose to ‘‘lead from behind” and 
allow others to emerge, fostering a more egalitarian 
system. Like other charismatic leaders (3, 4) he func- 
tioned more as a catalyst for the process of community 
than as an authority per se. However, inherent in his 
position was latent authority, which he used in times 
of crisis. 

With this type of leadership, many staff members 
became more creative and autonomous and felt a 
sense of achievement that they had not felt in other 
psychiatric hospitals. Residents, on the other hand, of- 
ten did not highly value personal growth by the nursing 
personnel and indeed were threatened at times by their 
increased independence. 

Residents often did not share the ward chief's un- 
derstandin§ of his role and saw his ‘‘leading from be- 
hind” as an absence of clear leadership. The possi- 
bility that he too was swept along in and by the democ- 
racy was far too threatening for residents to consider. 

In attempting to understand ward dynamics, resi- 
dents often perceive a we-they position. Indeed, it was 
only after I began carefully exploring ward philosophy 
on an individual basis that I realized the fallacy of this 
attitude. There was, as in any culture, a large middle 
ground not radically doctrinaire but allowing some 
freedom in various directions at different times. How- 
ever, when the ward became polarized around a given 
issue, residents often felt “either you’re with us or 
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you're against us’ and the rest of the unit responded 
similarly. 

Where they are actually practiced, the ideals of de- 
mocracy seem to clearly enhance equality in dealing 
with one another. The major problem is that people 
often act as if they want a firm leader whose decisions 
they can both respect and rebel against. In the absence 
of such a leader the staff either become disorganized or 
find a scapegoat within the system to attack in order to 
maintain their sense of cohesion. At such times it is 
often the residents who are singled out to serve as 
scapegoats. Without a traditional hierarchy, a new 
power structure forms, with the resident often feeling 
that he is at the bottom. In fact, it seemed to me at 
times that this abuse was a kind of initiation rite cov- 
ertly sanctioned by the ward chief. This rite involved 
tolerating ambiguity yet nurturing staff who rejected 
the need for support and direction. The ambiguity of 
the situation is illustrated by the following example: 
On one occasion a resident asked a nurse if she minded 
letting him take a patient out of her psychotherapy 
group for an hour in order for him to do a history and 
physical. She became angry and, when later con- 
fronted with her anger, said, ‘‘Just say you’re taking a 
patient out of group. Don’t ask.” The resident must 
learn how to waik the fine line between the role of au- 
thority and that of trainee. 

It generally takes several months for a resident to 
begin to grasp what is meant by participatory democ- 
racy, because in the first months he is adjusting to the 
surface issues that arise which reflect the more basic 
attitudes. Many residents never get beyond dealing 
with these issues and leave the ward feeling disap- 
pointed, angry, and inadequate; others withdraw from 
the learning experience. One such resident in my ward 
commented that he had felt as though he had been 
thrown into a lion’s den and that he was daily nibbled 
away by the nurses and psychiatric technicians. It is 
interesting that a resident at the Yale Psychiatric Insti- 
tute milieu unit made the identical comment about that 
system (5). 


THE WARD CULTURE 


The essence of this system, the concept of democra- 
cy, is an important ideal to the permanent staff, and 
from this system many staff members derive a sub- 
stantial amount of self-esteem. In fact, many refer to 
the ward community as their ‘‘culture’’ and are ex- 
tremely protective of it. Thus, when residents question 
what seem at times to be trivial issues, they often 
threaten certain members profoundly. To tolerate the 
experience and grow from it, the resident must be able 
to empathize with and make an honest attempt to un- 
derstand the staff position. 

The mechanism by which this or any other sub- 
culture arises and is maintained is a complex issue. 
People who are compatible with the system are pur- 
posely selected to work in it. They generally like this 
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system because 1) it validates their own philosophical 
beliefs, and 2) it is syntonic with their personalities. It 
is risky to make generalizations about staff personal- 
ities, but the following seem to be true: many of the 
staff can attain high status on this ward regardless of 
their level of training: in their personal lives they set a 
high value on spontaneity and informality, which are 
compatible with the ward's philosophy toward ex- 
pressive therapies: and they often feel alienated from 
the mainstream of psychiatry and the competitive ideal 
of American culture and find common support of their 
“ideal in this system. The ward chief under whom I 
worked was well-suited to this situation for several rea- 
sons. He was very much committed to the ideals of 
participatory democracy and was determined to run a 
humane system. At the same time, it was compatible 
with his personality to give up his personal authority in 
order to facilitate group responsibility. His personality 
and philosophical outlook were harmonious with the 
ward and, combined with his charisma, facilitated con- 
tinuation of the “‘culture.”’ 

It may seem that participatory democracy and a mi- 
leu-oriented ward are synonymous, but a resident 
must learn that they are distinct. In adapting to the 
ward, a resident must grapple with problems he would 
face in any milieu. Participatory democracy is a logical 
philosophy to wed to a milieu-oriented ward but it 
must be understood as just that—a philosophy that can 
in fact be divorced from the system with which it is 
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The Relationship of Community Mental Health Centers to the 
Professional Standards Review Organizations Program 


BY 0.B. TOWERY, M.D. 





Given the realities of the professional standards 
review organization (PSRO) program and the 
necessity for accountability on the part of all health 
service providess, community mental health centers 
(CMHCS) should begin now to take an active role in 
planning their involvement in the PSRO program. The 
author points out the need for both psychiatrists and 
nonphysician professionals to become involved. There 
are many types of mental health services delivered 
in a given area, and the active involvement of CMHCs 
can be a major determinant of the shape and direction 
of this impact. 


COMMUNITY MENTAL health centers (CMHCs) 
should begin now to actively plan their involvement in 
the professional standards review organization 
(PSRO) program. Although this program was autho- 
rized by amendments to the Social Security Act more 
than five years ago, until recently funding has been 
quite gradual. Physician groups in many PSRO areas 
had applied for planning grants, but there was little 
federal money available to support these efforts. How- 
ever, recent funding appropriations for the support of 
local PSROs indicate that the program will rapidly be- 
come and remain the backbone of quality assurance 
activities nationwide. At this time PSROs are primari- 
ly focusing their efforts on the review of stays in acute, 
short-term general hospitals. Unlike many federal pro- 
grams that are thoroughly conceived at the federal lev- 
el and then implemented, the PSRO program is de- 
signed to evolve over the next several years, to experi- 
ment, and to establish policy based on whatever 
mechanisms seem to work well to assure quality care. 
There aregmany ways in which PSRO review will 
have an impact on‘the types and quality of mental 
health services delivered in a given area, and it is 
hoped that the active involvement of CMHCs will be a 
major determinant of the shape and direction of this 
impact. The decision as to whether a particular admis- 
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sion will be paid for or will continue to be paid for 
beyond a certain point, as well as evaluations of the 
efficiency and effectiveness of the care given, will be 
made by either the PSRO itself or a delegated hospital 
committee. Clearly, the validity and usefulness of 
these determinations will depend on the degree of in- 
volvement by community mental health professionals. 

The immediate emphasis of the PSRO program is on 
short-stay general hospitals and long-term care facili- 
ties, and direct involvement of mental health profes- 
sionals in the review process is now limited to these 
levels of care. It will not be long, however, until 
PSROs begin to address ambulatory care. At that time 
PSRO policies and activities will have even greater 
consequences for the mental health care for which a 
CMHC is responsible. Even the functioning and fiscal 
viability of a center may be affected, especially if a 
national health insurance program with a broad range 
of mental health benefits is enacted. 

Before considering the special situation of peer re- 
view of mental health services, it is necessary to brief- 
ly review the PSRO program and its functions. 


PSROS 


A PSRO is a voluntary, nonprofit professional or- 
ganization representing a substantial proportion of the 
practicing physicians in a designated area. The PSRO 
must assure that health care provided to patients under 
the Medicare, Medicaid, and Maternal and Child 
Health programs is medically necessary and consistent 
with professionally recognized standards of care. 
Once a PSRO is operational (PSROs are accorded a 
‘planning, ‘‘conditional,’’ or ‘‘operational’’ status), 
the responsibilities currently held by Medicare con- 
tractors and Medicaid state agencies are relinquished 
to the PSRO. The PSRO’s quality assurance program 
must be based on peer review and continuing educa- 
tion and must result in the improvement of quality, ap- 
propriate use of health care services, and continuing 
feedback about the effectiveness of the system. 

A PSRO either performs or delegates to a hospital 
the responsibility of performing both concurrent and 
retrospective review. The purpose of concurrent re- 
view at present is to assure the necessity of admis- 
sions, the appropriateness of hospital stays, and the 
effectiveness of discharge planning. A PSRO or dele- 
gated hospital committee must also conduct medical 
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care evaluation studies, which are usually retro- 
spective. The purpose of these studies is to identify 
deficiencies in the quality of health care and in the or- 
ganization and administration of its delivery and to 
correct these deficiencies through education and ad- 
ministrative change. These studies are usually of short 
duration and focus on particular problem areas. Ex- 
plicit criteria must be developed for objectifying the 
concurrent and retrospective review procedures and 
for screening purposes. In the future a PSRO will regu- 
larly analyze profiles on practitioners and patients in 
its area in order to identify deviations in the provision 
and utilization of services. 


INVOLVEMENT OF NONPHYSICIANS 


There are many important issues yet to be resolved 
that will affect the relationship of PSROs and CMHCs. 
One of the most important of these concerns the role 
of nonphysicians in the PSRO review process. A basic 
principle of the CMHC program from the beginning 
has been that the delivery of mental health services 
need not and should not be directed exclusively by 
psychiatrists. Many CMHCs do not even employ full- 
time psychiatrists or other physicians. In some ways it 
is unfortunate for CMHCs that the PSRO review meth- 
odologies are having their beginnings in the short-stay 
general hospital. Regulations developed for reviewing 
services at this level of care are concerned with physi- 
cian-initiated care and thus appropriately delegate re- 
view authority almost exclusively to physicians. 

However, in a CMHC many of the services that will 
come under PSRO scrutiny are delivered independ- 
ently by nonphysician mental health professionals. 
Further, the blurring of roles that has occurred in 
many centers has resulted in a situation where a given 
service may be competently performed by several dif- 
ferent professionals. For instance, an intake evalua- 
tion might be performed by a nurse, social worker, or 
psychologist. One implication of this is that within a 
CMHC representatives of several of the different men- 
tal health professions can and should contribute as a 
team to the reviews surrounding such activities. On 
the other hand, each of these professionals still has 
unique contributions to make in the treatment process. 
Thus, for example, criteria for appropriate placement 
after hospital discharge might best be developed by so- 
cial workers. Each profession has its own limitations 
as well, and for that reason only professional peers can 
fairly decide whether a given clinical decision is appro- 
priate. For example, the criteria for the appropriate- 
ness of obtaining a medical consultation might be dif- 
ferent for a nurse than for a social worker, depending 
on the educational and experiential background of 
each. 

The required statutory mechanism for the in- 
volvement of nonphysician health care practitioners in 
the PSRO program is the PSRO Advisory Group (1). 
The Advisory Group relates to either the statewide 
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affect the care given to the patients of a CMHC only 
when the CMHC’s inpatient unit is in a general hospi- 
tal or psychiatric hospital whose services fall under 
PSRO review. The PSRO program is now just begin- 
ning to direct itself toward the review of ambulatory 
care, and, with this, both the necessity and the oppor- 
tunity for CMHC involvement will increase. 


REVIEW OF AMBULATORY CARE 


Thus far the description has been of PSROs as they 
are to conduct review of inpatient hospital services. 
Noninstitutional services are now being reviewed only 
in relation te dgmonstration projects. However, Public 
Law 95-142 (the recently enacted 1977 Medicare-Med- 
icaid antifraud and abuse amendments) requires that 
PSROs will now have to address ambulatory care 
within two years of the time they become operational. 
Soon, the review of ambulatory services will take its 
place alongside inpatient review. Ideally, such review 
will be integrated to the point that the whole spectrum 
of care provided to any single individual can be eval- 
uated as a total picturé. This will permit a much more 
meaningful review, especially for CMHCs, since ques- 
tions of appropriateness and necessity of one level of 
care are so often related to the availability and accept- 
ability of other levels of care within the service sys- 
tem. 

At this time it is impossible to predict what form 
PSRO review of ambulatory services will take, since 
sophisticated methodologies for such review have sim- 
ply not yet been developed. Most of the review activi- 
ties that have been developed relate to individual 
claims payment by third parties and are focused al- 
most completely on efficiency and cost containment. 
Issues usually addressed are those of patient eligibility 
for coverage by a given plan, whether the services ren- 
dered are covered by the plan, and the appropriateness 
of the provider’s charges. Patient and provider pro- 
files, as well as office practice audits, have also been 
used to monitor quality in the ambulatory setting, but 
only to a limited extent (4). 

Within a CMHC, as in other settings, there are many 
additional issues related to quality of care that must be 
addressed. Some of the principles and procedures de- 
veloped for fhe inpatient setting will probably be rele- 
vant, but Others will not. For example, the use of ex- 
plicit criteria in review activities will probably remain 
an important requirement. Medical care evaluation 
studies, or some modification of these, are likely to be 
applicable to the ambulatory setting. The principle of 
correction by education and other principles related to 
appropriate utilization and follow-up of the review 
findings will also continue to be relevant. Procedures 
for peer review of services delivered by nonphysicitan 
mental health practitioners must continue to be an im- 
portant part of the review system. 

Two models for the review of services in CMHCs 
have already been developed and successfully imple- 
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mented. At the Peninsula Hospital and Medical Center 
CMHC in Burlingame, Calif., three-member peer re- 
view committees meet weekly to review cases present- 
ed to them by therapists in person. In these sessions 
each case is discussed, and a course of therapy is 
agreed upon by the committee and the therapist (5). 
The Connecticut Community Mental Health Center in 
New Haven has developed a three-level approach to 
the review of services (6). Criteria relating to admis- 
sion, assignment to group therapy, precautions against 
suicide, prescription of medication, and other aspects 
of the care given are first used by professional non- 
clinical reviewers for screening. Then peer reviewers 
examine selected cases and provide feedback on their 
findings. Other models, such as the routine peer re- 
view of prescribing patterns at the West Philadelphia 
Community Mental Health Consortium (7), have also 
been developed. 


OTHER ISSUES 


Other issues that must be resolved have to do with 


the nature of mental health care in general. Can we 


develop generally agreed-upon criteria that permit 
evaluation of all of the many types of mental health 
services delivered in a CHMC? Can we develop objec- 
tive measures of progress and success for the many 
treatment goals that relate to complex intrapsychic 
changes and alterations in subjective experience? Can 
we develop review methodologies that meet the spe- 
clal needs of mental health, such as maximal preserva- 
tion of therapist-client confidentiality and allowance 
for the legitimate variations in treatment length and in- 
tensity that dérive from the different philosophies of 
treatment in mental health? Can we develop tolerance 
for the degree to which therapeutic success 1s depen- 
dent on factors beyond the therapy itself, such as 
client motivation? The answers to all of these ques- 
tions must be affirmative if CMHCs are to relate suc- 
cessfully to the PSRO program. 


CONCLUSIONS 


Given the realities of the PSRO program and the ne- 
cessity for accountability on the part of all health serv- 
ice providers, CMHCs should begin now to take an 
active role in determining their relationship to PSROs. 
Although there are still many areas in which PSROs 
have not been established or are only in the planning 
stage, many more PSROs will soon become operation- 
al. The development of the local PSRO should be at- 
tended to carefully, and both psychiatrists and non- 
physician professionals should make every effort to 
become involved in the organization’s review activi- 
ties. An effort should be made to understand the poli- 
cies and procedures of the PSRO program, which at 
times may seem difficult since many of the concepts of 
peer review and much of the language used are as yet 
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BRIEF COMMUNICATIONS 


ing the so-called borderline syndrome to other studies 
of personality disorders. 


¢ 


THE HEALTHY-NEUROTIC-PSYCHOTIC 
CONTINUUM 


One school of classifying psychiatric illness main- 
tains (simply stated) that the various symptom com- 
plexes or syndromes are manifestations of a single 
psychopathological process that leads from health, 
through the neuroses, to psychosis. The syndromes 
are considered points on this continuum. Borderline 
patients are felt to comprise an unstable group that 
vacillates bagk and forth across the neurotic-psychotic 
boundary. Dickes (1) has argued (by analogy to other 
typical medical illnesses) that this single continuum 
concept is not accurate. He recommended abandoning 
the borderline concept as well as the terminology. 

There is, indeed, systematic evidence pertinent to 
psychiatric illness that supports Dickes’ stand. Studies 
comparing manic and schizophrenic patients (2) and 
depressive and schizophrenic patients (3) have shown 
qualitatively indistinguishable patterns of thought dis- 
order in these otherwise clinically distinguishable syn- 
dromes. It has also been reported (4) that specific 
symptoms of psychosis (hallucinations) occur in sever- 
al, more clearly defined syndromes (affective disorder, 
schizophrenia, Briquet’s syndrome, organic brain syn- 
dromes, alcoholism), some of which are not usually 
considered psychotic. Finally, patients with schizo- 
phrenia, for whom the sine qua non is psychosis, are 
being seen more frequently sliding back and forth over 
that border as they are treated and then default from 
neuroleptic therapy and relapse (5). 

It would seem, then, that the words ‘‘psychotic”’ and 
‘‘nonpsychotic’’ (as opposed to ‘“‘neurotic’’) may be 
useful clinical descriptors, but they should be used to 
modify rather than supplant more valid diagnostic 
categories. The evidence supports consideration of 
each syndrome as a separate entity, rather than as a 
point on a single continuum. It would also seem that 
research methodology should not attempt to compare 
‘borderline’ subjects to ‘‘neurotics’’ and ‘‘psychot- 
ics,” since all three of these would appear to be un- 
stable diagnostic labels. 


MULTIPLE USES OF THE WORD ‘‘BORDERLINE”’ 


A recent study (6) reviewed 20 patient charts that 
had been randomly selected for containing the word 
“borderline” in diagnostic terminology. It was found 
that 9 different borderline diagnoses were used. The 
diagnoses included borderline, borderline state, bor- 
derline personality, borderline syndrome, borderline 
psychosis, borderline schizophrenia, borderline schiz- 
oid personality, borderline hysterical character, and 
borderline character. Further, 7 of the 20 patients re- 
. ceived 2 or more different borderline diagnoses; 5 re- 
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ceived 2 such diagnoses and 2 received 3 borderline 
diagnoses. 

This confusing and inconsistent clinical use of the 
word “‘borderline’’ has blossomed despite the fact that 
the only officially sanctioned use of the word is DSM- 
Ils ‘borderline mental retardation” (7). A second di- 
agnostic framework devised for research purposes in- 
cluded ‘‘borderline features” as an adjectival modifier 
to another diagnosis, but not as a distinct syndrome 
(8). This has been recently changed to ‘schizotypal 
features,’’ implying a closer relationship to schizo- 
phrenia than to the personality disorders (9). A recent 
preliminary draft of DSM-III does not include the 
word ‘‘borderline’’ anywhere, even in regard to men- 
tal retardation (10). It seems clear that the intent is to 
promote the use of more specific rather than general 
diagnostic terminology. This intent should be fostered, 
since psychiatry is under justified fire for its often cas- 
ual approach to diagnosis. The addition of the word 
“borderline” to other diagnoses to denote atypical (as 
in ‘‘borderline features’’) and mild or, perhaps, in- 
complete (as in ‘‘borderline schizophrenia’ [11]) 
forms of illness should be supplanted by the more spe- 
cific adjectives. 


EXCLUSION CRITERIA AND FOLLOW-UP 
STUDIES 


Despite the loose clinical use of the word “‘border- 
line,” its popularity suggests the possibility that there 
may be a common core of symptoms that clinicians 
and researchers are trying to describe and isolate. 
These signs and symptoms were initially studied by 
Grinker and associates (12). They were further refined 
by Gunderson (13), who, by using a semistructured in- 
terview, found five ‘summarizing statements” that 
significantly separated ‘‘borderlines’’ from both *‘neu- 
rotic depressives’’ and ‘‘schizophrenics.’’ His study 
suffered from the shortcoming of starting with patients 
who had a certain clinical diagnosis of borderline de- 
spite the obvious lack of criteria for such certainty. In 
addition, Gunderson only excluded patients with evi- 
dence of organicity or a primary diagnosis of alcohol- 
ism or drug habituation, neurotic depression, and 
schizophrenia (the last two comprising the comparison 
groups). 

Gunderson’s summarizing statements, however, are 
quite similar to Small and associates’ descriptions of 
patients with passive-aggressive personality (14) and 
Liss and associates’ report of patients with undiag- 
nosed personality disorders (15). The common clinical 
descriptions from all three studies included suicide 
attempts, drug abuse, manipulation, alcohol abuse, 
and anger. Liss and. associates were meticulous 
about systematically rediagnosing their patients both 
at initial inclusion and at follow-up (16). This excluded 
a number of patients who met the criteria for another, 
more well-established syndrome (17), again pointing 
out the necessity of providing rigorous exclusion cri- 
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teria in order to avoid as best as possible the shared 
symptom dilemma. Similarly, in a recent report (6) I 
found that 12 of the 20 patients who received some sort 
of borderline diagnosis met the criteria for some other 
illness as defined by Feighner and associates (17). 
Despite their variation in quantity and quality, fol- 
low-up studies of patients with diagnoses of ‘‘border- 
line” (18), “‘_passive-aggressive personality” (14), and 
“undiagnosed personality disorder’’ (16) suggest that 
there is a sizable group of such patients whose course 
is chronic and who remain characterized only by a per- 
sistence of the core signs and symptoms described by 
Gunderson (13). However, further studies aimed at 
better defining this possibly valid syndrome must pay 
scrupulous attention to excluding all other psychiatric 
syndromes because of the high frequency of shared 
symptoms. The approach necessary to do this has 
been outlined by Guze (19). It is also extremely 
important that clinicians pay scrupulous attention to 
ruling out other disorders that may be more treatable 
before assigning a patient to this group for which no ef- 
fective treatment has been defined in controlled studies. 


CONCLUSIONS 


Research data suggest that the original basis for the 
borderline concept (i.e., the unitary health—neurosis— 
psychosis continuum hypothesis) is inaccurate. Loose 
and confusing clinical usage of the word **borderline’’ 
has moved it in the direction of clinical uselessness, 
which weighs in favor of dropping it from psychiatric 
nosology. This had wisely been done by the drafters of 
the proposed DSM-/1/. Gunderson (13) has devised in- 
clusion criteria for a possibly valid syndrome. The 
high frequency with which these signs and symptoms 
are shared with a variety of other psychiatric illnesses 
makes systematic exclusion of those other illnesses 
imperative in further research. If there is validation of 
a distinct syndrome characterized by the signs and 
symptoms delineated by Gunderson, it should be as- 
signed a neutral name (excluding ‘“‘borderline’’) to 
avoid confusion with the multitude of other popular 
uses of the word. Until validation occurs, these pa- 
tients should be considered **undiagnosed,’’ as recom- 
mended by Hudgens (20). Finally, clinicians should re- 
main alert that these signs and symptoms are frequent- 
ly shared by other, possibly more treatable illnesses. 
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CLINICAL AND RESEARCH REPORTS 





This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ‘‘Infor- 
mation for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the author. 


Drug History and Tardive Dyskinesia 


BY ROBERT C. SMITH, M.D., PH.D., MICHAEL STRIZICH, AND DAVID KLASS, M.D. 


Although there is a good deal of epidemiologic and 
experimental research clearly implicating neuroleptic 
drugs in the pathogenesis of tardive dyskinesia, it re- 
mains unclear whether any specific neuroleptics or 
dosage schedules contribute more strongly to the risk 
of tardive dyskinesia. This report presents preliminary 
findings from a study of drug history and tardive dyski- 
nesia in chronically hospitalized mental patients. 


Method 


The subjects were 103 patients 50 years old and old- 
er selected for the drug-history study from a larger sur- 
vey of tardive dyskinesia at Manteno State Hospital 
using stratified random sampling procedures based on 
tardive dyskinesia scores. Most patients were rated for 
tardive dyskinesia on at least two or three separate oc- 
casions with the Smith Tardive Dyskinesia Scale (de- 
scribed in part in previous publications [1, 2]); mean 
scores on a facial dyskinesia subscale are used in this 
report. The amount of neuroleptic drugs a patient had 
received over the entire period of hospitalization in the 
state system was quantified from medication records 
and doctors’ orders. Because of changes in the proce- 
dures for thedication records in the late 1960s, drug 
history records from 1968 on proved to be much more 
accurate; therefore, in this preliminary report, only 
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Clinical and Research Director, Manteno Mental Health Center, 
Manteno, Ill., where Mr. Strizich is Research Psychologist. Dr. 
Klass is also Lecturer in Psychiatry, Department of Psychiatry, Uni- 
versity of Chicago, Chicago, Il. 
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post-1967 drug history data will be used. The amount 
of neuroleptics was measured both in grams and 
chlorpromazine equivalents (CPZ-E), using the con- 
version ratios of Davis (3). Correlations and partial 
correlations of several drug variables with mean facial 
dyskinesia scores are presented. 


Results 


Our analysis revealed that only one drug, fluphena- 
zine, consistently had small to moderate positive cor- 
relations with tardive dyskinesia scores (see table 1). 
There was a much higher correlation when we sepa- 
rately examined the relationship between dyskinesia 
and the proportion of intramuscular fluphenazine a pa- 
tient had received. In a small number of patients 
(N= 12) who received any appreciable amount of intra- 
muscular fluphenazine enanthate, the correlation be- 
tween facial dyskinesia and proportion of neuroleptic 
medication given as fluphenazine was fairly high 
(r=.70, p~.01). The 5 patients in this group who had 
definite facial dyskinesia had received about twice as 
high a proportion of fluphenazine in their neuroleptic 
treatment (meantSEM mg CPZ-E fluphenazine/g 
CPZ-E total neuroleptics=258+47) than patients with 
no signs or borderline signs of facial dyskinesia (mean 
fluphenazine=109+27), a statistically significant dif- 
ference (t=2.52, df=9, p<.05). The total amount of 
thioridazine a patient had received tended to have a 
consistently small negative association with the dyski- 
nesia score, although only some of these correlations 
were Statistically significant. No other single drug had 
a consistent positive or negative association with the 
tardive dyskinesia score. 

Contrary to our initial expectations, tardive dyski- 
nesia was significantly negatively related to the total 
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TABLE 1 
Correlation Between Tardive Dyskinesia (TD) and Drug History 





Correlation | with TD Score 


Partial v 
Controlling 
Zero for Total 
Drug History Variable N Order- Neuroleptics 
Total amount of neuroleptics 
during hospitalization (CPZ-E) 103 — 26” 
Maximum amount of neuro- 
leptics in one year (CPZ-E) 101 —.21* 177r 
Amount thioridazine (CPZ-E) 101 ~ 22” —.|4*** 
Amount thioridazine (g) 101 — (227 =, |3*** 
Proportion of total neuro- 
leptics patients received 
that was fluphenazine 99 + 29" + .28* 
Proportion of total neuro- 
leptics given as intramuscular 
fluphenazine 12 +.70t —TT 
*p< .005. 
'*p< 0S. 
oF 10), 
to<..01. 
ttCPZ equivalence of total neuroleptics is controlled for in the original vari- 
able. 


amount of neuroleptics that a patient had received. 
This finding held true when partial correlations were 
done to control for the amount of neuroleptic the pa- 
tient received on the day of rating (partial correlation 
r=~.17, p<.05). 


Discussion 


Although our results suggest that one drug, flu- 
phenazine, may be more toxic in regard to tardive dys- 
kinesia, this conclusion should be regarded with cau- 
tion because of several factors. First, all the patients 
had been treated with neuroleptic medications for 
many years and no patient had received only fluphena- 
zine. Although we tried to control for some con- 
founding factors by using partial correlations, it is still 
possible that a factor which was not controlled might 
account for the significant positive correlations with 
fluphenazine. Second, some patients who had not re- 
ceived substantial amounts of fluphenazine also had 
definite tardive dyskinesia. Third, in a single sample in 
which many correlations are computed, it is statistical- 
ly possible to find a few significant correlations on a 
chance basis. Finally, our results on intramuscular flu- 
phenazine, which showed the strongest relationship 
with tardive dyskinesia, are based on a small sub- 
sample. 

It is important to note, however, that recently three 
other groups of investigators (4-6) studying the rela- 
tionship of drug history to tardive dyskinesia found 
significant associations of tardive dyskinesia with in- 


tramuscular fluphenazine. We believe that additional 
work is now needed to determine whether these pre- 
liminary findings, based on research using retro- 
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Filicide During Psychotropic-Induced Somnambulism: A Case Report 


BY DANIEL J. LUCHINS, M.D., PAUL M. SHERWOOD, M.D., J. CHRISTIAN GILLIN, M.D., 
WALEACE B. MENDELSON, M.D., AND RICHARD JED WYATT, M.D. 


In this paper, we report the case of a patient with 
drug-induced somnambulism who was studied in a 
sleep laboratory setting. To our knowledge, this is the 
first such report in the literature. 


Case Report 


The patient, Ms. A, is a 44-year-old woman with a history 
of one somnampulistic episode during adolescence but none 
after that until age“40. She also had enuresis until she was 16. 
There is no family history of somnambulism, enuresis, epi- 
lepsy, or psychiatric disorders. Ms. A was seen briefly by a 
psychiatrist when she was an adolescent for the enuresis and 
again in her 20s for anxiety subsequent to an unhappy love 
affair. She had no other psychiatric problems until she was 
39, when she developed a florid psychosis with agitation and 
persecutory delusions. She was diagnosed as schizophrenic, 
hospitalized for 2 weeks, and treated with thioridazine, 25- 
100 mg q.i.d., with apparent recovery. A year later, she be- 
gan to re-experience anxiety symptoms and resumed treat- 
ment on an outpatient basis. Because of insomnia, she re- 
ceived bedtime thioridazine and the hypnotic trichloroetha- 
nol (the active metabolite of chloral hydrate). Three months 
later, after taking both her bedtime thioridazine and a double 
dose of trichloroethanol, she arose from her bed at 3 a.m. 
and, apparently in a dissociated state, stabbed her daughter 
to death. When she was examined the next morning, she was 
found to be perplexed, hallucinating, and delusional, and 
was again diagnosed as schizophrenic. At her trial, she was 
acquitted by reason of insanity and hospitalized under court 
order. 

With phenothiazines and psychotherapy, her psychosis 
slowly cleared. However, she was noted to sleepwalk 2-4 
times a week. Diphenylhydantoin, 100 mg t.i.d., ethosuxi- 
mide, 1250 mg q.d., and amitriptyline, 150 mg q.h.s., had no 
effect on her sleepwalking. Repeated EEGs, including one 
with nasopharyngeal leads, a pneumoencephalogram, and a 
CT scan revealed no abnormality. 


Investigation 


After four years in the hospital, Ms. A was trans- 
ferred to a National Institute of Mental Health re- 
search ward at Saint Elizabeths Hospital for investiga- 
tion of hey somnambulism. Because she showed no 
evidence of active psychosis, either schizophrenic or 
affective, her medication (thioridazine, 300 mg q.h.s.) 
was discontinued. During a I-month period, 11 all- 
night EEGs were carried out using conventional re- 
cording and scoring techniques along with continuous 
video monitoring (1). There were no sleepwalking epi- 
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sodes. She was then placed on thioridazine, 300 mg 
q.h.s., and chloral hydrate, 1000 mg q.h.s.—the same 
combination she took the night she killed her daughter. 
Episodes of somnambulism were recorded 3 out of 4 
recording nights. Since she had been sleepwalking pre- 
viously while she was taking only thioridazine, 300 mg 
q.h.s., she was again put on this regime and sleep- 
walked 1 of the 5 nights recorded. She was then briefly 
tried on chloral hydrate 2000 mg q.h.s., but did not 
sleepwalk on the 3 recording nights. A double-blind 
placebo trial was carried out. On placebo, there was 
no sleepwalking during 5 recording nights. On the first 
night of thioridazine, 300 mg g.h.s., and chloral hy- 
drate, 1000 mg q.h.s., she sleepwalked. Table 1 sum- 
marizes the results of these investigations. 


Sleep EEG Findings 


The patient’s sleep EEG had several unusual fea- 
tures. Both on and off medications she showed awak- 
enings from stage 4 sleep in over half the nights, and 
many more brief episodes (5-15 seconds) of move- 
ments during stage 4. Also, regardless of medications, 
she had a short REM latency of about 30 minutes (49 
minutes is about average). 

All recorded episodes of sleepwalking occurred out 
of stage 4 sleep, which is consistent with other reports 
(2, 3). These episodes occurred during the first half of 
night, when stage 4 sleep is most prevalent. A feature 
which, to our knowledge, has not been noted pre- 
viously is that at least one REM period elapsed before 
each episode. 

In order to understand thioridazine’s ability to in- 
duce sleepwalking in this patient, we compared sleep 
indices during 9 nights on thioridazine and 9 nights 
without thioridazine. Thioridazine significantly in- 
creased REM time (mean+SEM=103+19 minutes 
versus 82+21, t=2.2, p<.05, two-tailed test), and 
there was a suggestion of an increase in percentage 
REM sleep (28+3 versus 23+5, t=1.89, p<.1). There 
was also a suggestion of increases in total sleep time 
(385+30 minutes versus 348+49, t=1.83, p<.1) and 
stage 4 time (62+28 minutes versus 40+17, t=1.88, 
p<.1) on thioridazine. 


Discussion 


These findings indicate that Ms. A only sleepwalks 
while on certain psychotropic medications. We are 
aware of only three previous reports of drug-induced 
somnambulism. Christianson and Perry (4) reported 
two dermatologic patients who developed somnambu- 
lism on bedtime chloral hydrate. Huapaya (5) reported 
sleepwalking after bedtime methaqualone in two cas- 
es, chlorprothoxene in another, and a combination of 
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thioridazine and methaqualone in a fourth case. Flem- 
enbaum (6), in the context of reporting several cases of 
pavor nocturnus (a stage 4 sleep abnormality) induced 
by large bedtime doses of neuroleptics and tricyclics, 
mentioned one case of somnambulism. 

In all cases, the sleepwalking could be controlled by 
eliminating the offending substance totally, reducing 
its dose, or avoiding bedtime administration. Unfortu- 
nately, we did not have an opportunity to determine 
whether Ms. A would sleepwalk on daytime thiorida- 
zine. 

In the one report in which data on childhood sleep- 
walking were available, sleepwalking was noted in two 
cases, sleeptalking in the third, and neither in the 
fourth (L. Huapaya, personal communication, 1978). 
Ms. A sleepwalked once in adolescence and also had 
a history of enuresis. Unfortunately, no data are avail- 
able on a history of enuresis in the other cases. 

Interpretation of the previously mentioned features 
of Ms. A’s sleep EEG is difficult. We are not aware of 
other reports of frequent movement and awakening 
from stage 4 in patients with somnambulism or of the 
onset of somnambulism after at least one REM epi- 
sode and the much shortened REM latency. The two 
latter findings might be related to each other but unre- 
lated to somnambulism, since a decrease in REM la- 
tency is reported in schizophrenics in remission (7). 

There was an indication that in the case of Ms. A, 
bedtime thioridazine may have increased REM and 
stage 4 sleep. Jus and associates (8) have reported in- 
creased REM and stage 4 sleep after large bedtime 
doses of neuroleptics but observed no such effect 
when the same dosages were administered in multiple 
daytime doses. Since somnambulism is a stage 4 phe- 
nomenon, it would be tempting to suggest that thiorid- 
azine's ability to induce sleepwalking is related to its 
action of increasing stage 4 sleep when given in large 
bedtime doses. However, this would not explain how 
methaqualone can induce sleepwalking, since this drug 
does not appear to increase stage 4 sleep (9). 

The mechanism by which psychotropic drugs induce 
sleepwalking, therefore, remains obscure. It is pos- 
sible that they interfere with an inhibitory system 
which normally prevents somnambulism. Future stud- 
ies with ‘‘purer’’ pharmacologic agents may help eluci- 
date such a system. For the present, administration of 


CLINICAL AND RESEA2: 


TABLE 1 


Relationship Between Bedtime Thioridazine and Scr > 727 


eoneween we 


Nights with 


Medication Sleepwalking 





Thioridazine, 300 mg q.h.s.* 
with chloral hydrate, 1000 q.h.s. 4 
Thioridazine alone 1 
Total for thioridazine 5 

No medication 0 

Chioral hydrate, 2000 mg q.h.s. 0 

Total for no thioridazine** 0 


*The difference between thioridazine with and withcut ¿> - 
significant. 
**The difference between the total for thioridazine anu vy 
significant (Fisher's exact test, p=.002). 
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Prediction of Self-Mutilation in Hospitalized Schizophrenics 


BY DAVID SHORE, M.D., DOUGLAS J. ANDERSON, M.D., AND NEAL R. CUTLER, M.D. 


We have recently seen several schizophrenic pa- 
tients who injured themselves seriously during hospi- 
talization on a locked inpatient ward. In each case no 
warning was identified before the self-mutilation. 
These events led to a search for predictive factors in 
order to develop a system approach capable of predict- 
ing and preventing self-injury in such patients. 

Most of the literature dealing with prevention of 
self-injury hag focused on psychotic children and the 
mentally retarded (1). There have also been a number 
of reports of self-injury in schizophrenics, described 
from a psychodynamic point of view (2—5). However, 
this literature only describes attempts to understand 
self-injurious behavior after the event or to control re- 
peated episodes by behavior modification. To our 
knowledge, no one has developed a systematic method 
to identify which schizophrenic patients are at high 
risk for imminent injurye 

Two examples of cases in which self-injurious be- 
havior was not predicted and no specific preventive 
measures were taken are described below. 


Case Reports 


Case 1. A 46-year-old man was admitted to the hospital 
after inflicting superficial lacerations over much of his body 
with razor blades. The patient had an extensive psychiatric 
history and had been hospitalized in several VA hospitals, 
where he was diagnosed as having paranoid schizophrenia. 
At the referring hospital emergency room he stated that he 
was ‘“‘the slasher” and that he still felt like hurting himself. 
On examination he was alert and oriented, with flat affect 
and loose associations. He denied homicidal or suicidal idea- 
tion, stating he did not know how the cuts had been made. 
He said someone else probably had cut him while he was 
asleep. During the first few days of hospitalization, the pa- 
tient seemed preoccupied with auditory hallucinations. He 
told staff that he felt a great sense of personal guilt about 
world problems such as war and starvation. Later he at- 
tempted unsuccessfully to obtain a knife in order ‘“‘to end it 
all,” reiterating that he was ‘‘responsible for all sin.” That 
evening the patient was found covered with blood. Both eyes 
had been enucleated. He later said that ‘‘a force’’ had over- 
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powered him and taken control of his actions. He added that 
he had not feared the motives of this force. 


Case 2. A 39-year-old man with a history of paranoid 
schizophrenia came to the hospital complaining of hearing 
confusing voices. He stated that he had been ‘*under satanic 
attack” for several weeks and that people were out to get 
him. He had cut his forearm and neck seriously 24 hours 
before admission. At the time of examination he denied sui- 
cidal ideation and was calm and cooperative at all times. 
During his first day on the ward the patient appeared to be in 
good spirits and no longer reported the experience of a spiri- 
tual or moral struggle. Subsequently, however, he was found 
with a pencil through the inner canthus of his right eye. He 
stated that he had done this because ‘‘The Lord says, ‘If thy 
right eye offend thee, then pluck it out.’ *’ He added that he 
communicated to others through his eyes and that he was 
worried that others might thereby learn his secret thoughts. 
The patient was placed in restraints and tranquilized with 
neuroleptics over the next several days. Six days later he 
stated that he felt he had done ‘ʻa stupid thing,” that he 
“must have misconstrued the spiritual meanings.” The pa- 
tient exhibited no further self-injurious behavior during his 
Stay. 


Discussion 


The two patients we have described had histories or 
obvious evidence of prior self-injury. In addition, both 
were outwardly calm preceding the event. One patient 
gave evidence of self-referential religious preoccupa- 
tion, and the other believed he was under the control 
of a trusted outside force. All of the cases of self-in- 
jurious schizophrenics that we have seen have shared 
these features. We have also discovered other cases in 
the literature that fit this pattern (2-6). 

Simultaneous with our study three investigators, 
(J.E. Crowder, C.A. Gross, and J.E. Heisen) accumu- 
lated a series of six cases of self-mutilation of the eye 
(unpublished data). Their findings are consistent with 
ours in that five of their patients had histories of pre- 
vious self-injury, and all six had tyrannical con- 
sciences (usually with religious preoccupation). All six 
revealed guilt feelings displaced to the eye and all ex- 
perienced a sense of relief from anxiety in the attempt- 
ed self-enucleation.! 


System Approach 


We recommend the following approach to the hospi- 
talized schizophrenic patient in order to assess the risk 
of imminent self-injury. The patient should be ques- 
tioned and examined fôr history or evidence of pre- 


'Of the six patients in the Crowder and associates study, five were 
clearly or probably schizophrenic, and the sixth was diagnosed as a 
psychotic depressive with religious preoccupation and auditory 
command hallucinations. 
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vious self-injury. He should also be carefully exam- 
ined for concrete religious preoccupation, for presence 
of auditory command hallucinations, and for delusions 
of reference or of control by outside forces. Careful 
questioning 1s then necessary to determine whether 
the patient trusts his concrete preoccupations, com- 
mand hallucinations, or delusions. Patients who do not 
have this trust will often appear anxious and ask for 
relief from their torment. However, if the delusions 
and/or hallucinations are trusted, patients may appear 
outwardly calm. Just as the depressed suicidal patient 
who shows an elevation of mood and lack of distress 
may have finally resolved to kill himself, the schizo- 
phrenic patient, torn between the forces of God and 
the devil, may display outward calm, having decided 
upon the sacrifice of some part of his body for his 
greater spiritual good. The Bible tells us, ** Better for 
part of you to be destroyed than for all of you to be 
cast into Hell.” 

We believe these outwardly calm patients present 
the greatest risk of self-mutilation, and we recommend 
rapid parenteral tranquilization as the treatment of 
choice. Such patients should be kept under constant 
observation until the rapid tranquilization brings the 
psychotic symptoms under control or until sedation 
supervenes. We consider the risks of rapid tranquil- 
ization as described by Ayd and others (7-9) to be min- 
imal when compared with the risk of self-mutilation. 
When these patients are no longer psychotic, they usu- 
ally regret their self-injurious behavior, saying, for ex- 
ample, `I misinterpreted the Bible and took it literally 
instead of metaphysically”” (3). 
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Conclusions 


No one can predict self-injurious behav . 
solute certainty. Based on clinical expe: « 
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schizophrenic patients present an acute 
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quilization is recommended because ‘tix. : 
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this system approach at our hospital, we ` 
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ized schizophrenics. 
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Anticholinergic Delirium in a Case of Munchausen Syndrome 


BY MARC H. HOLLENDER. M.D., ROBERT C. JAMIESON, M.D., EMBRY A. MCKEE, M.D., 


AND HOWARD B. ROBACK, PH.D. 


Atropine delirium resulting from the use of eye 
drops has been reported, usually in letters to the edi- 
tor, for nearly a century (1). In almost all instances the 
medication had been used to prepare for a refraction or 
to treat an eye disease. In only one article was acciden- 
tal exposure mentioned (2). The case we will report is 
unique in that an atropine-like substance was self-ad- 
ministered with the intention of producing dilated pu- 
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pils to simulate a neurologic disorder. 


which was not expected by the patient. v.. 
ric disorder (delirium). 

Mention in psychiatric texts of atropii.: . 
sulting from eye drops is seldom more ihe 2 
comment. Levin (3) stated in the Americe, — : 
of Psychiatry, *‘Poisoning can occur evo ` 
doses [of atropine], such as those usev ¿^ 
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and its derivatives may cause characterisit: i 
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hallucinations in drug-sensitive adults receiving rela- 
tively small quantities in the form of eyedrops....’’ 
In the same textbook, Peterson (5, p. 1114) noted, 
‘‘Solutions of these agents [piperidine derivatives] are 
also widely used in ophthalmology. ... These solu- 
tions may be swallowed in the tears by way of the na- 
solacrimal duct and produce anticholinergic intoxica- 
tion.” 

In our search of periodicals, we found cases of atro- 
pine delirium resulting from eye drops cited in general 
medical, ophthalmologic, and pediatric journals, but 
not in psychiatric publications. Although psychiatrists 
are sometimes called on to treat this disorder, they 
seem less well acquainted with it than some other spe- 
cialists. Kounis (6) commented, ‘‘Atropine . . . con- 
tributes more frequently than is appreciated, and in 
smaller doses than ts believed, to. . . the atropine eye- 
drop delirium.’’ Hopkins and Robyns-Jones (7) stated, 
“We are told by ophthalmologists that . .. delirious 
states associated with atropine administration are not 
uncommon.” It has been suggested that mild mental 
disturbances following eye surgery ‘‘attributed to 
emotional stress of the post-operative regimen may be 
due in part to atropine ifitoxication”’ (8). _ 

In recent years various atropine-like postsynaptic 
blockers have been substituted for atropine sulfate in 
the practice of ophthalmology. In addition, as in the 
case we will report, other anticholinergic medications 
may be used systemically, producing an additive ef- 
fect. It seems appropriate, therefore, to speak of an 
anticholinergic delirium rather than an atropine deli- 
rium. 


Case Report 


Ms. A, a 28-year-old licensed practical nurse, came to the 
emergency room of Vanderbilt University Hospital late one 
evening stating that she began to experience frightening vi- 
sual and auditory hallucinations a half an hour after taking 
two tablets of a proprietary medication (Sominex). The visu- 
al hallucinations were of bugs, dogs, long black snakes com- 
ing out of faucets, and laughing faces in cups of coffee, and 
the auditory hallucinations were of voices telling her how 
horrible her life situation was. She seemed to be disoriented 
to time, place, and person. (Subsequently, it was learned 
that, in addition to the Sominex, she had taken chlorproma- 
zine, 200 mg, and amitriptyline, 150 mg.) 

When seen in the emergency room, Ms. A was wearing a 
neck brace gn@ a cast on her left forearm. She claimed to 
have broken her left radius and sprained her neck in a car 
accident. (During subsequent interviews, she reported first 
that her ulna was fractured, then that the radius and ulna 
were fractured, and still later that the fracture included the 
radius, ulna, and metacarpals.) X rays of the left forearm re- 
vealed no evidence of fractures, and the police had no record 
of a car accident in which she had been involved. 

On physical examination Ms. A’s pulse was rapid (116 
beats per minute), and her pupils were markedly dilated and 
fixed. The pupils did not constrict in response to the appli- 
cation of 1% pilocarpine eye drops. Based on the clinical 
findings, the internist and neurosurgeon who examined her 
concluded that Ms. A was delirious. She was then referred to 
a psychiatrist who admitted her to the psychiatry unit. 
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Ms. A, previously diagnosed as having Munchausen syn- 
drome, had had numerous hospital admissions in Nashville 
and elsewhere. She had at various times consulted many 
specialists—ophthalmologists, internists, neurologists, neu- 
rosurgeons, endocrinologists, orthopedic surgeons, and psy- 
chiatrists—for her ‘‘illnesses.”’ 

Soon after this admission to the psychiatric unit Ms. A had 
a seizure, presumably psychogenic. She was informed that 
in view of extensive neurologic studies in the past, no addi- 
tional studies were planned. No other seizures occurred dur- 
ing this hospital stay. 

Two bottles of tropicamide (Mydriacyl), a short-acting 
mydriatic, were found in Ms. A’s hospital room. She was 
told that dilated pupils which did not respond to pilocarpine 
could only be due to eye drops and that she must be respon- 
sible for the pathological finding. Initially, she denied using 
eye drops, but she soon broke into tears and acknowledged 
that she had. Following discontinuation of the medication 
her pupils gradually returned to normal, but the hallucina- 
tions persisted for 2 weeks. 


Comment 


It is well known that atropine eye drops can produce 
delirium but less well known that delirium can appear 
with few or no significant peripheral signs of intoxica- 
tion (7). In Ms. A’s case the only physical signs were 
rapid pulse and dilated pupils. The old description of 
atropine intoxication—hot as a hare, red as a beet, dry 
as a bone, blind as a bat, and mad as a wet hen—ap- 
plied only in part to her. 

Cases of delirium have been ascribed to ‘‘inherent 
susceptibility to the drug’’ or to “‘idiosyncratic suscep- 
tibility.”’ In other instances the large amount of the 
medication absorbed (one drop of the 1% solution con- 
tains 0.75 mg of atropine) probably reached a toxic lev- 
el. Atropine eye drops are carried to the nasal mucosa 
and intestinal tract mixed with tears via the nasolac- 
rimal ducts. How much eye medication Ms. A used is 
not Known, but it is known that she did not exert pres- 
sure on the inner canthus of the eyes to prevent fluid 
from passing through the nasolacrimal ducts. 

Although mention is made of special susceptibility 
to atropine delirium in the very young and the aged, 
many reported cases are in middle-aged patients. The 
age range is from early childhood to 82 years, and no 
age is spared. 

The clinical picture may resemble delirium tremens 
because of visual hallucinations of insects and ani- 
mals, as in Ms. A’s case. Restlessness, fearfulness, 
agitation, confusion, and fever are commonly report- 
ed. Much less often there may be paranoid delusions 
and some resemblance to schizophrenia. 

In most instances, discontinuation of the eye drops 
has resulted in the relief or disappearance of all symp- 
toms of atropine intoxication in 6 to 48 hours. In only a 
few instances have the symptoms subsided in less than 
6 hours or persisted for more than 48 hours. The diag- 
nosis of atropine delirium has been confirmed by injec- 
tion of small doses of atropine to reproduce the dis- 
order (8, 9). 

To differentiate pupillary change produced by eye 
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drops from neurologic disease, pilocarpine, a para- 
sympathomimetic agent, is safe and reliable. It causes 
constriction of the iris sphincter unless atropine or an- 
other postsynaptic blocker, such as tropicamide, the 
substance involved in this case, has been used. 

Physostigmine salicylate (Antilirium) was not used, 
but it is effective in treating anticholinergic intoxica- 
tion when administered intramuscularly (1 mg repeat- 
ed in 15-20 minutes if necessary). 

In Ms. A’s case, the anticholinergic effects of chlor- 
promazine, amitriptyline, scopolamine (Sominex) 
(10), and tropicamide were probably additive. 

Although her disorientation cleared rapidly, Ms. A 
maintained that her hallucinations persisted during her 
2-week hospitalization. However, it is difficult to know 
whether this was actually the case. Given the previous 
diagnosis of Munchausen syndrome and her unusual 
willingness to assume the psychiatric patient role as 
well as the medical-surgical patient role, it is not un- 
likely that she was attempting to prolong her hospital- 
ization. 
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Neuroleptic-Induced Supersensitivity Psychosis 


BY GUY CHOUINARD, M.D., M.SC. (PHARMACOL), BARRY D. JONES, M.D., 


AND LAWRENCE ANNABLE, DIP. STAT. 


Dopamine receptor binding sites have been reported 
to increase in the neostriatum after chronic treatment 
with neuroleptics, which could account for the dopa- 
mine hypersensitivity that induces tardive dyskinesia 
(1). We propose that similar changes may occur in the 
mesolimbic region in response to the chronic dopa- 
mine blockade of these drugs. Three kinds of clinical 
evidence are compatible with this hypothesis: 1) cen- 
tral nervous system (CNS) drug tolerance; 2) psycho- 
sis following neuroleptic withdrawal, which is corre- 
lated with signs of dopamine supersensitivity and 
which we would therefore term ‘‘supersensitivity psy- 
chosis’’; and 3) psychosis associated with a sudden de- 
crease in prolactin levels following neuroleptic with- 
drawal. 


Study Reports 


CNS drug tolerance. In a double-blind controlled study 
we compared fluphenazine enanthate given every 2 weeks 
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3.9+1.9, respectively) or between the nondeteriorated pa- 
tients in the two drug groups. 

These results are consistent with the hypothesis that the 
relationship between severity of tardive dyskinesia and psy- 
chotic decompensation may be due to a common underlying 
mechanism of increased dopaminergic function covertly in- 
duced by long-term use of neuroleptics and made overt by 
drug discontinuation. There was no evidence that increased 
agitation caused a worsening of tardive dyskinesia, since the 
2 deteriorated chlorpromazine patients did not show signs of 
having more severe tardive dyskinesia than the nondeterio- 
rated tryptophan-benserazide patients. 


Psychosis associated with sudden decline in prolactin lev- 
els. In a pilot study designed to test whether penicillin has an 
antipsychotic effect, 10 hospitalized schizophrenic patients 
chronically tréatedl with neuroleptics had their medication 
withdrawn and replaced with oral penicillin for 6 weeks (6). 
Greater decreases in prolactin (geometric mean= 22.6 ng/ml, 
range=11.7-51.7 ng/ml on day 0; geometric mean=6.0 ng/ 
ml, range=3.7— 10.3 ng/ml on day 42) tended to be associated 
(r=.62, df=6, p<.10) with symptomatic deterioration (mean 
BPRS total scores +SD=37.5+8.8 on day 0 and 46.1+13.2 
on day 42), and increased severity of tardive dyskinesia was 
significantly correlated with decreases in prolactin (r=0.85, 
df=6, p<.01). ` 

There is evidence to suggest that supersensitivity does not 
occur in response to chronic dopamine blockade in the dopa- 
mine hypothalamoinfundibulum tract (7), so the extent of 
prolactin elevation can be seen as a measure of absolute 
dopamine blocking. That some patients require more dopa- 
mine blocking to control their symptoms, as suggested by 
their elevated prolactin levels, and relapse suddenly when 
the dopamine blocking is removed is consistent with the hy- 
pothesis that these patients have developed a super- 
sensitivity in their mesolimbic dopamine receptor sites as 
they have in the neostriatum. 


Discussion 


The association between dyskinesia and psychotic 
relapse has been observed by others (8, 9). The hy- 
pothesis that tardive dyskinesia and supersensitivity 
psychosis may be caused by a similar mechanism oc- 
curring in different areas of the brain is suggested by 
the common factors that can alter the clinical picture 
of both syndromes: increasing the neuroleptic dosage 
decreases the severity of dyskinesia and psychosis, 
decreasing the dosage makes both worse, stress ex- 
acerbates both dyskinetic and psychotic symptoms, 
and L-dopa and amphetamine can increase the severity 
of both. e ° 

We suggest that neuroleptics can produce a dopa- 
mine supersensitivity that leads to both dyskinetic and 
psychotic symptoms. An implication is that the ten- 
dency toward psychotic relapse in a patient who has 
developed such a supersensitivity is determined by 
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more than just the normal course of the illness. This 
may explain why Hogarty and associates (10) were un- 
able to identify ‘‘good prognosis” patients who do not 
relapse when maintenance neuroleptics are discontin- 
ued. 

Another implication is the possibility that this super- 
sensitivity is irreversible. This is accepted to be true of 
tardive dyskinesia unless it is diagnosed early and 
medication is discontinued. If the same irreversibility 
is occurring in the mesolimbic region, the result would 
be patients who must remain on neuroleptics for the 
rest of their life regardless of the natural course of their 
illness. In the studies done by Hogarty’s group, two- 
thirds of patients thought to be suitable for drug with- 
drawal after 2 years of drug therapy relapsed following 
drug discontinuation, causing the authors to state that 
“the need for maintenance chemotherapy may be in- 
definite’ (10). In some of these cases, the need for 
continued neuroleptic treatment may itself be drug-in- 
duced. 
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Tricyclic Overdose in a Patient Given Combined Tricyclic-MAOI Treatment 


BY KERRIN WHITE, M.D 


Recent reviews have documented the safety of com- 
bining monoamine oxidase inhibitors (MAOIs) and tri- 
cyclic antidepressants, particularly if one avoids par- 
enteral medications, use of imipramine, or the delayed 
addition of tricyclics to established MAOI treatment 
(1-3). Reported overdoses have formed part of the 
evidence” against use of tricyclic-MAOI combina- 
tions (4-8). Reviewing fatal versus nonfatal overdoses 
involving both MAOIs and tricyclics, Ananth and 
Luchins (3) remarked, ‘‘In none of the non-fatal over- 
dose cases was the patient on a course of MAOIs be- 
fore taking the tricyclics.’’ In this paper I will describe 
such a case, in part to offset the alarm evoked by ear- 
lier reports, since fear of fatal reactions has prevented 
controlled research in this area for too long. 


Case Report 


A 21-year-old man was admitted with the chief complaint 
of hearing the voice of a dead friend telling him to kill him- 
self, For the previous 6 months, after the death of this friend, 
he had been intermittently depressed and suicidal and had 
received chlorpromazine and amitriptyline in day care and in 
one previous psychiatric hospitalization. A few weeks be- 
fore this admission, he stopped treatment, suffered fitful 
sleeping and a 9.1-kg weight loss, and began to hallucinate. 
When he was admitted he appeared depressed, hostile, and 
suicidal. Physician examination revealed no pathology other 
than obesity and chronic bronchitis. Complete blood count, 
serum electrolytes, and serum liver function tests were all 
essentially normal. 

In part because of his history of poor response to amitrip- 
tyline, he was started on tranylcypromine, 10 mg q.a.m., and 
doxepin, 50 mg q.h.s.: gradually increased to tranylcypro- 
mine, 20 mg at 6:00 p.m., and doxepin, 150 mg q.h.s. He 
complained mainly of drowsiness and dry mouth but also 
had a stiff neck (relieved by diazepam), nausea, and vomit- 
ing. Blood pressure, recorded daily, never rose above 140/ 
100. After 17 days on this treatment, he began to improve, 
and 17 days later he was discharged with a 2-week supply of 
both medications. 

Two days after his discharge, the police found him uncon- 
scious. He had made a suicide attempt by overdosing on an 
unknown quantity of doxepin. He later persistently denied 
memory of the events immediately preceding his overdose. 
When he was first examined by paramedics, his pulse rate 
was 110 per minute, respiratory rate 40 per minute, and 
blood pressure 114/80. His pupils were equal and con- 
stricted, with slow response to light and dysconjugate gaze. 
On admission to our medical unit, within 3 hours after the 
police found him, he was lavaged and pink capsules were 
recovered. Pulse rate was 110 and regular, respirations were 
36 and regular, blood pressure was 130/72 and his temper- 
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ature was 98°. He was described as being ir ~. 
i.e., purposefully responsive to painful stimt ' 
peared flushed, especially over the lower ex: . 
flexes were normal. An ECG showed right ` 
block. A complete blood count was normal c « 
vated white count (14,800), serum electrolyte- 
except for elevated uric acid (8.3), and serus 
tests were normal except for elevated creatin~ - 
nase (810). The patient awoke the next day. i. 
otherwise without adverse after-effects andl v 
abnormality. 


Discussion 


This patient, after more than a mont. 
tricyclic-MAOI treatment overdosed o7 
and presented a clinical picture consisier: 
tricyclic overdose. No hypertension, hyrfs ' 
seizures occurred. This observation cont: . 
few catastrophic case reports ef similur « 
ations, which have contributed to the dic 
cyclic overdose occurred in a patient ci. ° 
MAOI reputed to be most dangerous. 
mine. On the other hand, this overdose : + 
pin, a drug not (to my knowledge) arc: : 
cated in presumed adverse reactions ic , 
therapy. Although part of the explanat: 
more recent introduction of doxepin. thi» 
tainly been combined with MAOIs me: 
denced by Ayd’s survey (9) of 55 such cz. 
ently without untoward effect. Perhaps .: - 
supersede amitriptyline as a drug of che 
nation with MAOIs. 

Although this one case cannot prove ‘i. - 
bination therapy poses no special risks ic, 
overdose, it is encouraging to those iate. ` 
bination therapy to know that one such 
curred without unusual consequences 
pay attention to the rare disaster while 
the less dramatic, more commonplace er. 
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Social Adjustment in Primary Affective Disorder 


BY DAVID L. DUNNER, M.D., GERARD J. IGEL, AND RONALD R. FIEVE, M.D. 


(d 

The purpose Of this paper is to assess social adjust- 
ment in patients with primary affective disorder. Re- 
cently, Weissman and Paykel (1) studied social adjust- 
ment in depressed patients using a structured question- 
naire—the Social Adjustment Scale—derived from an 
interview used by Gurland and associates (2). Their 
studies showed that the women depressives had worse 
adjustment in several social areas when they were de- 
pressed than when euthymic, and that euthymic de- 
pressed patients showed worse social adjustment than 
controls. The population studied by Weissman and 
Paykel was described as having primarily unipolar de- 
pression. 

We have administered a self-report version of the 
Social Adjustment Scale (SAS-SR) to patients attend- 
ing an outpatient lithium clinic (3). Our major interests 
were to describe the social adjustment states of these 
patients, most of whom had bipolar depression, and to 
compare data on the depressed women in our sample 
with the data reported by Weissman and Paykel. 


Method 


The study was conducted in the lithium clinic of the 
New York State Psychiatric Institute. All 169 subjects 
met the diagnostic criteria of Feighner and associates 
(4) for primary affective disorder and were further 
classified into bipolar and unipolar subtypes (5). Pa- 
tients termed bipolar I had been hospitalized for mania 
at least once. Bipolar II patients had been hospitalized 
for depression only and had histories of hypomania. 
Patients termed ‘‘bipolar other” had never been hospi- 
talized for affective disorder but had received out- 
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patient treatment for depression and hypomania. Pa- 
tients were classified as unipolar if they had been hos- 
pitalized or treated for depression and had no history 
of mania or hypomania. 

All patients participated in the study voluntarily. 
Each patient was asked to complete the SAS-SR for 
the 2-week period preceding the clinic visit. This ques- 
tionnaire consists of several questions in 6 areas of so- 
cial adjustment (work, spare time, extended family, 
marital, parental, and family unit). The questions are 
each scored on a S-point scale, with 1 representing ex- 
cellent adjustment and 5 poorest adjustment. We ob- 
tained mean scores for each area and for the question- 
naire overall. Patients were instructed on filling out the 
questionnaire by one of us (G.I.), and the question- 
naire was reviewed for completeness of response. 

At each clinic visit, the patient’s mood was assessed 
by a trained nurse or psychiatrist (6). Mood ratings 
were assessed independently of social adjustment 
data. Most of the patients in this study were treated on 
an open or double-blind basis with lithium carbonate. 


Results 


The breakdown of this sample by diagnosis and sex 
is presented in table 1. The overall mean adjustment 
scores for these patients did not differ significantly by 
diagnostic group or by sex. These overall means were 
about 2, indicating good but not optimum adjustment. 

The data were further analyzed by separating pa- 
tients into euthymic and noneuthymic groups. Most of 
the noneuthymic patients were mildly depressed, and 
noneuthymic patients had higher mean scores (worse 
adjustment) than euthymic patients in most areas of 
social adjustment. When patients were separated by 
median age, younger patients had worse adjustment in 
work, spare time, and extended family. No significant 
differences emerged when the data from our younger 
women were compared with the SAS-SR data from 
Weissman and Bothwell (7). Weissman had evaluated 
the SAS-SR in a sample of up to 327 residents of the 
New Haven community (personal communication) 
and found that the mean values of the six social areas 
ranged from 1.3 to 1.9. Our 115 euthymic patients 
showed slightly higher mean scores, but these were 
within 1 standard deviation of the community controls. 
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TABLE 1 
SAS-SR Scores by Sex and Diagnosis 
SAS-SR 
_ Age (years) _ Overall Score 

Diagnosis ==  N Mean SD Mean SD 
Bipolar I 

Men 31 46.4 13.3 1.82 50 

Women 43 43.3 14.5 1.90 44 
Bipolar II 

Men 20 50.9 14.2 1.87 49 

Women 26 53.5 12.6 1.96 AS 
Bipolar other 

Men 9 42.0 13.7 2.20 54 

Women 14 38.4 12.8 2.15 .64 
Unipolar 

Men 1! 48.3 14.5 Zz .67 

Women I5 46.4 15.2 2.14 3 
Discussion 


Our study, like those of Weissman and coworkers 
(1, 7), shows that age, sex, and mood state affect rat- 
ings of social adjustment. Age of subjects appeared to 
have less effect than mental state. Our younger bipolar 
I women patients showed lower (i.e., better) SAS-SR 
ratings in each social area compared with the Weiss- 
man and Bothwell sample of depressed women, and it 
is possible that the stabilization of mood disorder in 
this bipolar group resulted in improved social adjust- 
ment. 

The community survey data, which were supplied to 
us by Weissman, indicate control subjects generally 
have mean scores of approximately 1.5 in each social 
area, with standard deviations of approximately 0.4. 
Thus, most of the control sample scored each question 
| (perfect adjustment) or 2 (slight problems). For our 
total sample (including noneuthymic patients), the 
overall means for the various diagnostic groups were 
=2.0, and standard deviations were ~0.5. Since dif- 
ferences between controls and patients are slight, it is 
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possible that further improvement in socia 
could not be assessed in these patients by 11 

Weissman and associates (1, 7) have 
their data as suggesting that depressives ^a 
able social impairment that Improves wit ı 
They suggest that patients may have resi 
impairment although symptomatically irr 

that psychotherapy (in combination v 
cotherapy) may be of additional valuc « 
sistent social dysfunction. It is not clear 7: 
that patients whose moods have been s’ 
medication could show significant impro ~ ` 
cial adjustment, at least as measured by i` 
Our data do not suggest that there are c<-> 
meaningful impairments in social functior : 
thymic patients sufficient to justify in| 
} 


¢ 


treatment with psychotherapy. We sugz 
tients with primary affective disorder ca 


well stabilized with medication alone anc i °: 
therapy (in addition to medication) skii. 


ployed only when the patient is clearly : 


specific social areas. 
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Laryngeal-Pharyngeal Dystonia as a Possible Cause of Asphyxia with Haloperidol 


Treatment 


BY -JOSEPH A. FLAHERTY, M.D., AND HENRY W. LAHMEYER, M.D. 


Numerous case reports have associated sudden 
death with the use of phenothiazines. There has been 
speculation that these deaths were caused by seizures 
and asphyxiation, but recent literature has emphasized 
the cardiovascular causes (1). 

We have recently seen several patients with respira- 
tory distress associated with the use of the non- 
phenothiazine gntipsychotic haloperidol whose symp- 
toms were relieved by diphenhydramine. We will pre- 
sent two illustrative cases and discuss the possible 
association with the phenothiazine-related sudden 
deaths. 


Case Reports 


Case 1. Mr. A., a 28 year-old man, was admitted com- 
plaining of auditory hallucinations and external control. Ex- 
amination revealed loosesassociations, suspiciousness, and 
paranoid delusions. Results of a physical examination were 
normal, as were urinalysis, blood chemistries, and a drug 
screen. He was started on 10 mg of haloperidol on day 4, and 
the dosage was increased to 20 mg/day 3 days later. He was 
improving symptomatically until day 10, when at 7:00 a.m. 
the nurse found him tn bed making agonized gestures and 
noises and pointing to his throat. Although the respiratory 
rate was normal, the pulse was 96. The nurse thought he was 
having trouble breathing or swallowing. One of us (J.F.) ar- 
rived about 7:15 a.m. and saw the patient immediately. His 
skin and nail color was mildly cyanotic, auscultation re- 
vealed some upper airway sounds, and breathing was normal 
except for some intraclavicular retractions. Throat examina- 
tion seemed normal, except for some collection of secretions 
and an absent gag reflex. The patient seemed extremely anx- 
ious. He was given 50 mg of diphenhydramine I.V. slowly 
and resumed normal breathing and relaxed immediately 
thereafter. No other dystonic or extrapyramidal symptoms 
were noted, and an otolaryngological exam later that day 
was unremarkable. Because of the possibility that this was a 
dystonic phenomenon, he was given 2 mg/day of benztropine 
during the next 2 weeks. No further dystonic phenomena 
were noted for the duration of the patient’s stay (29 days). 
He had normal course of hospitalization, with a remission of 
the acute schizophrenic symptoms. 

m @ 

Case 2. Mr. B, a 39-year-old man with a history of four 
psychiatric hospitalizations for schizophrenia, was admitted 
with acute schizophrenic symptoms. He had not been taking 
antipsychotics. A drug screen was negative, and results of a 
physical examination were normal. He was started on halo- 
peridol, 10 mg/day, which was increased to 20 mg/day by day 
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7. On day 8 he complained of ‘something wrong with his 
mouth,” later saying that it was his throat. His pulse was 92 
and his respiratory rate 16. One hour later he was found 
gasping in his bed, complaining that he could not breathe. He 
was extremely anxious and had intraclavicular retraction 
and stridor. Throat exam was normal; the epiglottis was vis- 
ualized, but no abnormalities were noted. There was some 
tightness in the posterior neck muscles, which the patient 
later reported as painful. Mr. B was given 50 mg of diphen- 
hydramine I.V., which produced a rapid improvement in 
breathing, muscle tension, and anxiety. 

He was placed on oral benztropine, 2 mg b.i.d., without 
subsequent extrapyramidal symptoms or breathing diffi- 
culties. Two weeks later the benztropine was discontinued 
without any subsequent reactions. 


Discussion 


Most cases of sudden death associated with pheno- 
thiazines have been with the more sedating drugs (2). 
Many cardiac abnormalities have been reported with 
phenothiazine death (2, 3). Grollman (4) has noted that 
chlorpromazine acts directly on the autonomic centers 
of the midbrain and produces a blocking effect on sym- 
pathetic ganglia, resulting in hypotension. Postural 
hypotension is another possible cause of death, partic- 
ularly in elderly patients given chlorpromazine. Unfor- 
tunately, as Leestma and Koenig (2) have noted, au- 
topsy findings are not conclusive. As Peele and Von 
Loetze (5) suggested, it should also be remembered 
that there were sudden deaths in patients with lethal 
catatonia before the advent of phenothiazines. 

There have been reports of syndromes similar to 
those we have described. Malitz and associates (6) and 
Solomon (7) have observed a similarity in symptoms 
between phenothiazine-associated sudden death and a 
bulbar palsylike syndrome. Plachta (8) has speculated 
that asphyxia might be caused by a disorder of the 
cricopharyngeal sphincters. Haeffner and associates 
(9) reported pharyngeal muscle spasm, neck cramps, 
swelling of the tongue, and cyanosis associated with 
phenothiazine treatment. 

Our cases are similar to these in that the patients did 
not die. One patient was clearly cyanotic, and if he had 
not received diphenhydramine his course could have 
been different. Haeffner and associates (9) noted that 
pharyngeal spasms are usually relieved by anti- 
parkinsonian drugs. Victor and Adams (10, p. 831) 
noted the efficacy of diphenhydramine in treating true 
parkinsonism, especially when used in combination 
with anticholinergics. The theoretical basis for this use 
is not certain. We chose diphenhydramine because it 1s 
easier to titrate and we have found its subjective anti- 
anxiety effect to be greater. We have encountered sev- 
eral other patients who experienced dyspnea and diffi- 
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cult breathing within 1~2 weeks of starting haloperidol. 
The drug relationship was less clear because of pre- 
vious drug use in one patient, the combination of halo- 
peridol with lithium in another, and milder symptoms 
in a third. However, all reported subjective improve- 
ment following diphenhydramine treatment. 

Is it possible that these patients were suffering from 
a laryngeal dystonia? Laryngeal spasms after in- 
tubation are Known to compromise breathing. Also, 
dystonias are common in young men taking halopert- 
dol during the first few days of treatment. These two 
patients experienced the symptoms early in the morn- 
ing when blood levels are falling. This temporal rela- 
tionship has been noted with dystonias. Both patients 
responded to diphenhydramine and had no recurrence 
on maintenance benztropine. The nonspecific sedative 
effects of intravenous or intramuscular anticholiner- 
gics might also account for the diminution of the sub- 
jective distress. As is the case with dyspnea in general, 
our patients seemed to be in marked subjective dis- 
tress. The objective signs in these cases seem to rule 
out the possibility of simple panic attacks with hyper- 
ventilation, although a component of this seems likely. 
Allergic reactions seem unlikely because there were 
no other signs of allergic response, such as rash or 
wheezing. 
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The association between this syndrome . 
es of phenothiazine deaths is uncertain. F> : 
is a potentially lethal syndrome that respo . 


ment. Confirmation of our findings require: 


servations. 
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Increase in Serum Prolactin by Exogenous and Endogenous Opiates: Evidence fo. 


Antidopamine and Antipsychotic Effects 


BY MARK S. GOLD, M.D., D. ECGENE REDMOND, JR., M.D., RICHARD K. DONABEDIAN, M.D., 


FREDERICK K. GOODWIN, M.D., AND IRL EXTEIN, M.D. 


There is extensive evidence from in vitro and in vivo 
studies of man and other primates (1) that prolactin 
secretion is predominantly controlled by a tonic inhib- 
itory dopaminergic mechanism. The involvement of 
dopamine in the tonic inhibition of prolactin secretion 
and the action of antipsychotic medications at dopa- 
mine receptors have led to the suggestion that antipsy- 
chotic drugs can be identified by their stimulation of 
prolactin secretion (2, 3). Potent antipsychotic medica- 
tions block dopamine receptors (3, 4) and stimulate 
prolactin secretion (2, 3); structurally similar drugs 
without such effects do not. These and more recent 
data suggesting that the prolactin-stimulation model 
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Method 
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Samples were taken at 60, 30, and 15 minutes before 
drug infusion, at the time of infusion, and at 15, 30, 45, 
60, 90, 120, 150, and 180 minutes postinfusion. All 
sanfples were placed on ice and centrifuged within 1 
hour. Serum was frozen at —20°C until assay. Pro- 
lactin was measured in duplicate by radioimmunoas- 
say (6). 


Results 


Morphine in the 0.4 mg/kg dose produced a signifi- 
cant (p<.01) elevation in basal serum prolactin (ex- 
pressed as nanograms per milliliter) from a mean 
(+SEM) of 1642.75 to 64.25+ 13.3. Serum prolactin 
. was significantly elevated at all time points from 15 to 
90 minutes pestynfusion. No significant increase in pro- 
lactin was found with the 0.04 mg/kg dose. FK 33-824 
at both dosage levels produced a significant and sus- 
tained elevation in serum prolactin. Prolactin was sig- 
nificantly elevated (p<.01) from baseline at all time 
points after administration of 0.4 mg/kg of intravenous 
FK 33-824. Peak levels at 45 minutes postinfusion 
were 177.0+22.9. 

The 0.04 mg/kg dose of FK 33-824 produced signifi- 
cant increases (p<.01} in serum prolactin at time 
points from 15 to 60 minutes after infusion. The peak 
level at 45 minutes postinfusion was 95+9.6. Halo- 
peridol (0.1 mg/kg) produced a significant increase in 
serum prolactin to peak levels of 115.3+9.6. Saline did 
not produce any significant effects on serum prolactin. 


Discussion 


These data support speculations, behavioral studies, 
anecdotal reports from the era before antipsychotic 
medication, clinical experience in methadone mainte- 
nance programs, and recent pilot studies with psychot- 
ic humans that opiate agonists may be antipsychotic 
in man (7, 8). 

Support for this hypothesis comes from data which 
suggest that, like the traditional antipsychotic medica- 
tions, morphine, methadone, and other opioid agonists 
interfere with the postsynaptic action of dopamine (7, 
9). Opiate agonists increase dopamine metabolites 
homovanillic acid and dihydroxyphenylacetic acid in 
rat brain and inhibit the enzyme dopamine-stimulated 
adenylate cyclase (9), as does the meperidine deriva- 
tive haloperjdol. These actions of opiate agonists are 
consistent with the prediction of antipsychotic efficacy 
on the basis of current theories of psychosis and the 
antipsychotic locus of action of the neuroleptics (4). 
Additional support for the prediction of antipsychotic 
efficacy comes from recent studies demonstrating that 
morphine and methadone increase serum prolactin in 
man and nonhuman primates (7) and endogenous 
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opioid peptides increase serum prolactin in rodents by 
stimulation of opiate receptor sites that inhibit dopa- 
mine release (10). These prolactin data are consistent 
with the dopamine metabolite data which suggest that 
opiate agonists stimulate opiate receptors in brain to 
modify dopamine impulse flow and release, thereby in- 
terfering with the postsynaptic action of dopamine. 
Endogenous opioid peptides, the endorphins, may act 
as an inhibitory neuromodulator of dopamine activity, 
so that an endorphin deficiency could result in in- 
creased dopamine release and turnover and possibly 
psychosis. Clinical trials of endorphins, including the 
synthetic pentapeptide enkephalin FK 33-824, could 
provide extremely valuable tests of the current hy- 
potheses of psychosis and conceivably could give clin- 
icians an antipsychotic medication that, as a derivative 
of an endogenous compound, might reverse a primary 
deficiency state. 

If opiate agonists are not antipsychotic in man, then 
a number of widely used model systems, (including 
serum prolactin, catalepsy reversed by apomorphine, 
dose-related elevation in dopamine metabolites, and 
inhibition of dopamine-stimulated adenylate cyclase) 
may not be particularly relevant to the antipsychotic 
locus of action of the neuroleptics. 


REFERENCES 


1. MacLeod RM: Regulation of prolactin secretion, in Frontiers in 
Neuroendocrinology, vol 4. Edited by Martini L, Ganong WF. 
New York, Raven Press, 1976 

2. Meltzer HY, Fang VS, Fessler R, et al: Neuroleptic-stimulated 
prolactin secretion in the rat as an animal model for biological 
psychiatry: 1. Comparison with antipsychotic activity, in Ani- 
mal Models in Psychiatry and Neurology. Edited by Hanin [, 
Usdin E. New York, Pergamon Press, 1977 

3. Langer G, Sachar EJ, Gruen PH, et al: Human prolactin re- 
sponses to neuroleptic drugs correlate with antischizophrenic 
potency. Nature 266:639-640, 1977 

4. Snyder SH, Banerjee SP, Yamamura HI, et al: Drugs, neuro- 
transmitters, and schizophrenia. Science 184:1243-1253, 1974 

5. Roemer D, Buescher HH, Hill RC, et al: A synthetic enkephalin 
analogue with prolonged parenteral and oral analgesic activity. 
Nature 268:547-549, 1977 

6. Gold MS, Donabedian RK, Redmond DE: Effects of piperoxane 
on serum prolactin: possible role of epinephrine-mediated syn- 
apses in the inhibition of prolactin secretion. Endocrinology 
102:1183-1189, 1978 

7. Gold MS, Donabedian RK, Dillard M, et al: Antipsychotic ef- 
fect of opiate agonists. Lancet 2:398-399, 1977 

8. Kline NW, Li CH, Lehmann HE, et al: 6-endorphin-induced 
changes in schizophrenic and depressed patients. Arch Gen 
Psychiatry 34: 1111-1113, 1977 

9. Gessa GL, Tagliamonte A: Effect of methadone and destro- 
moramide on dopamine metabolism. Neuropharmacology 
14:913-920, 1975 

10. Ferland L, Fuxe K, Eneroth P, et al: Effects of methionine-en- 
kephalin on prolactin release and catecholamine levels and turn- 
over in the median eminence. Eur J Pharmacol 43:89-90, 1977 


Am J Psychiatry 135:11, November 1978 CLINICAL AND RESLA 


Another Look at Gluten in Schizophrenia 


BY JAMES R. RICE, M.D.. CHARLES H. HAM, M.D., AND WILLIAM E. GORE, PH.D. 


Singh and Kay recently reported that 


schizophrenics maintained on cereal free diet and milk 
free diet and receiving optimal treatment with neuroleptic 
showed an interruption or reversal of their therapeutic 
progress during a period of blind, wheat gluten challenge. 
The exacerbation of the disease process was not due to 
variations in neuroleptics. After termination of the gluten 
challenge, the course of their improvement was rein- 
stated. The observed effects seemed to be due to a prima- 
ry schizophrenia-promoting effect of wheat gluten. (1, p. 
401) 


According to Dohan and Grasberger, 


Routinely treated schizophrenics, who on admission were 
randomly assigned to a diet free of cereal grains and milk 
while on a locked ward, were discharged from the hospital 
about twice as rapidly as control patients assigned to a 
high-cereal diet. Wheat gluten secretly added to the ce- 
real-free diet abolished this effect. These and previous 
findings suggest that cereal grains may be pathogenic for 
those hereditarily predisposed to schizophrenia just as 
they are for celiac disease, a disorder that may be geneti- 
cally related. (2, p. 685) 


In previous writings Dohan (3) suggested that there 
is a genetic relationship between celiac disease and 
schizophrenia; he also suggested that there may be 
some correlation between the decreased incidence of 
schizophrenia and the decreased consumption of glu- 
ten products during World War II in Germany. 

We decided to test the hypotheses that 1) chronic 
schizophrenics would experience an exacerbation of 
their illness after an increase in gluten intake, and 2) 
chronic schizophrenics who were receiving optimum 
treatment with neuroleptics would improve further 
with a diet lower in gluten. 


Method 


We began the study with 21 patients diagnosed as 
schizophrenic (5 schizo-affective, 11 paranoid, and 5 
chronic, undifferentiated type). Five patients dropped 
out: 2 who left the hospital without permission, | who 
became too agitated to participate, 1 who was diag- 
nosed as having lupus erythematosus, and 1 whose 
functioning was inadequate for continued participa- 
tion. The 16 patients who completed the study had a 
mean of 9 years of hospitalization and a mean age of 
38. Patients were selected according to Carpenter and 
associates’ 12-point diagnosti¢ system (4), a record re- 


Dr. Rice is Teaching Psychiatrist HI, William S. Hall Psychiatric 
Institute, Drawer 119, Columbia, S.C. 29202, where Dr. Ham is 
Deputy Director and Dr. Gore is Teaching Psychologist II. 
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of her improvement we were able to discharge her 
from the hospital and send her home to her family. 


Disgussion 


In human research many variables can affect human 
behavior and the results of that research. We might 
conclude that the largest percentage of schizophrenic 
patients are not affected by gluten in their diet, but a 
small percentage of patients may be affected. Accord- 
ing to Pfeiffer, ‘‘Dohan finds that 4 percent of hospital- 
ized schizophrenics are sensitive to wheat gluten” (5, 
p. 417). Our work did not duplicate the success that 
was reported previously (1, 2). Since we studied only a 
few patients, we feel that additional studies involving 
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more patients are necessary to confirm our con- 
clusions. 
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Reaction to Relaxation and Desensitization Outcome: Five Angry Treatment Failures 


BY STEPHEN I. ABRAMOWITZ, PH.D., AND NOA WIESELBERG 


The role of relaxation, once regarded as critical to 
successful desensitization, has come under increasing 
scrutiny in recent years. In Wolpe’s original formula- 
tion (1), systematic desensitization was conceived as a 
counterconditioning process that required the pairing 
of the anxiety-evoking stimulus with an antagonistic 
response——-usually muscle relaxation. However, Lon- 
don (2) suggested that the extinction procedure alone 
accounts for the major effects of desensitization. More 
recently, Rachman (3) and others have turned atten- 
tion to such cognitive mediators as mental calmness, 
relabeling, and expectations. Empirical efforts direct- 
ed toward extricating the comparative contributions of 
various aspects of relaxation to effective desensi- 
tization have yielded inconclusive findings (4). Some 
data support the counterconditioning position, where- 
as others dictate modification of the premise that cer- 
tain components of relaxation training are essential in- 
gredients. 

Almost all of the relevant studies have been predi- 
cated on the assumption that technique variables alone 
explain desehsitizatian outcome. However, it seems 
reasonable to suggest that the patient’s ability or will- 
ingness to relax mediates any facilitative effect of re- 
laxation training, physiological or otherwise. The in- 
clusion of subjects who are relatively unreceptive, as 
well as those more receptive to relaxation, in desensi- 
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tization-with-relaxation groups may attenuate the ap- 
parent impact of the training procedure. 

This report is based on a project designed to illumi- 
nate the role of individual differences in imaging vivid- 
ness in mediating the relative effectiveness of symbol- 
ic and in vivo desensitization of snake phobia.! Our 
data are entirely serendipitous: they were discovered 
on reviewing responses to a treatment evaluation item 
that asked if subjects had become angry when told to 
relax. However, they offer a fresh look at the old ques- 
tion of the place of relaxation in formulations of desen- 
sitization. 


Method 


Sixty-three persons who responded to newspaper 
announcements of the availability of treatment for 
snake phobia were administered the Fear Survey 
Schedule (5), an adaptation of the Attitudes Toward 
Snakes Scale (6), and the Behavioral Avoidance Test 
(7). Those 48 individuals who proved to be behavior- 
ally phobic on the latter were randomly assigned to 
either imaginal or in vivo desensitization. From sub- 
groups of 36 subjects who subsequently met a behav- 
ioral criterion of treatment success and 12 who did not, 
we obtained follow-up samples of 17 and 5, respective- 
ly. Nine original subjects treated by one of us (N.W.) 
were eliminated from the follow-up to reduce the po- 
tential for experimenter bias. Of the 17 remaining sub- 
jects who did not participate, roughly equivalent num- 


'The follow-up data are based on N.W.’s senior thesis, which was 
an outgrowth of a dissertation done by John M. Dyckman under the 
supervision of Philip A. Cowan at the University of California, 
Berkeley, submitted for publication as **Imaging Vividness and the 
Outcome of in vivo and Imagined Scene Presentation.” 
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bers had left the area, could not be reached by phone, 
or repeatedly failed to keep follow-up appointments. 

Six advanced undergraduates trained in desensi- 
tization theory and technique conducted the five-ses- 
sion standardized treatments. Each session lasted 
about half an hour, and the five sessions were spaced 
over a 2'/2~3-week period. Both forms of desensi- 
tization were conducted in the same room. Fuller de- 
scriptions of the assessment battery and treatment 
procedures can be obtained from N.W. 

The same two instruments and behavioral test taken 
previously were completed at posttesting. For the pur- 
pose of this research, whether or not a subject was 
able to handle the snake at that time was the behavior- 
al criterion for assignment to the successfully or the 
unsuccessfully desensitized subgroup. 

Subjects were invited to the clinic for follow-up ap- 
proximately 9 months after treatment. They once 
again completed the psychometric measures and be- 
havioral test and filled out brief treatment general- 
izability and satisfaction scales. The latter device in- 
cluded the statement: *‘I was angered when I was told 
to relax.” Subjects were classified by their retro- 
spective agreement or disagreement with this item. 


Results and Discussion 


All 5 individuals who did not meet the posttreatment 
behavioral criterion but only | of the 17 who did re- 
called having reacted angrily to being told to relax, a 
statistically significant difference (p<.001, Fisher’s ex- 
act test, two-tailed). 

To rule out the likelihood that initial differences in 
anxiety might have influenced reactions to the instruc- 
tion to relax and thus the relationship with desensi- 
tization outcome, successful subjects’ pretreatment 
means were compared with unsuccessful subjects’ 
means on the psychometric and behavioral measures. 
No significant differences were found. However, the 
unsuccessful subjects’ recollections of annoyance at 
recelving relaxation instructions could have resulted 
from a process of defensive rationalization. In that 
case, the negative reactions would have been a by- 
product of, rather than a factor in, the treatment fail- 
ure, 
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Treatment of Imipramine-Resistant Depression and Lithium-Refractory Mania 


Through Drug Interactions 


BY BARNETT MEYERS, M.D. 


Discoveries in the area of drug interactions are of 
potentially great import to the practice of clinical psy- 
chiatry. Recent reports in the literature have demon- 
strated the usefulness of supplementing supposedly 
therapeutic dosages of imipramine with methyl- 
phenidate to raise blood levels of the antidepressant in 
previously unresponsive patients (1) and of adding 
chlorothiazide diuretics to lithium to reverse a nephro- 
genic diabetes insipidus (NDI) syndrome and to 
achieve satisfactory serum lithium levels (2). 

The following case report involves the application of 
both techniques in a patient who had been resistant to 
treatment. 


Case Report 


The patient, a 33-year-old divorced man, was transferred 
to Northern Westchester Hospital after 2 weeks of treatment 
at a county facility for an acute manic episode. The patient 
had been hospitalized three times in the past 5 years because 
of affective illness and had a history of recurrent alcohol 
abuse, which increased during each manic episode including 
the present one. He had been treated on an outpatient basis 
for more than | year with 1800 mg of lithium carbonate and 
100 mg of chlorpromazine a day. On admission to the county 
hospital, his serum lithium level was 0.9 mEq/liter. The daily 
dosages were then increased to 2100 mg of lithium and 200 
mg of chlorpromazine, but the serum lithium level fell during 
the next 2 weeks to 0.67 mEq/liter. 

When the patient was transferred to Northern West- 
chester Hospital, he was agitated, with a labile, expansive, 
and predominantly angry affect. He demonstrated flight of 
ideas and reported thought racing and insomnia. He had per- 
sistent paranoid ideation but no delusions or hallucinations. 
The sensorium was clear. 

At Northern Westchester Hospital, the patient was con- 
tinued on 2100 mg of lithium carbonate and 200 mg of chlor- 
promazine a day. The urine specific gravity (SG) on admis- 
sion was 1.005. Other laboratory studies, including serum 
electrolytes, were normal. He complained of severe polyuria 
and polydipsia. A repeat morning urine SG of 1.005 was ob- 
tained, and the 24-hour urine volume was found to be 6800 
cc. Renal congentrating ability in response to dehydration or 
vasopressin was not tested. Because of the gross evidence of 
lithium-induced NDI, the patient’s lithium dosage was re- 
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duced to 1200 mg/day, and 50 mg/day of hydrochlorothiazide 
was added. One week later, the urine volume had fallen to 
4900 cc, with the serum lithium level remaining constant at 
0.65-0.70 mEq/liter. Further adjustments of both the diuretic 
and lithium were made, and at daily dosages of 1200 mg of 
lithium and 100 mg of hydrochlorothiazide, the patient’s dai- 
ly urine output fell to 2200 cc, with a morning SG of 1.014. 
The serum lithium rose to 0.93 mEq/liter and the manic af- 
fect disappeared. This was followed by the onset of depres- 
sion. The chlorpromazine was discontinued, lithium was 
continued, and imipramine was started. The patient mani- 
fested depressed affect, hypersomnia, and lassitude and ex- 
pressed feelings of hopelessness and helplessness. The de- 
pression persisted unchanged after 4 weeks of treatment 
with 250 mg/day of imipramine. Methylphenidate, 10 mg/ 
day, was started, and within 1 week the patient’s mood im- 
proved. He was discharged in complete remission. Two 
weeks later the methylphenidate was discontinued without 
any return of depression. The imipramine dosage was ta- 
pered off and eventually discontinued, and the patient has 
been maintained for 1 year on daily doses of 1200 mg of lith- 
ium carbonate and 50 mg of hydrochlorothiazide, with potas- 
sium supplements. His affect has remained stable and nor- 
mal, he has returned to work, and he has not resumed drink- 
ing. 


Discussion 


The treatment decisions in this case relied heavily 
on clinical investigations of imipramine and lithium in- 
teractions with other medications. Glassman and Perel 
(3) have reviewed the literature demonstrating wide in- 
dividual variations in the metabolism of tricyclic anti- 
depressants and of blood levels after a given oral dose. 
Glassman and coworkers (4) recently added to the 
body of knowledge indicating that blood levels are 
closely correlated with clinical response by suggesting 
that there seems to be a therapeutic threshold serum 
level for imipramine. Levels achieved are largely de- 
termined by the hepatic microsomal enzyme system, 
which is known to be influenced by a variety of phar- 
macologic agents. Barbiturates, alcohol, and nicotine, 
putative enzyme inducers (5), would thus be expected 
to reduce the blood levels and clinical efficacy of 
imipramine. This patient’s episodes of binge drinking 
before admission might have contributed to his unre- 
sponsiveness to the 250-mg dosage of imipramine (3.8 
mg/kg). 

Wharton and coworkers (1) used methylphenidate’s 
property as a microsomal enzyme inhibitor to cause a 
250% increase in plasma imipramine and successfully 
treated a series of patients who had unipolar depres- 
sion that was previously unresponsive to treatment. 
The patient discussed here differed from their sample 
in that he had bipolar illness. It is of note that the addi- 
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tion of methylphenidate did not ‘‘switch’’ this patient 
into a manic or hypomanic illness, possibly because of 
a prophylactic effect of his maintenance lithium level. 

The major clinical problem encountered in this case 
was the treatment of a manic episode in a bipolar pa- 
tient who developed signs of lithium-induced NDI. 
This syndrome is thought to result in part from the in- 
hibition by lithium of the action of vasopressin on re- 
nal adenyl cyclase, resulting in diminished distal reab- 
sorption of water (6, 7). Although a definitive work-up 
for this syndrome was not done, presumptive evidence 
for its presence was found in the excretion of nearly 7 
liters of urine per day, with polydipsia and low specific 
gravity morning urines. The reversal of all of these ab- 
normalities on a reduced dosage of lithium in combina- 
tion with hydrochlorothiazide supports this diagnostic 
impression. Himmelhoch and associates (2) demon- 
strated that ‘‘thiazide-lithium synergy” can reverse 
the NDI syndrome and produce clinical improvement 
in lithium-refractory patients. This effect is presumed 
to result from a relatively greater reabsorption of lith- 
ium along with sodium in the proximal tubule second- 
ary to relative sodium depletion (2). Consequently, 
serum lithtum would increase, while less lithtum would 
reach the distal tubule and collecting system to inter- 
fere with vasopressin activity. It could be speculated 
further that the consequent reduction in lithium dosage 
further diminishes the absolute amount of lithium 
reaching and affecting the distal kidney. This mecha- 
nism is more complex than that posited to explain the 
action of hydrochlorothiazide in reversing non-lith- 
ium-induced NDI (8). 


Conclusions 


It has been estimated that approximately 70% of sig- 
nificant depressive episodes respond to supposedly 
adequate oral dosage of imipramine (9) and that 80% of 
manic episodes respond to lithium (10). 

Idiosyncratic rapid metabolism of the tricyclic has 
been offered as an explanation for some imipramine 
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Phenelzine-Induced Psychosis 


Am J Psychiatry 135:11, November 1978 


BY L. MICHAEL SHEEHY, M.D., AND JERROLD S. MAXMEN, M.D. 


r 


There is a growing body of evidence suggesting that 
monoamine oxidase inhibitors (MAOIs) exert thera- 
peutic effects on patients who have a heterogeneous 
group of ‘‘neurotic’’ depressive disorders, some of 
which have been labeled ‘‘atypical depression’’ (1), 
‘*hysteroid dysphoria” (2), and ‘‘phobic anxiety-de- 
personalization syndrome” (3). Although symptom 
patterns vary, patients with these disorders often have 
persistent dyephoria, hysterical traits (e.g., rejection 
sensitivity, overreactive affect), phobias, panic at- 
tacks, chronic anxiety, hypersomnolence, lethargy, 
hyperphagia, inverse diurnal mood variation, and ini- 
tial insomnia. Classical vegetative signs of depression 
and psychotic symptoms are absent.' Because these 
individuals constitute a large proportion of outpatients 
and because the wider use of MAOIs for these patients 
is rapidly gaining acceptance in North America (4), it 
is becoming increasingly important to be aware of their 
desirable and undesirable effects. 

Some authorities maintain that the overall incidence 
of MAOI side effects, with the possible exception of 
hypertensive crisis, has been underestimated (2), espe- 
cially behavioral toxicities (4). In this paper we will 
describe a patient who seemed to have had a phenel- 
zine-induced psychosis that did not resemble the usu- 
al, albeit infrequently reported, behavioral side effects 
of MAOIs. 


Case Report 


The patient was a 30-year-old married part-time student 
who complained of depression, academic difficulty, shyness, 
fears that she was not heterosexual (despite absence of ho- 
mosexual feelings), little enjoyment from life, and failure to 
achieve orgasm during sexual intercourse. The patient had 
experienced these symptoms for 9 years, with the exception 
of shyness, which had existed since childhood. Anorexia, 
weight changes, delusions, hallucinations, hypomanic or 
psychotic symptoms, and suicidal ideas were absent. The 
patient's history did not reveal other psychiatric symptoms 
or substance abuse. Family history included chronic depres- 
sion in her mother, father, and sister, without history of psy- 
chiatric hospitglization. The patient was given a diagnosis of 
chronic depfessive disorder. 

Because of the absence of endogenous features and the 
presence of initial insomnia and a tendency to oversleep, the 
patient was started on phenelzine, 45 mg/day p.o. Thirteen 
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days after medication was begun, she experienced 2 days of 
slight drowsiness, which cleared spontaneously. Eight days 
later, she suddenly became terrified that she and her hus- 
band would kill each other. She experienced a friend’s voice 
on the telephone as deep and sinister and noted that her hus- 
band’s eyes also looked evil. She ran from the house in ter- 
ror after becoming convinced that a cockroach she had seen 
was growing larger and would shortly explode. In addition, 
she expressed the conviction that she had been sexually 
abused by a male friend of her husband’s, with the husband's 
compliance. Reassurance that this had not occurred did not 
prove helpful. Phenelzine was discontinued and the patient 
was given oral flurazepam, 30 mg, and haloperidol, 5 mg, by 
a physician friend. Despite this medication, she remained 
afraid of killing her husband, thought she might jump out a 
window, and was still actively delusional when she was ad- 
mitted to the hospital 18 hours after the symptoms began. 

Mental status on admission. The patient was a slender, 
shy, attractive woman with a gentle manner. Her affect was 
labile, shifting from anxiety to depression, and her mood was 
depressed. She was distractible and circumstantial and re- 
called many events from her childhood. Formal tests of at- 
tention, as well as memory functions and orientation, were 
completely normal. The primary admission diagnosis was 
atypical psychosis. Brief reactive psychosis and drug-in- 
duced delusional disorder were considered as alternate diag- 
noses. 

Hospital course. The admission physical examination, re- 
view of nonpsychiatric systems, and vital signs were within 
normal limits. The patient was treated solely with psycho- 
social care, apart from one [0-mg dose of oral diazepam for 
restlessness. The first night in the hospital was characterized 
by periodic awakening in great fear. Within 24 hours all 
symptoms disappeared spontaneously and the patient ap- 
peared tired and more depressed than she had been before 
the symptoms appeared. She said she missed the intense mo- 
ments of feeling she had experienced during her illness. Her 
symptoms remained absent after 48 hours of hospitalization 
and she was discharged with a diagnosis of drug-induced 
delusional disorder (DSM-III). She has been followed for 4 
months since her discharge, and there has been no recur- 
rence of her symptoms. A trial of imipramine, 200 mg/day for 
| month, produced no therapeutic benefits or side effects 
other than dry mouth. 


Discussion 


After 21 days of a regimen consisting of 45 mg/day of 
phenelzine this chronically depressed woman abruptly 
developed intense fears of losing control (e.g., becom- 
ing assaultive and suicidal), paranoid ideation, quasi- 
delusional perceptions, labile affect, distractible 
speech and thought, hypermnesia for childhood 
events, paninsomnia, thematic circumstantiality, and 
heightened emotional intensity. She had no signs of an 
organic brain syndrome or of a hypertensive crisis. 
There was no evidence of precipitating environmental 
stress. Her psychosis resolved within 48 hours after 
phenelzine was discontinued. 
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Although the cause of her brief psychosis cannot be 
determined with certainty, it appeared to be either a 
direct phenelzine-induced side effect or a drug-trig- 
gered psychosis in a highly vulnerable patient. Be- 
cause the psychosis occurred when full clinical re- 
sponse to phenelzine would first be expected and re- 
solved promptly after it was discontinued, it appears 
that phenelzine was the offending agent. Although 
readministering the drug would have helped to deter- 
mine if the patient had a phenelzine-induced psychosis, 
this action was precluded by ethical considerations. 

An alternative hypothesis is that the patient’s psy- 
chosis was completely unrelated to phenelzine. This 
explanation is implausible because of the absence of a 
precipitating environmental stress, the timing of the 
onset, and the prompt resolution after phenelzine was 
discontinued. 

An unusual aspect of this apparent phenelzine-in- 
duced psychosis is that it did not resemble the types of 
behavioral toxicities previously attributed to MAOIs. 
The overall incidence of these toxicities averages be- 
tween 11% and 15%. The most frequently observed 
behavioral side effects have been hypomanic and man- 
ic episodes, restlessness, hyperactivity, agitation, irri- 
tability, and occasional confusion (4). 
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Treatment of Leukopenia with Lithium Carbonate: A Preliminary Report 


BY RAMZY YASSA, M.D., VASAVAN NAIR, M.D., AND GEORGE SCHWARTZ, B.SC. 


Although lithium treatment is not usually associated 
with blood dyscrasias, hematologic changes associat- 
ed with the drug have been reported in both men and 
animals. These changes are in the direction of leukocy- 
tosis. Mayfield and Brown (1) observed white blood 
cell (WBC) counts as high as 16,000 cells/mm? in a 
group of 11 male manic patients treated with lithium 
carbonate. They reported a consistent WBC elevation 
in all patients. Murphy and associates (2) reported a 
similar WBC increase in 20 depressed and 1] manic 
patients during administration of lithium carbonte. 
O’Connell (3) reported an intermittent leukocytosis in 
25 psychiatric patients maintained on lithium carbon- 
ate. Shopsin and associates (4) examined peripheral 
blood specimens from 22 hospitalized psychiatric pa- 
tients: 21 patients showed leukocytosis during lithium 
treatment that was not related to diagnosis, severity, 
or duration of illness. These findings prompted us to 
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TABLE 1 
White Blood Cell Count and Neutrophil Count for Three Patients* 
Patient | 
Period WBC Neutrophils WBC 
Baseline 2500 1500 3900 
Lithium administration 
Week 1 2800 1800 4400 
Week 2 2500 1750 4800 
Week 3 3400 2074 5000 
Lithium withdrawal 
Week 4 4000 1920 4100 
Week 5 3600 2268 4100 
Week 6 3200 1600 4200 


*Significantly different from prelithium baseline (p<.05, t test). 


during the 6-week trial or the preceding 3-month peri- 
od. 


Results 


There was a consistent and significant increase in 
total WBC as well as in the neutrophil count in these 
patients during the 3 weeks of lithium administration, 
reaching a maximum byethe end of the third week (see 
table 1). After discontinuation of lithium, there was a 
steady decline to baseline levels. The WBC increase 
was not correlated with serum lithium levels. 


Discussion 


Our results indicate that lithium carbonate counter- 
acted leukopenias induced by phenothiazines in 2 pa- 
tients and by barbiturates in 1. Greco and associates 
(5) and Stein and associates (6) have also found that 
lithium corrects neutropenia caused by cancer chemo- 
therapy. Gupta and associates (7) have been success- 
ful in treating neutropenia accompanying Felty’s syn- 
drome with lithium. 

The mechanism of lithium’s hematologic action has 
not been established. Lithium ions stimulate gran- 
ulopoiesis in vivo (2, 8) and in vitro (9). Lithium has 
been reported to act by increasing production rather 
than by redistributing granulocytes from the bone mar- 
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Patient 3 __ Mean 
Neutrophils WBC Neutrophils WBC Neutrophils 
2145 2700 1400 3033 1682 
2640 3400 2006 3533" 2148* 
2880 3300 2013 3533 2214 
3024 3800 2318 4067* 2472* 
2788 2900 1769 3666 2159* 
2296 2400 1344 3366 1969 
2255 2300 1288 3233 1714 


row to the circulating granulocyte pool (8, 10). This 
finding may be of great importance in the treatment of 
leukopenia due to various causes. 
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Megavitamin Therapy for Autistic Children 


Sir: We wish to respond to the brief report entitled “The 
Effect of High Doses of Vitamin B, on Autistic Children: A 
Double-Blind Crossover Study” (April 1978 issue) by Enoch 
Callaway, M.D., Bernard Rimland, Ph.D., and Pierre Drey- 
fus, M.D. Unfortunately, a number of serious methodologi- 
cal flaws in the study make its conclusions misleading in sev- 
eral respects. 

Two flaws pertain to the sample. There is considerable 
question regarding diagnostic accuracy for the children stud- 
ied. In the report’s title, the sample is termed ‘‘autistic,”’ 
while in the body it is alternately referred to as ‘‘autistic’’ or 
‘‘autistic-type.’" This discrepancy is quite confusing, espe- 
cially in view of the fact that the senior investigator asserted 
elsewhere (1) the importance of precise diagnosis in relation 
to such severely disturbed children. He himself has advo- 
cated diagnostic distinction between ‘‘autistic’’ and ‘‘autis- 
tic-type’’ children, lamenting the blurring of the criteria that 
had confounded previous double-blind studies (2); using the 
senior author’s own diagnostic criteria, less than half of the 
sample qualified as classically autistic. Brief mention of this 
limitation in the Comment section of the report does not ne- 
gate the grave constraint imposed on external validity. 

Even more serious limitations result from the sampling re- 
cruitment procedures. All children who participated in this 
study had formerly been identified as vitamin-sensitive. At 
best, then, the findings pertain only to that sector of the pop- 
ulation of autistic-type children who are vitamin-sensitive. 
Any generalization from such findings to autistic children as 
a group is premature and unwarranted. 

The study's third major area of difficulty involves behavior 
rating procedures. The reader is not given information re- 
garding the actual criteria by which the behavioral data were 
rated, nor are interjudge reliability data provided. Without 
such information, the reader has no assurance that different 
judges would have made inferences similar to those reported 
and is unable to replicate the study. 

The authors correctly predicted behavior patterns for 11 
out of 15 children. Thus, almost one-third of the cases were 
misclassified. Moreover, the authors claim accurate predic- 
tion regardless of the magnitude of their success—some of 
the classifications depended on mere one-point judgment dif- 
ferences. In addition, prediction was accurate for only 4 of 
the 6 reliably autistic children, not a significant proportion. 

Other design shortcomings include lack of direct control 
over experimental implementation by parents and failure to 
specify other medications being taken concurrently by sub- 


jects, thus ignoring possibly crucial chemici! 
fects, 
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LETTERS TO THE EDITOR 


The invidious implications of their last paragraph seem un- 
called for. The therapy, Bz, and even Rimland’s more exten- 
sive regimen, is safe. At worst, they cause upset stomachs. 
On the other hand, some percentage of autistic-type children 
seem to be helped by Bg, and this impression is supported by 
double-blind withdrawal. These are observations, not con- 
clusions. 

We regret that our efforts upset Ms. Moss and Dr. Bover- 
man to the point where our observations become ‘‘con- 
clusions” and ‘‘grossly unfair enticement” to the parents of 
their patients. We can only hope they will join us in our ac- 
tive commitment to the ‘‘rigorous empirical scrutiny’’ which 
they recommend to others. 


ENOCH CALLAWAY, M.D. 

BERNARD RIMLAND, PH.D. 

e PIERRE DREYFUS, M.D. 
San Francisco, Calif. 


Sex Role Identification 


Sir: The article by David Krueger, M.D., “Symptom 
Passing in a Transvestite Father and Three Sons” (June 1978 
issue) raises an important theoretical point about the roles of 
observation, identificatiog, and modeling in inappropriate 
sex-role behavior. We recently evaluated a 21-year-old pa- 
tient in our clinic who reported concerns about cross-dress- 
ing behavior of ten years’ duration. An interview with the 
patient's mother indicated that our patient’s father was a 
"private transvestite” in that he wore a woman’s nightgown 
in their bedroom. However, she reported that the patient had 
never directly observed this behavior. The patient did ac- 
knowledge hearing many fights between his parents, but nev- 
er reported any awareness of his father’s cross-dressing. Un- 
fortunately, our patient has failed to return to the clinic for 
further evaluation, leaving us with an incomplete under- 
standing of the paternal parent’s contribution to our patient's 
transvestism. Nonetheless, we agree with Dr. Krueger that 
the role of the father should be examined in great detail in 
future studies of transvestism. 


DUANGJAI KASANTIKUL, M.D. 
HOWARD ROBACK, PH.D. 
Nashville, Tenn. 


Dr. Krueger Replies 


Sir: Drs. Kasantikul and Roback point out one of several 
questions and areas of potential exploration regarding the 
roles of modeling, observation, and imitation in the identifi- 
cation process, especially as these processes relate to sexual 
role identity vis-a-vis the (inadequately studied) role of fa- 
thers. The absence of fathers has been demonstrated to be a 
psychopathological force to young children. Factors that 
have hindered consideration of the importance of fathers in 
development—besides their either providing a supportive 
environment or being absent—may include physical in- 
accessibility of fathers due to work, the provision of basic 
nourishment and affection by the mothers in the child’s early 
years, resistance of the fathers to becoming therapeutically 
involved, and, perhaps, the immunity of patriarchy. These 

*factors may have contributed to the fact that the literature 
deals mostly with the extreme situation of the absence of the 
father and does not deal sufficiently with less extreme situa- 
tions. 
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The question implied by Drs. Kasantikul and Roback is 
the necessity for observation per se to occur in determining 
the specificity of a symptom choice in sexual role identity 
conflicts. Although not answered completely, there are sug- 
gestions in the literature which may serve to shape further 
research in this area. 

The attitudes and examples communicated from parent to 
child are powerful and instrumental in creating masculine 
and feminine identities (or conflicts thereof) in both sexes. 
There is both conscious and unconscious reinforcement of 
the child’s imitation of his parent’s (or model’s) behavior. 
Johnson (1) illustrates this dramatically in her collaborative 
treatments of parent and child, noting that in every case a 
child with a fixation at the genital level had a parent with a 
similar fixation, and further illustrates that a common ele- 
ment in many of the identifications is the choice of specific 
symptoms based on observation of a parent symptomatology: 
fire setting as a family symptom for three generations: 
soiling and messiness by the mother and subsequently 
the daughters; and bestiality being explicitly offered as a 
symptom choice. Additionally, it 1s well known that the 
choice of a fetishistic object is often presented to the child by 
the parents, who then exalt its value and use it as a deflecting 
focal point for some of their own problems. 

The role of the father per se has been addressed. Biller (2) 
found that the segment of the father’s behavior which the 
boy can directly observe seems to have the most significance 
in terms of his masculine development. Liten and associates 
(3) believe that the mother’s problems are the greater de- 
terminants of sexual pathology in the pregenital period, and 
the father’s influence is stronger during the oedipal and later 
periods. 

The parents may subtly define a pattern of sexual behav- 
ior, and the parental gratification from the child’s behavior 
would perpetuate it. Liten and associates (3) describe a case 
of a transvestite whose father remarked (as the father did in 
the case which I described), ** His dressing up is just a phase. 
I went through it myself.” Emch (4) observed that ‘‘the act- 
ed out identifications exhibit caricatured reproductions of 
long-past parental behavior.” 

How may we then scrutinize with greater precision the 
role of the fathers in this identification process? Naturalistic 
experiments involving both normal and pathological devel- 
opment may provide some of the data on which to modify 
and reconstruct our theory. This type of work is exemplified 
by Cramer (5), who reported on the longitudinal study of 
three boys with particularly outstanding developmental pro- 
gression from a group of 45 boys studied from age 4 to onset 
of puberty. One of the central findings in these outstanding 
boys was their strong masculine identification with their fa- 
thers, which became the core for organization of defenses in 
character traits. These outstanding boys very clearly had an 
intense desire to identify with their fathers, and took on their 
attitudes and values, shared their activities and coping 
styles, wanting to be exactly like their fathers when they 
grew up. The beginning of this identification with fathers was 
in the oedipal period and remained strong until the end of 
their puberty. 

The area of both normal and developmentally deviant im- 
pacts of specific interactive and intrapsychic constellations 
of the father is largely unekplored. The specific sexual identi- 
ty behavior, attachment, discipline, and their effect on fam- 
ily organization would seem critical. An example would be 
the very different motivational force impinging on identifica- 
tion: from fear of castration and identification with the ag- 
gressor being a primary motivator at one end of the spec- 
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trum, to love and affection primarily motivating identifica- 
tion at the other end. 

Implications for future research are suggested in several 
areas. First, the age of onset of transvestism (or other sexual 
deviation), including the detail and circumstances of the first 
episode, whether being self-initiated, being cross-dressed by 
the mother, or after observation of this behavior in some im- 
portant figure. The specific relationships with both mother 
and father and their interrelationship are critical. Trans- 
vestism may have several meanings as well as being multi- 
determined in an individual. I now have in analytic therapy a 
patient who began cross-dressing when his mother suddenly 
died at his age 10, and the dressing has been only in her 
clothes and served the purpose of the perpetuation of her 
image in his mind and denial of her death. The ‘‘bottom-line 
dynamic’’ of relieving castration anxiety by acting out the 
fantasy of the phallic woman with whom the man can then 
identify should receive increasing skepticism as a ubiquitous 
and primary pathological! force in sexual deviation. 

Other areas of study might include family studies, includ- 
ing naturalistic observation of sexual behavior, normal and 
abnormal, as well as data that the psychoanalyst can collect, 
such as the unconscious processes of childhood motivational 
influences that determine present behavior and fantasy. 
Close collaborative observations between therapists when 
both child and parent have been treated, especially focusing 
on the dynamic emotional interplay between child and both 
parents, may be fruitful. 
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DAVID W. KRUEGER, M.D. 
Houston, Tex. 


Subjective and Objective Analysis of Patients 


Sir: That tardive dyskinesia can be more than a nuisance 
and that it can threaten life is important information. Daniel 
E. Casey, M.D., and Peter Rabins, M.D., deserve credit for 
discerning this and sharing with us their report ‘Tardive 
Dyskinesia as a Life-Threatening Illness” (April 1978 issue). 

I am alarmed, however, that practically nothing is report- 
ed about what this particular patient felt and thought or what 
she may have worried about, nor did there seem to be any 
Inquiry into the possible connection between these psycho- 
logical factors and her physiological signs and symptoms. 
Perhaps it was merely the editorial restriction to 1,000 words 
that deterred the authors. But in light of the currently raging 
controversy about the ‘‘medical*model’’ tn psychiatry (of 
which the Letters to the Editor section in the same issue is 
an eloquent example) I worry that the purely physiological 
approach of this report is an omen of things to come, if these 
are not already present. 

Even from a purely biochemical point of view, the treat- 
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We disagree with the notion that psychiatry’s ‘returning 
to the mainstream of medicine would make biochemists and 
pillpushers of us all, for the greater glory of ‘science’ and the 
detriment of our patients.” Rather, returning to the main- 
stream of medicine should lead to better diagnostic criteria 
and improved indications for our available treatment modali- 
ties. The biological contributions to our advanced under- 
standing of psychiatric illnesses have immeasurably been to 
the benefit rather than to the detriment of our patients. 


DANIEL E. Casey, M.D. 
Portland, Ore. 

PETER RABINS, M.D. 
Baltimore, Md. 


Generic Versus Bfand Name Psychotropics 


Sir: The spreading legalization of the substitution of ge- 
neric for brand-name drugs, including psychotropics, is re- 
sponsible for an escalating number of patients receiving ge- 
neric rather than the prescribed brand-name drug from the 
dispensing pharmacist. In the case of tricyclic antidepres- 
sants, this practice can be hazardous because, as the Food 
and Drug Administration has stated in the Federal Register 
of February 17, 1978, “available data suggest that the vari- 
ous marketed brands of the same oral tricyclic antidepres- 
sant may not have comparable therapeutic effects’’ (due to 
bioequivalence differences) and ‘‘the substitution of a poorly 
bioavailable form in the regimen of a patient controlled ona 
fully available form would result in reversion to the de- 
pressed state.” 

I am gathering instances of 1) depressed patients who did 
not respond to initial treatment with a generic tricyclic anti- 
depressant but did respond to a subsequently administered 
brand-name tricyclic antidepressant, and 2) depressed pa- 
tients who responded to a brand-name tricyclic but relapsed 
when a generic form was substituted. I would be grateful if 
my fellow psychiatrists who have had patients adversely af- 
fected by treatment with a generic tricyclic antidepressant 
would share their data with me. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 


Bromism from Over-the-Counter Medications 


Sir: In his article ‘‘Bromism: Alive in Well” (July 1978 is- 
sue) Ira Brenner, M.D., pointed out that neuropsychiatric 
symptoms can occur below the normally accepted cut-off 
point of 50 gy@/100 ml. We have reason to believe that brom- 
ism is not a rare disorder and have recently seen a case here. 
The patient, a 33-year-old man, was admitted for treatment 
of a depression that had been intermittent and manifested by 
sudden episodes of his feeling ‘‘very depressed,’’ which last- 
ed minutes to hours and occurred several times weekly. The 
patient had had these episodes for approximately 3 months 
and had been treated previously in a hospital. He ts now an 
outpatient and has been given adequate doses of tricyclic 
antidepressants, with no relief. The patient reported a his- 
tory of diminished libido and decreased concentration over 

“the previous 2 years, although he denied sleep or appetite 
disturbance, suicidality, delusions, or hallucinations. He 
was unable to perform his work as an engineer and was so- 
cially withdrawn from his premorbid life style. He had poor 
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impulse contro] that was worse when he drank alcohol, 
which he used to self-medicate for his subjective depression. 
Psychological testing showed that the patient had a verbal 
IQ of 124 and a performance IQ of 106. The Graham Kendall 
Memory Test reflected normal perceptual motor abilities. 
The Bender-Gestalt was normal. Neurological and physical 
examinations were within normal limits. All laboratory tests, 
skull series, and CT scan were within normal limits except 
for a bromide level of 42 mg/100-ml. The patient was kept in 
the hospital (medication-free) for 1 month, with resolution of 
his episodes of depression. The bromide level gradually de- 
creased to 30 over 2 weeks. The patient did not evince any of 
the impulsivity that had been reported prior to admission, 
and his ability to concentrate appeared to return by the time 
of discharge. Short-term follow-up at 1 month has disclosed 
the absence of his previous symptoms on no medications. 
The patient reported that he had been taking an over-the- 
counter sedative but was unable to remember the name; the 
bromide probably came from this source. After his recovery, 
discussion with the patient revealed that he had been feeling 
anxious about his job performance and started taking these 
over-the-counter preparations, which did not initially relieve 
his anxiety; he increased the frequency of ingestion as a way 
of attempting to get control of his anxiety. This behavior had 
continued for 7 or 8 months before admission and had not 
been detected by previous psychiatrists or in previous hospi- 
talizations over the six months before admission. Contact 
with the patient’s previous physicians revealed that they had 
appropriately asked him about any medication he was taking 
at the time they evaluated him, but the patient reports that he 
did not consider over-the-counter medications as the type of 
medication the physicians were asking about. This suggests 


. that in all evaluations patients should be directed to inform 


the physician about all pills they are ingesting (including 
over-the-counter medications, vitamins, oral contraceptives, 
etc.) since the patients may not relate these to the reason 
they went to see the physician. 


ROBERT H. GERNER, M.D. 
Los Angeles, Calif. 


Another Reason for Underutilization of Partial Hospital- 
ization? 


Sır: I would like to comment on the article titled ‘The 
Paradoxical Underutilization of Partial Hospitalization” by 
Edward B. Fink, M.D., Richard Longabaugh, Ed.D., and 
Robert Stout, Ph.D. (June 1978 issue). The authors conclude 
that the underutilization of partial hospitalization ‘‘appears 
to be largely attributable to the subjective discomforts of 
physicians and patients’ families with this alternative treat- 
ment setting. The authors only briefly mention that there 
have been refusals of third-party payers to finance partial 
hospitalization treatment and do not seem to feel that it is 
important enough to include in their conclusions. 

In a brief telephone survey of six major health insurance 
providers and state and federal medical providers I found 
that Blue Cross, Midland Mutual, and Medicaid (State of 
Ohio Welfare Department) will pay no percentage of partial 
psychiatric hospitalization; depending on the individual or 
group policy, Blue Shield and Travelers will pay no percent- 
age of hospital bills and some percentage of physicians’ bills; 
Prudential will pay some percentage; and Aetna will pay 
50%-80% but does not cover meals. Medicaid (U.S. govern- 
ment for patients over 65 or disabled for 2 years or longer) 
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will pay no percentage of hospital costs but will pay physi- 
cians’ bills. The results of this survey show that only two 
companies, Prudential and Aetna, will write some policies 
that cover a percentage of day hospital treatment. Blue 
Cross, Travelers, Midland, and most Blue Shield plans will 
not pay for partial hospitalization. I submit that the authors’ 
conclusions that the underutilization of partial hospital- 
ization is attributable to subjective discomfort on the part of 
the physician and patients to this alternative treatment are 
incomplete. 

Another conclusion might be that it is an ethical response 
on the part of psychiatrists and psychologists not to have pa- 
tients admitted to psychiatric facilities when insurance and 
family resources cannot cover the accrued bills (and it is rare 
to see patients pay for hospital services without the help of 
third-party payments). 


CARL L. TISHLER, PH.D. 
Columbus, Ohio 


Dr. Fink and Associates Reply 


Sir: Dr. Tishler’s letter addresses a very important prob- 
lem in partial hospital utilization; namely, that many health 
insurance providers do not pay for psychiatric treatment in a 
partial hospital setting. He contends that this is a more im- 
portant reason for underutilization than those we empha- 
sized. 

In the day hospital described in our article, however, the 
lack of third-party payment for day hospitalization was not a 
problem. Prior to the establishment of our partial hospital 
program in 1973, extensive negotiations were completed be- 
tween the hospital and Blue Cross/Blue Shield of Rhode Is- 
land, the major third-party payer in the state. On a trial 
basis, the insurance carrier agreed to offer its subscribers 
partial hospitalization coverage as an alternative to inpatient 
coverage. The agreement with the hospital included the con- 
dition that the hospital complete a treatment outcome study 
with 18-month follow-up data. The study has documented, to 
the satisfaction of Blue Cross/Blue Shield, that partial hospi- 
talization is beneficial to patients and family members, as 
well as to the third-party payer. Partial hospital coverage 
now is a permanent feature of Blue Cross/Blue Shield con- 
tracts in Rhode Island. 

Although the negotiations and the completion of the out- 
come study required extensive efforts on the part of the hos- 
pital administration and clinicians, it was judged that such 
efforts were worthwhile. Other psychiatric institutions have 
followed our early example, and many hospitals in the sur- 
rounding area discussed their specific third-party payer 
problems with us and learned of our experience. Several of 
these hospitals have by*now successfully negotiated analo- 
gous arrangements with insurance providers. In contrast to 
Dr. Tishler’s survey, our local Blue Cross/Blue Shield office 
reports that its affiliates in as many as 17 other states are 
providing coverage for partial hospital programs as of this 
date. (A complete listing 1s available on request.) 

Dr. Tishler’s letter also suggests that for ethical reasons 
clinicians should consider not admitting patients to partial 
hospital programs if third-party payers do not cover the cost 
of medical care. As documented in the introduction to our 
article (see references 1—4, p. 716), many clinicians and re- 
searchers contend that such a practice would not be in the 
best interest of patient care. Perhaps an alternative more 
productive than Dr. Tishler’s would be to increase our ef- 
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This would be an illustration of inclusive fitness. For ex- 
ample, if the members of the group were on the whole not 
well fitted for survival, they would have been less successful 
in jntergroup competition than those who were relatively 
well fitted for survival. In view of their poor morale they 
would have been less able to provide support før each other, 
so that the members of the group would therefore have been 
at an increased disadvantage. This would have tended to 
lead to a more rapid elimination of the latter group as a 
whole. On the other hand, groups who were better adapted 
would have been able to provide their members with more 
support, so that their chances of survival would have been 
increased. By promoting the rapidity of natural selection, 
this mechanism would have accelerated the evolution of 
early man. 

The sociobiological model just described enables one to 
postulate an ide&l family or peer group system which in a 
pretechnological age would have reflected a high level of bio- 
logical adaptation. The structure of the ideal system in the 
past would have been designed to promote the adaptation 
and ultimately the survival of the individual family members. 

It is my contention that sociobiology can illuminate our 
understanding of why some groups are well geared to pro- 
mote Dr. Galanter’s ‘‘relief effect” and that a delineation of 
the structure of these groups could also provide clinical 
guidelines in group and family therapy. In conclusion, it is 
noteworthy that Galanter, Price and I have independently 
arrived at related conclusions about the relevance of socio- 
biological principles in furthering our understanding of hu- 
man neurosis. 
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LEON SLOMAN, M.R.C.S., F.R.C.P. 
Toronto, Ont., Canada 


Dr. Galanter Replies 


Sir: A useful perspective on the biological basis of man’s 
psychiatric problems may lie in his evolutionary past. In this 
regard, Dr.eStoman raises an important issue by pointing to 
the availability of alternative sociobiological hypotheses to 
explain the adaptive value of neuroticism. His proposal also 
reflects the value of “‘crucial’’ experiments, in which alter- 
nate possible outcomes may exclude one or another com- 
peting hypothesis. In sociobiology of the higher species, 
however, difficulty in experimental manipulation means that 
we can, generally, only examine experiments of nature when 
they occur. In the study I reported, such an examination was 
made of a charismatic sect in an attempt to disconfirm the 
proposed ‘‘relief effect” hypothesis; however, the hypothe- 
“sis was supported by an analysis of the empirical data. 

Dr. Sloman has suggested that the evolutionary value of 
neuroticism lay originally in promoting more rapid elimina- 
tion of poorly adapted individuals. This would presuppose 
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significant ecological pressure in this direction, most likely 
due to competition for limited resources and expendability to 
the group of some of its adult members. The fact that neither 
experimental support nor rejection is available for Dr. Slo- 
man's hypothesis reflects the difficulty in obtaining relevant 
naturalistic data but does not detract from the fact that any 
hypothesis must ultimately stand the test of empirical exami- 
nation. 

In addition, any mechanism proposed to persist on an evo- 
lutionary basis must be scrutinized with regard to its cost/ 
benefit ratio in relation to group survival. This allows us to 
apply a measure of indirect evidence, even with our limited 
knowledge of the social ecology of early man. Using this ap- 
proach, we are better able to evaluate hypotheses on human 
sociobiology on their a priori merits. 

In applying this principle to Dr. Sloman’s proposed mech- 
anism, its adaptive value would hinge on the loss of the 
adults who were debilitated to the point of performing so 
little useful work that they detracted from the inclusive fit- 
ness of the group. On the other hand, this mechanism also 
implies an increased risk of mortality even to adults tempo- 
rarily or partially disabled by neurotic symptoms. An in- 
crease in the loss of such viable individuals after infancy, 
however, would significantly detract from the adaptive ca- 
pacity of any primate species, since a large portion of avail- 
able labor is dedicated to prolonged nurturance and training 
of progeny. This prior investment means that adult mortal- 
ities come at considerable cost to the group. Indeed, it has 
been pointed out (1) that, for this very reason, in species 
with substantial parental investment in the young, mortality 
is generally concentrated in the earliest ages. I would there- 
fore think that the evolutionary role of neurosis is best ex- 
plained in a way which does not imply enhanced fitness 
based on increased adult mortalities. 
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MARC GALANTER, M.D. 
Bronx, N.Y. 


Neurobiology and Dreams: Further Queries 


Sir: I read with great interest the articles by J. Allan Hob- 
son, M.D., and Robert W. McCarley, M.D., on ‘‘The 
Neurobiological Origins of Psychoanalytic Dream Theory”’ 
and ‘‘The Brain as a Dream State Generator: An Activation- 
Synthesis Hypothesis of the Dream Process” (November and 
December 1977 issues). I would like to comment on the psy- 
chological implications of their work from the viewpoint of 
recent contributions by Piaget. 

The authors assume, as did Freud, that total isomorphism 
exists between the simultaneous physiological and psycho- 
logical events of dreaming. Piaget (1) argues that the iso- 
morphism between these systems is at best ‘‘partial,’’ the 
physiological events being homeostatic whereas the psycho- 
logical events are characterized by progressive equilibration, 
or ‘‘homeorhesis.”’ Piaget (2) says that mental imagery is not 
‘perceptual, in the sense of being an internally driven con- 
tinuation of perception, but ‘‘quasi-perceptual,’’ i.e., an in- 
ternalized imitation of perception that is closely related to 
cognitive development as a whole. 
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Until REMs can acquire some degree of direction and or- 
ganization as a result of their interaction with a sufficiently 
adapted intelligence capable of mental imagery (at the com- 
pletion of the sensorimotor stage), there is no reason to as- 
sume that children (or cats, or opossums, in which REMS are 
even more prominent) experience the hallucinoid images 
synonymous with dreaming in the adult. Drs. Hobson and 
McCarley state that hallucinoid dreaming is the psychologi- 
cal concomitant of desynchronized (D) sleep; Piaget would 
say that activation, as undirected and unorganized motor ex- 
citation resulting from the autonomous process of nervous 
detoxification, exists before synthesis into dreams in early 
childhood and together with it only when the child develops 
mental imagery. 

Dreaming assimilates reality to the ego, invariably dis- 
torting it (3). In psychoanalytic theory. this is called con- 
densation, displacement, splitting, and symbol formation, 
suggesting that it is the work of the censor. Drs. Hobson and 
McCarley suggest that these phenomena are genotypically 
determined by the purely physiological, homeostatic activity 
of the brain stem. For instance, change of scene and time 
compression may be direct results of physiological changes 
in the generator system, but Piaget has shown that symbol 
formation is not explained on this basis (3). Like Hobson and 
McCarley, Piaget finds no need for repression, or for a cen- 
sor, whose purpose is to disguise. Distortion in the symbols 
results from the excessive assimilation inherent in symbol 
formation. If there were no accommodation at all, however, 
there would be no images and certainly no conscious aware- 
ness of them. 

In summary, dreaming seems to result from the necessary 
interaction of two relatively autonomous systems, the physi- 
ological activation system of the pontine reticular formation 
and the psychological cognitive system, which has a wide- 
spread neurological substrate. This explanation of dreaming, 
which is both modern and plausible, avoids reducing the psy- 
chological to the physiological while recognizing the partial 
isomorphism that exists between the two levels of organiza- 
tion. 

Almost paradoxically, this composite dream theory per- 
mits one to salvage the psychological, wish-fulfillment part 
of Freud’s dream theory if one extends the definition of 
‘‘wishing™’ to include the free assimilation of reality to the 
ego. 

Again, I applaud Drs. Hobson and McCarley for providing 
an important element in understanding dreams. 
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JAMES H. Grusss, M.D. 
New Haven, Conn. 


Sir: I would like to add to the commentary on the fascinat- 
ing hypothesis set forth by Drs. McCarley and Hobson. 
Relevant to their activation-synthesis hypothesis of dream 
process is a recent paper by Gazzaniga and associates (1), 
who demonstrated in a callosal-sectioned patient two major, 
independent language systems in the right and left hemi- 
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and events. ° 

This process of attribution by the verbal sys. 
hemisphere in waking and the elaboration of bi. | 
uli during dreaming represents a major advan. 
understanding of isomorphisms between Di.. 
processes. 
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DENNIS S. CE Ags 
Nen ff, 


Sir: Drs. McCarley and Hobson showet 
worked the nineteenth-century discovery 


| 


servation of energy into his psychological mo. ¢ 
imagined flow rather than transduction of er | 
central nervous system. They observed that c: : 


be cancelled in Freud’s model and that Freuc s 
cal model is his physiological model in disguis, 
of ‘mind-body isomorphism.” 

I doubt that Freud simply incorporated neun 
into psychological theory, as the authors cla'm 
of clinical studies helped him to generate co we? 
like symbolism, repression, and the unconscic 
ed in ‘*Preliminary Communications” (1) ine 
Hysteria’ (2), which antedated the “*Projec. 
tories were the substrate for Freud's view of - 


t 


% 


symbolic reminiscences of traumatic events. Pe. > 


toms disappeared when repressed memories ers 
this start, Freud failed to see the importaree . 


(cancellation type) as part of his neuron model. : - 


Exner had mentioned it. Freud's clinical we - 
lured him away from the idea of inhibition becs t 
traumata failed to produce symptoms. Rather < ` 
model shaping his psychological model, Freud - 
cal insights about symptom relationships may 
him away from a more workable physiology. 


+ 
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The concept of psychic energy has been doubtful for 
years. No one has found this entity or measured it. Still, en- 
ergy must be part of every working model—a mind model is 
nọ exception. Freud abandoned his search for connections 
between nerves and dreams but kept the psychological mod- 
el. Drs. McCarley and Hobson have proposed a newer phys- 
iological model, asking for major changes in analytic theory. 
The pons governs dreams in their model. They suggest that 
dream content comes from cortical efforts to make ‘‘the best 
of a bad job” served up by pontine circuits. 

Is mind-body tsomorphism really any more applicable 
today than it was in 1895? Drs. Hobson and McCarley de- 
scribe the way pontine neurons turn dreams on and off, but 
this describes the clock, not the time-teller. Dream content 
may be far removed from individual nerve functioning. For 
example, the authors suggest that the sensation of sluggish 
motion in a chfse dream is adequately explained by per- 
ception of pontine motor repression; invoking a wish to be 
caught is superfluous. However, most dreams lack chases, 
and some chase dreams must lack retarded motion sense. 
How could automatic circuits let through a sense of motor 
repression only some of the time? 

Freud’s energy transmission model does not work as 
physiology, but the psychological model has much clinical 
affirmation. The principle of mind-body isomorphism must 
be applied with great care. Every modeler will want to use it 
sooner or later. However, pontine activity and dreaming 
may be no more related than a brick is related to the archi- 
tecture of a brick building. New knowledge about one does 
not demand an automatic change in the other. 
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Puitip D. WaLLs, M.D. 
Towson, Md. 


Drs. McCarley and Hobson Reply 


Sir: We are pleased to continue the discussion of our pa- 
pers (see Letters to the Editor, May 1978 issue). We are es- 
pecially grateful for the presentation of additional data and 
theories releVant to our hypotheses. We will group our com- 
ments into three areas. 

1. Unifying physiology and psychology with information 
from bisected brains. The paper by Gazzaniga and associ- 
ates (1) is indeed of immediate and important relevance to 
our activation-synthesis hypothesis. These authors present- 
ed tests to the separately functioning hemispheres of a pa- 
tient with a complete ‘‘split brain.” When the right hemi- 
sphere was required to initiate motor acts, the left half brain 
was forced into a position of observing responses whose 
source was unknown. The left hemisphere proved particular- 
ly adept at providing an explanation for the responses, as if 
the response had been initiated therein, i.e., the left hemi- 
sphere conscious system accepted the response as its own 
act. 
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The activation-synthesis hypothesis proposes that one of 
the important elements of dream construction is the activa- 
tion of motor pattern generators during desynchronized (D) 
sleep, including those normally responsible for many *‘auto- 
matic’ motor behaviors such as walking and running. Al- 
though the paralysis of the output neurons during D sleep 
prevents the execution of these acts, the rest of the brain still 
receives the same information as if the act had occurred. The 
new information is that synthetic efforts of the conscious 
system may, in fact, structure this kind of information as if it 
had been initiated in the usual way. We have recently given 
several examples from dreams of how information from such 
motor pattern generators may be smoothly incorporated into 
dreams (2), and the above data show how the conscious sys- 
tem (i.e., subjective awareness) may come to accept this ac- 
tivity as its own. 

A recent report on the dreams of patients with commis- 
surotomies (3) is also relevant because it discusses a hypoth- 
esis attributing the distinctive form and structure of dreams 
to their being primarily a right (nondominant) hemisphere 
phenomenon. In this view, dreaming takes on many of the 
characteristics of the visual and form-oriented right hemi- 
sphere rather than the verbal left hemisphere. If visual 
dreaming were mediated in the right hemisphere, patients 
with commissurotomies should be unable to make a verbal 
report of the visual components of their dreams, since the 
disconnected verbal left hemisphere would have no access to 
the visual experience of the right hemisphere. This theory 
was not supported; characteristic and usual reports of visual 
dreams were elicited during D sleep periods from a subject 
with complete callosal and commisure sections. 

2. lsomorphisms. Although developed independently, our 
use of the term ‘“‘isomorphisms”’ stems from the same roots 
as Piaget's: the desire for an appropriate formalism to de- 
scribe the relationship between biology and psychology, 
brain and mind. Our work is, however, at a more modest and 
empirical but more easily verifiable level than Piaget’s. For 
example, we seek isomorphisms between dream sensations 
and the activation of various sensory systems, whereas Pia- 
get seeks correspondences at a different level, e.g., between 
order structures in cognitive processes (e.g., the ordering of 
action sequences and perception) and order in biology (e.g., 
the ordering of the DNA code) (4, pp. 164-165). At the most 
abstract level of isomorphism, Piaget is working on the hy- 
pothesis that the logico-mathematical thought processes are 
developed by reflection and abstraction on the inherent or- 
ganization of action and peripheral processes which, in turn, 
are derived “‘from nervous coordinations, and so on back to 
the most widely generalizing functions of life” (4, p. 342). 
We think the question of whether isomorphisms are partial 
or complete is open, but we would note that Piaget’s empha- 
sis on partial isomorphism may reflect the high level of ab- 
straction at which he is working. We concur with Piaget that 
reductionism is not the way to relate brain and mind and that 
it is both important and necessary for biologists and psychol- 
ogists to collaborate in the future. 

We emphasize again that the principle of isomorphism, by 
definition, does not mean a ‘‘simple incorporation”’ or trans- 
formation from biology to psychology (or vice versa). We 
point to our earlier comments (Letters to the Editor, May 
1978) on the strategic choice of models of phenomena. These 
comments also apply to the query about the direction of the 
mutual influence between Freud’s psychology and his physi- 
ology. The critical point is that had Freud possessed our cur- 
rent physiological knowledge, he could not have conceived 
his physiological model as he did, which would have had 
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very Important consequences for the isomorphic psychologi- 
cal model. It is important to note that Freud did not con- 
tradict any accepted physiological principle known in the 
{890s in his model: inhibitory elements in the nervous sys- 
tem at that time were a tentative, developing, and unproven 
concept. Freud had distinguished company, including the 
great Golgi, in not including inhibitory elements in a nervous 
system model. Our conclusion is that the isomorphism prin- 
ciple works quite well, but one must continually alter either 
physiological or psychological models when data critical to 
one or the other tsomorphic domains are proven wrong. The 
problem is that in early psychoanalytic theory the tsomor- 
phic psychological model was not altered as knowledge of 
physiology progressed (see our comments below on psychic 
energy). 

3. Dream form and dream content. First, some metaphori- 
cal carpentry: we are not talking about dream ‘“‘bricks,”’’ but 
dream “‘form,” and the proper metaphorical contrast would 
be architectural form versus architectural content. On this 
subject of form and content Robbe-Grillet (5) commented, 


what makes the cinema an art [is that] it creates a reality 
with forms. It is in its form that we must look for its true 
content. The same is true for any work of art, of any 
novel for instance: the choice of a narrative style, of a 
grammatical tense, of a rhythm of phrasing, of a vocabu- 
lary carries more weight than the actual story ... the 
initial idea for a novel involves both the story and its 
style: often the latter may actually come first in the au- 
thor’s mind, as a painter may conceive of a canvas en- 
tirely in terms of vertical lines before deciding to depict 


a skyscraper group. 


Our contention is that emphasis on dream form goes to the 
heart of what is dreamlike in dreams. We are in accord with 
Freud that the sensing of the physiological phenomenon of 
dream paralysis accounts for the ubiquity of dream reports 
of paralysis. Such sensing of physiological data can be ob- 
served in other systems, as in this sleep laboratory dream 


report example (2). 


I was spinning, my body was spinning around. The 
circus performers put the bit in their horses and they 
spin around. The trapeze was spinning like that. Hands 
at my sides and yet there was nothing touching me. I 
was as nature made me and I was revolving at 45 rpm 
record speed. Had a big hole in the center of my head. 
Spinning, spinning, and spinning and at the same time 
orbiting. Orbiting what 1 don’t know. I'd stop for a sec- 
ond, stop this orbit and spinning. 


Here, both form and content are dominated by the sensa- 
tion of whirling in space, probably derived from the sensing 


of vestibular activation, a phenomenon especially prominent 

during D sleep. One might ask why all of our dreams are not 

of paralysis and spinning or any sensation whose physiologi- 

cal bases are present during all D periods. First, one may 

point to genuine physiological differences from one D sleep 
period to another in the degree of activation. Second, the 
phenomenon is akin to that of conscious attention in general; 
it is common to have a continually present physiological in- 
put that is only intermittently or episodically noted. One may 
have a high temperature but be ‘aware only episodically of 
feeling hot. We expect that a more precise answer to this 
query will be found in further investigations of the physiolo- 
gy and psychology of attention, a developing but incomplete 
area. We emphasize again that the distinctive features of 
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dreams as contrasted to waking experience are 1 >r rpric 


to the physiology: The preeminence of visual i ʻa” ry in 
dreams is isomorphic to the preeminence of vi» 3 « ssicem 
w1- of a- 


activation, and the presence of the striking sens: t 


ralysis or spinning (or floating) is characteristic . ` € 2a71s. 
not of waking, and is isomorphic to characteris : | sleep 
physiological events that are rare in waking. 

4. Psychic energy. We believe this concept, mo +> niny 
other, illustrates the need for continual interchai :[- iw -er 
biology and psychology, between brain and rì d e.’y 
Advances in physiology since 1895 have mace w maole 
Freud’s concept of ‘‘nervous energy, which v > 0: cor- 
phic to psychic energy. Unfortunately, the cor cs: onang 
concept of psychic energy has been left unmod f d Ve are 
extremely skeptical that outmoded physiologic: ! h. ry jan 
persist as an isomorphic base for psychologice cc. y. We 
know of no case where an outmoded physio!) cc th-or; 
serves as a respectable and useful psythole : a he ury. 

eare 


There is every indication that many psychoanalys ¿r 
of the problems with psychic energy, as we le ei wedi 
previous communications. Our own notion i $ :t os 


chology can do well without the concept of p 5 4. e org: 
but cannot do without a theory of motivati ‘\ : um? 
motivational theory is strongest when related i>» ò% Og am 
see the source of the particular vigor of g» œz om yts 

n. res 


theory in its biological roots and Its correspe1 1° 
in motivation—an interest that, uatil recently. 1 ck g: 
traditional academic psychology. We see fi! 
coming through efforts to link physiological ai < 
cal processes thought to be critical to motivair `. 
5. Dream process and dream symbol. Piage d> 
of the dream process in Play, Dreams ane ñn 
Childhood (6) has some intriguing relationship, >'i zi. tiv, 


rA 
— 
a 
TS 


tion-synthesis hypothesis of dreaming. Piaget y :s rk ng 
1951 and therefore could not have known tht wea sens: 
rimotor centers are directly and intensely ect at. iiom 
pontine source during D sleep. Yet Piaget's d:s 1s» on of t! 
fate of external stimuli and how they are forme 1‘) c ear 
might be taken as paradigmatic for what mẹ i appe 
internally generated stimuli. Piaget notes that 2 .e al stim 
li impinging on the body are often not reve cri cd nt 
dream as being part of the dreamer’s body bee... e et! ea 
er’s mental state is analogous to a baby in the e° of not 
stage of development, i.e., lacking consciousm* o ne ‘ez 
in the sense of being unable to distinguish sc { «coi prons 
inside from outside. (Incidentally but impo i ts. i .age 
anecdotal observations about the fate ofexter ‘]+ imale . 
their frequent representation in characters o7: 4c ts cuts 
the dreamer have been confirmed ina numb: > -‘or‘rol 
sleep laboratory studies.) In the dream, as a e omori 
tor stage, there is a lack of coordination bet» cr ae act 
f° ceal 


kinesthetic and the visual system, and srx 
cannot identify the body sensation as hisove gf “s eks 
it were a visual correspondence, but since Itc . 11+ 2¢ “ott 
and is even unaware that he is involved. fi = ca: ibl. 


constructing images, he has recourse to ar Wl The im 
which offers some point of resemblance” (> 3. X2 T: 
for Piaget, much of the visual material of tẹ «ce: n ay 
rive from innate symbolic representation. 

Obviously, in view of what is known icc: i! ou’ ths 
tense, direct, but internal activation of the y s4 syter 
would appear that Piaget’s view that the ¿ca imet san 
nothing’ is in need of revision. We do, key ve , rote 
the tendency of many areas inthe brain tobe r Ite ieo 


pd 


activated during D sleep may further the pr se of evml. ; 


representation so eloquently described by F 23. 
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There are other interesting correspondences and links be- 
tween Piaget's work and what may be happening in dreams. 
For example, the process of coordinating sensorimotor sche- 
mata (both in the sense of Piaget’s theories and in the physio- 
logical sense) with the visual world is extremely important. 
This is an area of intense investigation in physiology and, 
interestingly enough, much of this sensorimotor and visual 
coordination is being traced to brain stem neuronal activity. 
For example, some of the motoric ‘‘action schemata” 
(simple motor acts such as walking) described by Piaget have 
been shown to have a clear physiological substrate, and the 
concept of a motor pattern generator for these acts is a most 
useful one. Some of these physiological motor pattern gener- 
ators may bear an interesting isomorphic relationship to the 
cognitive representations that the infant in the sensorimotor 
stage is working to develop. Piaget speaks of play as useful 
in development apd of dreams as often showing processes 
cognitively analogous to those in play. Viewed from the 
physiological side, it may be that the activation of motor pat- 
tern generators and the visual system in D sleep is function- 
ally important in furthering development and coordination of 
these systems, just as Piaget sees dreams as important in 
furthering the development of possibly isomorphic cognitive 
systems. It is clear that this is a rich area for investigation of 
isomorphic links between physiology and psychology. 
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ROBERT W. McCAarR_LeEy, M.D. 
J. ALLAN Hosson, M.D. 
Boston, Mass. 


Medical School Admission Screening by Psychiatrists 


Sir: Psychiatrists have not been excluded from medical 
school admission screening because of the newness of the 
art, the isolAtion of the practitioners, or the advocacy of the 
practitioners, as Henriette Klein, M.D., and Emily Mum- 
ford, Ph.D., suggest in The Bent Twig: Psychiatry and 
Medical Education’ (March 1978 issue). If psychiatrists 
have been excluded, it is because of their medical col- 
leagues’ embarrassment over the extravagance of their claims 
of expertise and the dearth of data supporting such claims. 
Both of these faults also affect Drs. Klein and Mumford’s 
paper. 

The authors suggest that because medical students are be- 

coming less sensitive, psychiatric and psychological testing 
should be used to screen applicants for medical school. Such 
screening is almost surely made illegal by the Federal Reha- 
bilitation Act of 1974. Drs. Klein and Mumford essentially 
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concede this point when they acknowledge that such testing 
is vulnerable to legal challenges, as grade points are not. I 
am currently representing one medical school student denied 
readmission after psychiatric testing. That vulnerability is 
not a simple prejudice against psychiatrists but a recognition 
by courts that no person should be denied medical school 
admission on the basis of decisions that are demonstrably 
unreliable and invalid and therefore subject to misuse. 

Perhaps more important for readers of the American Jour- 
nal of Psychiatry, Drs. Klein and Mumford totally ignore the 
substantial number of psychiatric studies collected by Pro- 
fessors Alan Stone and Alan Dershowitz which demonstrate 
quite clearly that psychiatrists and psychologists are ‘‘not 
especially qualified to prognosticate the success, failure or 
risk of a college, graduate school or job applicant’ (1). It is 
worth noting that the views expressed by Professors Stone 
and Dershowitz were officially endorsed by the American 
Orthopsychiatric Association. 

Drs. Klein and Mumford provide absolutely no data that 
contradict this conclusion. Although their paper is filled with 
references, only one is even arguably relevant to their pro- 
posal that psychiatrists screen medical school applicants, 
and it apparently concludes that psychiatrists can tell—after 
the fact—who has committed suicide. 

Although the goal of more humane and sensitive physi- 
cians is one we all support, psychiatric screening of medical 
school applicants will not achieve this goal. I suspect it 
would instead deprive the medical profession of many sensi- 
trve and humane people who would have been exactly the 
type of doctor that Drs. Klein and Mumford want. 
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CHRIS HANSEN 
New York, N.Y. 


An Explanation for Seasonality of Births in Schizophrenia 


Sir: A large American study of season of birth and mental 
disorder was recently published in the Archives of General 
Psychiatry (1), and a similar study was published in the Brit- 
ish Journal of Psychiatry in 1974 (2). Both studies showed a 
highly significant excess of births in the first quarter of the 
year for people who later became schizophrenic. The excess 
was approximately 8% for January, February, March, and 
April. The American study corrected for small differences in 
month of birth for the general population and provided a 
comprehensive literature review. Both articles listed a num- 
ber of explanations for this finding, but they seem to have 
missed the simplest and most plausible explanation. 

The schizophrenic patients in both studies were born be- 
tween 1920 and 1955. During that period, a large number of 
schizophrenics of childbearing age were institutionalized. A 
schizophrenic psychosis at that time probably meant a men- 
tal hospital admission lasting from at least three months to 
two years. Although the sexual activity of hospitalized schiz- 
ophrenics is probably less than that of the nonhospitalized 
population, it certainly is not nonexistent. Male and female 
patients were on different wards but were permitted ground 
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privileges in good weather. It is well known to the staff of 
most mental hospitals that in the private areas of the grounds 
a fair amount of sexual activity takes place in good weather. 
In such cases, given the distribution of diagnoses in hospital- 
ized patients, at least one of the two procreating adults, often 
both, would have had a schizophrenic disorder. 

The excess births of schizophrenic patients in the months 
of January, February. March, and April could easily be ac- 
counted for by the offspring of only a small percentage of the 
thousands of hospitalized patients. If conception did indeed 
take place during the warm months (June, July, August, and 
September) then a transmission rate of only 3%-5% would 
account for the excess number of schizophrenics born the 
next winter and early spring. 
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Davip F. Dawson, M.D. 
Hamilton, Ont., Canada 


Research on Attitudes Toward the Mentally Il 


Sir: In their article “Fear of the Mentally I]: Empirical 
Support for the Common Man’s Response” (October 1977 
issue) John M. Lagos. Ph.D., and associates provided admir- 
able, concise discussions of the literature on the dan- 
gerousness of the mentally ill and the implications of public 
attitudes for community treatment. One wishes, however, 
that the original empirical study presented in the article had 
been performed more rigorously. 

First, descriptions of violent activity were based on the 
admissions records of 400 patients. apparently with no 
checks on their validity in cases where the alleged violent 
behavior did not occur in the presence of the admitting phy- 
sician. Then, assuming without demonstrating that the notes 
were reasonably accurate descriptions of actual behavior, 
the authors concluded that perhaps the public has reason to 
fear mental patients as a class because a significant percent- 
age of the sample was found to have been violent before ad- 
mission to a hospital. However, there was no control group, 
an elementary necessity in a study that attempts implicitly to 
compare one class of persons (the mentally ill) with another 
(normal individuals). The degree to which the public fears 
any group must depend in part on base rates, and the claim 
that the public may have reason to fear the mentally ill is an 
unwarranted interpretation. 

More than a third (36%) of the mental patients committed 
one form of violence or another, but an even higher percent- 
age of nonpatients may also behave violently. If so, the ap- 
propriate conclusion would be that all of us have great rea- 
son to fear many people and even more reason to fear non- 
patients than patients. 

Studies on the dangerousness of the mentally ill have im- 
mediate relevance to the politicized debates about civil com- 
mitment. At a time when psychiatry is often attacked as 
being unscientific and insufficiently concerned with civil lib- 
erties, this study can only add power to the critiques. One 
wishes the authors had added a control group or simply limit- 
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ed the paper to a fuller review of the literature : 
of its implications. 


STEPHEN J. MORSI 
Los Ae 


Dr. Lagos Replies 


4 


Sir: Dr. Morse points out that the design i’ ¢ 
not include a check on the validity of the re>: 


acts found in the hospital charts. This is trie 
tutes a definite limitation that further studies 
to avoid. 


t 


k4 


Dr. Morse also notes that no control nro.» 
show whether violent acts are equally preva.: 
al population. Once again he is correct. Hewé: . 
suggest that patients were more violent then i>: 


ulation. We categorically stated, “These 


substantiate the proposition that ex-mentilp `. 


violent than the general population.” 
It seems to me that Dr. Morse has no: ts 
What we tried to say was that the research i 


so narrowly focused that the twin issues of > < 
and community fear have been denied full se x> 


We did not claim to have settled anything. i 
were assembled to illustrate the inadequacy, 


paradigm for research on patient violence «> ' 


new approach to the education of communi: 
lence among mental patients is an Issue. 

Dr. Morse implies that our article reflec? 
concern for the civil liberties of Shite 
doubtedly, the interests of patients will he ~ 
understanding them better. Our work ha» 17’ 
dimension to the study of violence amca: 
tients as well as to the education of com r 


patient violence. It is my belief that this ss. ` 


that in the long run this work will contait. ° 
liberation than to the confinement of psycl 


JOHN Ni. ' 


Peptidergic Infiuences: Tip of the Iceberg? 


Sir: I would like to make a few commi 
the excellent article ‘The Opiate Recepte 
Like Peptides in the Brain™ by Solomon ' 
(June 1978 issue). Dr. Snyder calls partic: k 
somewhat surprising density of enkephi'tr . 


rons in the globus pallidus, along with evti `a 


way arising from cell bodies ir the cauc w. 


terminals in the globus pallidus release ors. -` 


ronal populations in that site. The cawat. 
globus pallidus are usually viewed some, 
regulators of motor behavior, which seers i.’ 
the observation that the globus pallidus ce- 
kephalin than any other part of the brain 1° 
zance of the almost inextricable relations 11>. 
and emotion (1-3), it is apparent that such `z 
pendent on and coordinated with a who'c 
States, such as attention, motivation. ph. 
pleasure. 

There is good evidence that the extrap 
shares rich connections with the neocorte. 
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key limbic structures involved in these states of the CNS. It 
is known that neuronal output of the corpus striatum to brain 
stem extrapyramidal neurons maintains a tonic inhibitory in- 
fluence on them, suppressing their interaction on rostral tha- 
lamic and neocortical sites of action. This striatal tonic influ- 
ence is funnelled to the brain stem, thalamus, and overlying 
cortex through the globus pallidus, the site of rich enkepha- 
lin transmitter release, as indicated by Dr. Snyder. The 
striatal outflow of suppressor type is enhanced by choliner- 
gic synaptic influence and diminished by dopaminergic influ- 
ence on an interneuronal system in the caudate putamen. It 
would make sense to have this stnatal output modified in the 
pallidum by a peptidergic influence that lends, perhaps, ex- 
pressive shape to motivated and emotionally determined mo- 
tor behavior. 

The corpus striatum, rich in enkephalin-containing neu- 
rons, may also plfy a role in neocortical arousal and atten- 
tional processes by means of enkephalin release in the out- 
flow station, the globus pallidus. Administration of L-dopa to 
animals produces EEG activation and signs of behavioral 
stimulation in doses and time course correlating with in- 
creased levels of dopamine rather than norepinephrine. Acti- 
vation of dopaminergic nerve terminals touching on the 
caudate putamen is believed to inhibit them, resulting in re- 
duction of their suppressor influence on globus pallidus neu- 
rons, and to bring about indirectly, through reduction in a 
diffuse thalamic recruiting system, cerebral cortical arousal 
that facilitates attention and motivated behavior. That an en- 
kephalin influence in the globus pallidus appears to be a rich 
one might suggest that an important peptidergic neurotrans- 
mitter system needs to be taken account of in addition to the 
better known influence herein of dopamine, acetyl choline, 
and y-aminobutyric acid. 

That the extrapyramidal system exerts an effector influ- 
ence both on cerebral cortical and older cortical centers in 
the limbic brain and is in turn influenced by them appears to 
be a concept growing more clear through current neurobio- 
logical studies. The function of peptidergic systems, along 
with other neurotransmitters and neuromodulators, in infor- 
mation processing in such neural assemblies will be of great 
interest as data continue to be developed. 
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. ° WILLIAM F. KieLyY, M.D. 
Los Angeles, Calif. 


Dr. Snyder Replies 


Sir: I certainly agree with Dr. Kiely that the well-known 
association of the corpus striatum with regulation of motor 
behavior does not mean that enkephalin in these structures 
does not have to do with emotional behavior. Indeed, the 
embryologic development of the corpus striatum closely ap- 

"posed to the amygdala in virtually a single structure argues 
strongly for some contribution of the corpus striatum to feel- 
ing states. At the same time, one should not focus so strong- 
ly upon the traditional role of opiates in pain perception and 
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affective regulation as to neglect other possible roles of en- 
kephalin systems. John Hughes and Hans Kosterlitz specifi- 
cally selected the term ‘‘enkephalin,’’ derived from the 
Greek meaning simply “‘in the head,” in order to free us 
from prejudices about the functions of this new neurotrans- 
mitter peptide. High doses of opiates and opioid peptides do 
produce muscular rigidity in animals quite similar to that 
produced by neuroleptic drugs and perhaps resembling the 
rigidity of Parkinson’s disease. I suspect that enkephalin 
neuronal systems now being mapped in diverse areas of the 
brain may be involved in a large number of brain functions 
and that we have only begun to appreciate some of the most 
obvious. 


SOLOMON H. SNYDER, M.D. 
Baltimore, Md. 


Concurrent Validity of DACL Questioned 


Sir: | was happy to have my attention drawn to the article 
“The Concurrent Validity of the Depression Adjective 
Check List in a Normal Population” (May 1978 issue) by 
Roger Christenfeld, Ph.D., Bernard Lubin, Ph.D., and Mau- 
rice Satin, Ph.D., because I was the Principal Investigator of 
record on grant MH-—19966, which was partially credited in 
the footnote for support of this investigation.! (Grant MH- 
20681 also supported the study). 

The authors restate the title’s assertion toward the end of 
the article: ‘“The overall findings of this study support the 
concurrent validity of the DACL(E) as judged by psychia- 
trists’ ratings of depressed mood... .”’ A hasty reader might 
think that this statement meant that the DACL score will tell 
you approximately the same thing regarding a person’s mood 
as you would learn if a trained research psychiatrist inter- 
viewed the individual and gave you a rating. Such an inter- 
pretation would be wrong. 

The two research psychiatrists whom I selected and 
worked with rated 7 of 309 subjects at level 3 (mood depres- 
sion as severe as that sometimes seen in patients being 
treated for depressions). Four of these had DACL scores of 
10 or more, but so did 12 subjects who showed no evidence 
of depressed mood (and so did 21 people whom the psychia- 
trists rated at level 1 or 2, both less severe than level 3). By 
lowering the cut-off score to below 10, more of the level 3 
classification rates get even higher. Using a score higher than 
10 produces even more false negatives. These high mis- 
classification rates lead me to conclude that the DACL is a 
poor indicator of what the psychiatrists were observing, a 
conclusion that does not agree with the assertion of validi- 
ty stated by Christenfeld and associates. How can this be? 

My figures on the high rates of misclassification that the 
DACL score produces could be anticipated from the figures 
reported by Christenfeld and associates. The mean test 
scores at the 4 mood levels differ by less than a standard 
deviation in table 2. The correlation coefficient of 0.35 re- 
ported in table 1 is statistically significant, but I do not think 
it signifies ‘‘validity.’’ I would want a correlation coefficient 
to be about twice this size before I would judge an index 


+ 


1] was also Director of the Psychiatric Epidemiology Research Unit 
in the New York State Department of Mental Hygiene, the re- 
sources of which were essential for the conduct of this study. Mau- 
rice Satin was a predoctoral trainee in psychiatric epidemiology at 
the time these data were gathered. Dr. Christenfeld was a member 
of the research unit team. 


Am J Psychiatry 135:11, November 1978 


measure to be a good indicator of a criterion measure. 

Indeed, I find it remarkable that the correlation coefficient 
is so low since this self-rating scale offers a series of adjec- 
tives to be checked if the subject feels they are suitable re- 
plies to ‘‘How do you feel today?’’——adjectives such as blue, 
hopeless, dejected, forlorn, glum. The list reads like a the- 
saurus entry of synonyms for the word depressed. These 
same words entered into the verbal give and take between 
psychiatrist and subject during the interview. Many of the 
same verbal signals were thus used in both appraisals and I 
expected a closer relation than we found. After all, there are 
only a finite number of words in our language with which to 
communicate a depressed mood. | think Christenfeld and as- 
sociates were right to use the psychiatric rating as a criterion 
because the trained observer had two advantages over any 
paper and pencil test. He could ask the subject to elaborate 
on the meaning of each word used, and he could observe non- 
verbal signals such as tone, manner, posture, and facial ex- 
pression. 

I think the authors put too much emphasis on the statisti- 
cal significance of the calculated correlation coefficient be- 
tween the DACL score and the psychiatric rating. I believe 
that only capricious reactions to the words used in both con- 
texts could have produced zero order correlations of no sta- 
tistical significance. For that kind of finding I would suggest 
an article titled “Mental Hospital Staff Used Affective Ter- 
minology Chaotically..’ That simply was not the way the 
helpful staff at Norwich Hospital went about the task of 
telling us about their current mood. 

I am preparing a more accurate report of this investigation 
for publication in which I will point out what inferences I 
think can be drawn from the data obtained. 


ERNEST M. GRUENBERG, M.D., D.P.H. 
Baltimore, Md. 


Dr. Christenfeld and Associates Reply 


Sır: We were interested to read Dr. Gruenberg’s opinion, 
although we find his letter puzzling on the face of it. Our 
article presented the correlations in a hospital staff sample of 
the DACL with other depression measures, most pertinently 
with psychiatrists’ judgment of depressed mood. Gruenberg 
submits ‘I would want a correlation coefficient to be about 
twice this size... .'’ He has, of course, the prerogative of 
each reader to set his own level of acceptable correlation; 
whether one infers that the results are validating or invalidat- 
ing is akin to calling a glass half-full or half-empty. 

There is, as all know, a vast difference between a psychiat- 
ric interview and a pencil and paper test even when both 
focus on the same trait. The field of personality assessment 
is not known for high reliability coefficients, and we continue 
to regard the correlations we found as supportive. We do not, 
however, as Gruenberg suggests, necessarily view imperfect 
correlations as flaws in the questionnaire. A psychiatric in- 
terview gains flexibility and insight at the cost of introducing 
the vagaries of interpretation and interpersonal dynamics. 
For instance, in this study it may be plausible that the corre- 
lation of DACL and psychiatric rating 1s lower for females 
partly because the male psychiatrists interpreted the re- 
sponses of women with some bias. Lacking ultimate criteria 
we rely on concurrent validation. All four of the instruments 
we used, as well as the psychiatric ratings, helped to clarify 
the concept of depressed mood. 

‘Gruenberg’s invocation of the ‘thasty reader” who might 
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Psychiatric History: Potential for Abuse 
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him or her not to communicate with the employer about the 
prospective employee is asking too much. Furthermore, the 
safeguards regarding medical documents are by no means as 
airtight as we would like to think. Any physician who is en- 
trusted with the task of ‘‘screening’’ a prospective applicant 
is primarily serving the company, not the applicant. His ac- 
cess to private and therefore potentially prejudicial past in- 
formation is no different from the access of the potential em- 
ployer. In my view, judgments should be made on the infor- 
mation available at that time, even if it means overlooking 
potentially troublesome material. The alternative is a return 
to the system we have now, wherein a person’s medical his- 
tory can be used against him. 

A simple and effective way around the difficulty, which 
has already been adopted by a number of agencies, is to in- 
clude a question asking applicants whether they to the best 
of their knowl@dge have any medical condition that would 
interfere with safe and successful discharge of their duties. A 
person who conceals such information would be appropri- 
ately subject to penalty. An example might be the willful 
concealment of uncontrolled epilepsy by a person entrusted 
with the operation of hazardous machinery or motor vehi- 
cles. I think it is fair to expect that individuals applying for 
responsible and sensitive jobs would have the integrity to 
reveal those problems which could interfere with the dis- 
charge of their duties. The responsibility should be left to the 
individual. No other system is acceptable in an open and free 
society. 

I hope that others will respond and that the American Psy- 
chiatric Association will add its voice to those attempting to 
protect the rights of individuals. 


JOHN Racy, M.D. 
Rochester, N.Y. 


Neurological Basis for Syndromes and Symptoms of Dis- 
ordered Recognition? 


Sir: The case of intermetamorphosis syndrome reported 
by Demetrios E. Malliaras, M.D., and colleagues (Clinical 
and Research Reports, August 1978 issue) has several inter- 
esting features, particularly those suggesting a possible organ- 
ic component of the illness. An aspect that was not discussed is 
the pattent’s delusional notion that her theology instructor 
(the subject of her misidentifications) was in love with her, a 
symptom often linked with the name de Clérambault (1). 
That this association of delusional phenomena may not be 
entirely fortuitous is suggested by a previous report (2) of 
their coexistence, although in that case the misidentification 
was of the Capgras type. In yet another report (3), where 
symptoms ofeboth delusional hyperidentification (inter- 
metamorphosis) and hypoidentification (Capgras) were pres- 
ent, the author thought that ‘‘repressed erotic desires” were 
an important psychopathological factor. 

Aficionados of the syndrome of doubles will also recall a 
case described by Capgras and Carrette (4) in which the pa- 
tient made flagrantly erotic advances toward her father, 
whom she perceived as a “‘double.’’ In this case, like that 
reported by Dr. Malliaras and associates, a number of fea- 
tures (false feelings of strangeness and familiarity, olfactory 
hallucinations, episodic outbursts of aggression, well-pre- 
sserved affect, and lack of incoherence of either spoken or 
written language) suggest a psychomotor component to the 
illness. 

A review of Flor-Henry’s recent writings (5) on temporal- 
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limbic laterality and psychopathology suggests a link not on- 
ly between the phenomenon of disordered recognition and 
the nondominant temporal lobe but also between hyper- 
sexuality and the right hemisphere. Nondominant temporal 
dysfunction may also be reflected by the marked verbal-per- 
formance discrepancy of the patient described by Dr. Mal- 
liaras and associates. It is tempting to speculate not only that 
symptoms of misidentification and erotic delusions might 
logically coexist but that the common pathology might be 
localized in the nondominant temporal lobe. 
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JOHN L. BARTON, M.B., CH.D., M.R.C.Psycu. 
St. Louis, Mo. 


More on a Neglected Problem 


Sır: The article ‘‘Father-Son Incest: Underreported Psy- 
chiatric Problem?” by Katharine N. Dixon, M.D., and asso- 
ciates (July 1978 issue) was of great interest to me. We have 
seen a case In our child guidance clinic that involved two 
brothers, aged 15 and 9, who had been used sexually by their 
father for at least 4 years, with their mother’s full knowl- 
edge. The case came to our attention after the older boy in- 
formed his minister of his experiences. 

Needless to say, the case presented serious management 
problems. The parents had maintained a conspiracy of si- 
lence for years and were enraged that this matter had come 
to the attention of people outside the family. Although the 
case was reported to the Child Protective Services as one of 
child abuse, the court made only a mild recommendation 
that the children obtain psychotherapy, a suggestion the par- 
ents angrily rejected. 

Like the cases reported by Dr. Dixon and associates, this 
one emphasizes the extreme delicacy and complexity of such 
situations. I hope others in the field will be alerted to the 
existence of a problem that has been neglected. Dr. Dixon 
and her coworkers have performed a valuable service 
through their paper. 


AARON H. ESMAN, M.D. 
New York, N.Y. 


Medical Information Card for Patients Taking Lithium 


Sir: At the Genesee Mental Health Center, we recently 
designed a wallet-sized information and warning card for our 
patients who are taking lithium carbonate. The card, which 
is analogous to those carried by patients taking disulfiram, 
was designed to alert these patients and their physicians 
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about the unique cautions that must be observed when pa- 
tients are on maintenance lithium therapy. In addition, the 
card serves to inform others (e.g., family, ambulance driv- 
ers, police officers) about certain symptoms of lithium tox- 
icity so that they can be recognized and medical evaluation 
and treatment can be instituted without unnecessary delay. 
One side of the card contains the following information: `I 
am on lithium carbonate. At any signs of diarrhea, nausea, 
vomiting, visual disturbance, tremor, unsteady walk, 
drowsiness, weakness, slurred speech, or mental confusion, 
please call my therapist.” The phone number of the center 
and of an emergency room are then given. The reverse side 
gives the patient’s name, address, and phone number, the 
name of his or her primary therapist, and a list of in- 
compatible drugs (diuretics, sodium, potassium, and weight 
reduction pills). 

We would be happy to hear any comments that readers 
might have about this tdea. 


SUSAN E. HANSON, M.D. 
Genesee Mental Health Center 
224 Alexander St. 

Rochester, N.Y. 14607 


Procedures for Taste Aversion Therapy for Alcoholism 


SiR: Taste aversion therapy, one of the earliest attempts to 
apply experimentally derived principles of learning to clini- 
cal treatment (1), involves the pairing of the sight, smell, and 
taste of alcohol with the effects of an emetic. Recent basic 
research into the acquisition of taste aversions (2) has led to 
suggestions that taste aversion therapy be used more fre- 
quently (3). 

The most widely used emetic in alcohol aversion therapy 
is emetine HCl. A frequently used regimen! consists of 5 
treatments over a 10-day period. The oral dose of emetine is 
100 mg per session, and the 1.M. dose increases from 52 to 78 
mg. The total treatment dosage during the series is 345 mg 
I.M. and 500 mg p.o. Rollo (4) has stated that emetine dosage 
should not exceed 60 mg/day I.M. or 600 mg I.M. tn 10 days. 
Thus this treatment exceeds the maximum recommended 
daily emetine dosage and, depending on how much of the 
oral emetine is absorbed, approaches or exceeds the maxi- 
mum recommended total emetine dosage over a 10-day 
course. 

Jn attempting to develop a more conservative regimen, we 
found that lower dosages failed to produce reliable emesis, 
which ts crucial to this treatment because of the quantity of 
alcohol consumed during conditioning. Syrup of ipecac, a 
much safer emetic, did not seem to produce good condi- 
tioning, perhaps owing to the short duration of its effects. 

Currently we employ both 20 ml of ipecac p.o. and 42 mg 
of emetine I.M. The ipecac produces reliable emesis and the 
emetine prolongs the malaise. Strong aversions develop, but 
none of the symptoms of emetine toxicity (hypotension, pre- 


‘Unpublished protocol, Raleigh Hills Hospital, Portland, Ore. 
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cordial pain, tachycardia, dyspnea, and ECG: | 
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Corrections 


There was an error in the author affiliation. ` 
cyte Concentrations of the Lithium lon: Cle 
and Mechanisms of Action” by Frazer and «> 
September issue. Dr. London is Chief, Con 
Department of Radiology, Hospital of the 
Pennsylvania, Philadelphia, Pa. 


There was also an error in the book revicve , 


Karasu of Therapeutic Partnership: Ethts a: 
Psychotherapy by Carl Goldberg in the Septe : > 
the next to last paragraph the quotation she 
therapist must teach the client how to ratic: 
power or how to regain his lost power. `` 

The staff regrets these errors. 
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BOOK REVIEWS 


The Psychological Society: A Critical Analysis of Psychiatry, 
Psychotherapy, Psychoanalysis and the Psychological Revolu- 
tion, by Martin L. Gross. New York, N.Y., Random House, 
1978, 354 pp., $10.95. 


Psychotherapy is thought by some critics to be the Achil- 
les’ heel of cofitemporary psychiatry. Ever since Eysenck, 
in a 1952 monograph, claimed to have proven that the results 
of psychotherapy were not any better than no therapy at all, 
similar iconoclastic attacks have appeared periodically and 
have followed certain predictable patterns. For example, it 
has been charged that dynamic psychotherapy is useless; 
that if it works at all, it does so only through suggestion; that 
its favorable outcomes are the results of spontaneous remis- 
sions; that it does as much harm as good; that its presump- 
tive scientific basis is pure hogwash; and that psychiatrists 
are simply twentieth century versions of primitive tribal 
witch doctors and their therapies depend on a similar kind of 
myth and magic. 

The Psychological Society is the latest and one of the more 
sophisticated of this critical genre. Gross, a well-known edi- 
tor and writer (The Brain Watchers and The Doctors), has 
done a good deal of research into psychiatric literature and 
has interviewed many psychiatrists and psychologists in the 
course of preparing this book. He has come up with a wide- 
ranging and hard-hitting attack on all dynamic psychiatry 
and particularly on Freudian psychoanalysis, which he con- 
siders to be the ideological wellspring of such psychiatric 
thought. 

Gross’s thesis, essentially, is that our society has been 
overpsychologized to its great detriment. Psychology (and 
psychiatry) has become ‘‘an art, science, therapy, religion, 
moral code, life-style, philosophy, and cult.” The quest for 
an idealized ‘‘mental health,’’ he asserts, has created self- 
doubt in millions of people who have been labeled as ‘‘neu- 
rotic’’ because they reflect the ordinary anxieties and in- 
securities of everyday living, and who are then subjected to 
an essentially useless variety of psychotherapies. 

The béte noir behind this unhealthy state of affairs, ac- 
cording to the author, is psychoanalytic theory, which is at- 
tacked as a totally fanciful, unvalidated, and unscientific 
creation of Freud, whom Gross describes as a naïvely super- 
stitious, mystical, and neurotic man. 

Gross asserts that psychiatrists and psychologists, build- 
ing on this dubious foundation, have put themselves forth as 
experts (‘new seers’) on a wide variety of human events, in 
effect replacing the oracles and prophets of old. He holds up 
to ridicule the often conflicting and mutually contradictory 
“authoritative” statements made by psychiatrists and psy- 
chologists about crime, criminals, politics, and international 
affairs, no less than statements about psychosomatic dis- 
eases, cancer, and homosexuality. He attacks theories about 

*the psychogenic origins of the psychoses as being totally 
without merit and asserts that the influence of psycho- 
analytic theory in childrearing and in education has been 
harmful and misleading. Indeed, he quotes with obvious ap- 
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proval a characterization of this influence as “the psycholog- 
ical crime of the century.” 

The book ts not to be lightly dismissed, however. Its views 
are buttressed by quotations from numerous psychiatrists 
and psychologists, many of outstanding eminence. Many of 
its criticisms are justified and cogently point up some of the 
soft spots in both psychiatry and clinical psychology—un- 
warranted promises, exaggerated claims, unscientific theo- 
rizing, fanciful analyses of dead historical figures, and une- 
thical psychologizing about living ones. Where the book 
falls down is in its heavily biased and grossly (no pun in- 
tended) one-sided point of view. The author’s view of human 
personality and psychopathology is that they are almost to- 
tally determined by genetic factors. Although he pays occa- 
sional lip service to the interplay of life events with these 
factors, his bias is so strongly biological as to be practically a 
twentieth-century caricature of nineteenth-century psychiat- 
ric thinking. Gross denies the existence of unconscious psy- 
chological elements and replaces them with ‘‘gene-deter- 
mined neurological-biochemical circuitry.” Reactions to 
love, adventure, threat, sex, and friendship may be “‘partial- 
ly learned,” he concedes, but are more importantly attrib- 
uted to ‘‘thousands of protein-coded genes each of us has 
been endowed with since the moment of conception.’’ Ho- 
mosexuals are all ‘*born that way.” Neurosis ts just a *‘Freu- 
dian fantasy,” and the symptoms ascribed to it are more of- 
ten due to ‘‘physical sickness.” The psychoses are all due 
solely to biological factors and will eventually be prevented 
and cured by biochemical means alone. Dreams are merely 
accidental offshoots of neural activity and ‘have no particu- 
lar meaning.” Infantile and childhood sexuality are myths. 
“The human child is generally a non-sexual being.” The 
child’s personality has little or nothing to do with patterns of 
upbringing; it is almost entirely due to ‘temperament, na- 
ture, constitution, [and] inborn traits.” 

The author, moreover, like most intemperate critics, 
makes the error of throwing the baby out with the bath wa- 
ter. To dismiss the totality of Freud’s contribution as a mas- 
sive and harmful fraud perpetrated on an entire society is to 
lose all historical perspective with regard to that contribu- 
tion. The ad hominem attack on Freud’s personality is un- 
worthy of the author and has no bearing on the value of 
Freud’s work. Even if some of Freud’s metapsychology has 
indeed proven to be in error, it still constituted a revolution- 
ary breakthrough in its time and paved the way for more 
sophisticated later theories. In addition, Freud’s formulation 
of a technique for studying psychological processes by psy- 
chological methods was a vitally important methodological 
advance that significantly furthered our understanding of hu- 
man behavior and motivation. 

Most of the criticisms that Gross advances come from psy- 
chiatrists and psychoanalysts themselves, pointing out er- 
rors and weaknesses in previous theory. Such dissensions 
are an intrinsic aspect of the scientific method, and similar 
criticisms could be compiled in any other field of science. 
Even so, however, almost all of the experts whom the author 
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chooses to quote (occasionally out of context) reflect a par- 
ticular point of view. and Gross makes no effort to give a fair 
hearing to differing views. 

Most of all, the one-sided and simplistic biological bias of 
the book does a massive injustice to the sophistication of 
biopsychosocial approaches and contemporary systems 
thinking in modern psychiatric theory and practice. To mini- 
mize the importance in human development of interpersonal 
life experiences and the social matrix in which they take 
place is just as egregious an error as it would be to ignore or 
minimize the importance of the biological factors involved. 
By the same token, to equate contemporary efforts at scien- 
tific psychotherapy with the magical incantations of the 
primitive tribal shaman is equally fallacious. The fact that 
they both achieve roughly equivalent results in some in- 
stances is quite beside the point. Ancient herbal medicines 
may cure some ailments just as well as modern antibiotics, 
but only by pursuing the methods of science can we hope to 
achieve the rational breakthroughs that lead to significant 
scientific advances. Continuing our efforts to rationally un- 
derstand the sources of human emotional disorders and to 
treat them on the basis of such reasoned understanding is in 
the finest tradition of science. Whatever the limitations of 
our present Knowledge. there is no reason to doubt that these 
efforts will ultimately be successful. 


Jubb MARMOR. M.D. 
Los Angeles, Calif. 


The Technique of Psychotherapy, 3rd ed., Parts I and 2, by 
Lewis R. Wolberg, M.D., New York, N.Y., Grune & Strat- 
ton (Harcourt Brace Jovanovich), 1977, 1,301 pp., $69.00. 


Itis a brave person indeed who would undertake to write a 
comprehensive textbook of psychotherapy. a field that. to 
quote the author, is “‘balanced precariously on the pinnacle 
of profound ambiguities. What seems like the truth of today 
may be the exploded myth of tomorrow” (p. 842). Dr. Wol- 
berg accepted the challenge about a quarter of a century ago, 
and the appearance of this third edition is the measure of his 
success In meeting it. The size of the book itself indicates the 
magnitude of the task—it contains more than 1.300 double- 
column pages of text and more than 3.000 references. 

The author succeeds in encompassing the chaotic field of 
psychotherapy by organizing it around a guiding concept. 
Although this concept is nowhere explicitly stated, it is clear 
that the author’s basic conceptualization is a flexible psycho- 
analytic one. According to this model. other things being 
equal. the definitive treatment for neuroses and personality 
disorders is dyadic therapy based on efforts to bring into 
consciousness and thereby resolve unconscious conflicts 
and motivations, with special emphasis on handling the 
transference. This is termed “reconstructive therapy”’ in 
that, when successful. it is believed to achieve alteration of 
character structure and expansion of personality growth. 
More modest goals. which have their legitimate places, are 
supportive and reeducative therapies. 

There 1s no convincing evidence that any forms of psycho- 
therapy. including psychoanalysis, are capable of signifi- 
cantly restructuring personality, or that analytically oriented 
approaches produce more profound personality changes 
than other techniques. Still. it is hard to think of any better 
way of bringing order into the field of psychotherapies, and 
the author’s framework would probably gain more general 
acceptance than any alternative. Wolberg manages to force 


most current psychotherapies into his con. 
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The Anatomy of Hallucinations, by Fred H 
cago, iil., Nelson-Hall, 1978, 226 pp.. $16.4" 


This unusual, scholarly volume was wi. ‘ 
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others confined within the same institution and also suffering 
from schizophrenia. Picture two patients with blank faces 
and immobile lips talking and listening to each other on a 
nonverbal level! Not only schizophrenic patients but hys- 
teriéal patients and depressed psychotic patients may hallu- 
cinate. This, in my experience, is hard to teach because stu- 
dents seem to define hallucinations as a necessary symptom 
of schizophrenia. Also, hallucinations are painful for some 
and pleasurable for others. 

This volume must have taken years to compile, especially 
since the author is an anatomist and not a clinician. He has 
succeeded ably in a scholarly product. He reminds me of an 
examiner for the American Board of Psychiatry and Neurol- 
ogy who, some years ago, asked his examinees, `I am hal- 
lucinating—prove it!” Now the answer would be, I am not, 
so l cannot hear you.” This is an informative and scholarly 
book. ° o 


Roy R. GRINKER, SR., M.D. 
Chicago, Ill. 


The Psychiatric Halfway House: A Handbook of Theory and 
Practice, by Richard D. Budson, M.D. Pittsburgh, Pa., Uni- 
versity of Pittsburgh Press, 1978, 274 pp., $10.95, 


This is an uncommonly” well-written, concise, but com- 
plete book. It is a pleasure to read. The author is correct in 
saying that it ‘‘approaches the ideal of a general textbook on 
the subject of halfway houses.” In a detailed, logical, but 
succinct manner Dr. Budson shares his exceptionally broad 
experience in working with and developing halfway houses. 
While at Harvard Medical School he worked as a student 
volunteer with patients at the Metropolitan State Hospital. 
After finishing his psychiatric residency, he established a 
halfway house and later became Director of Community 
Residence Programs for the Commonwealth of Massachu- 
setts. Thus, with equal authority he can discuss the relation- 
ships of patients in group meetings in the halfway house and 
the problems of developing state laws and regulations that 
promote high-quality community facilities while not throt- 
tling their development with bureaucratic regulations. 

The first part of the book, titled The Development of an 
Ideology, discusses the impetus and need for the halfway 
house, its relationship to the community, and its many func- 
tions analogous to the family in the home and the commu- 
nity. The author also discusses moving out of the halfway 
house into nonsupervised living. “The Halfway House As a 
Family-Model Social System” is a chapter especially worth 
reading. The family has a responsibility for seeing that its 
members carry out tasks that are appropriate to their age, 
abilities. and position within the family. In mental hospitals, 
most tasks fre the exclusive province of the staff and thus 
patients are deprived of the opportunity to assume responsi- 
bilities that would enhance their growth and development. In 
the halfway house. as in the family, there is appropriate shar- 
ing of tasks and responsibility. This is one of many striking 
differences between it and a mental hospital. The author also 
spells out the responsibilities of a halfway house and its in- 
habitants to the community and to themselves and shows 
how these are similar to family responsibilities. The halfway 
house must be part of the community in which it resides and 
must understand the laws and regulations of that commu- 
nity. 

In Legal Issues. Standards, and Regulations,” the author 
states that "it is essential that standards not be so stringent 
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as to compromise the essential programmatic characteristics 
of the community residence.’’ For example, standards that 
require too many staff for around-the-clock service and too 
strict adherence to building codes designed for institutions 
can cause a program to be expensive, unworkable, or coun- 
terproductive in that it perpetuates the institutional system it 
was designed to replace. Perhaps the greatest challenge of 
our times is to set standards that are essential for the control 
and upgrading of human services in such a way as to allow 
these services to function in a humane and therapeutic man- 
ner. The author provides a discussion of the rules and regula- 
tions in Massachusetts and compares them with those of oth- 
er States. 

The short and to the point chapter ‘‘Community Entry and 
Zoning Requirements” is essential reading for anyone want- 
ing to establish a halfway house. It contains good advice on 
how to avoid many of the pitfalls that have defeated the best 
efforts of those who want to help the mentally ill reintegrate 
into the community. The nitty gritty of the planning and op- 
eration of a community residence is discussed in a manner in 
which the pertinent details take precedence over wordy dis- 
course. It is obvious that the writer knows what he is talking 
about. He not only shares his factual knowledge with the 
reader but also is able to communicate an affective experi- 
ence in an objective and helpful way. This especially comes 
through in discussions of the group meetings of house mem- 
bers. 

My only irritation with the book is that bad practices in 
large mental hospitals are blamed on the medical model. The 
fact that bad medicine may be practiced in some hospitals 
because of inadequate funds and inadequate staff 1s not nec- 
essarily the fault of the medical model. Some doctors might 
practice bad medicine, just as some authoritarian, custodial 
types of halfway houses might promote regression rather 
than social integration. However, my objection is a minor 
one and does not detract from the excellence of the presenta- 
tion and the material. This book exemplifies the virtues of 
the old-fashioned idea that a book should be written by a 
single author who says what he needs to and stops. 


RoBERT L. LEON. M.D. 
San Antonio, Tex. 


Epidemiological Approaches in Child Psychiatry, edited by 
P.J. Graham. London, England, Academic Press, 1977, 397 
pp., $19.50. 


This volume is welcome as an initial systematic attempt to 
examine and evaluate epidemiological approaches in child 
psychiatry. It is the first presentation in a single volume of 
data and issues in a field that is in its inception. Few large 
population studies have been done in child psychiatry. 
Meaningful epidemiological work requires the development 
of interview and questionnaire schedules for which validity 
and pertinence are both satisfactory. At this point, valid and 
reliable instruments for screening populations of children are 
scarce. The lack of standardized clinical assessment meth- 
ods presents serious problems of comparison from one geo- 
graphical area to another and from one period to another. A 
significant study of a representative population also requires 
the definition of the group sampled by the population, the 
demonstration that the screening methods have a low degree 
of false positives and false negatives, and the clarification of 
the pertinence of the findings by studying a subsample Jin 
depth. 
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This volume consists of a collection of papers given at a 
symposium held in October 1976. The participants came 
from six European countries and Canada. although the major 
representation was from England. In such a symposium one 
must expect that the individual contributions will be of un- 
even quality——and this is the case here. However, the con- 
tributors include a number of leading research workers in the 
field, among them Michael Rutter, who chaired the sym- 
posium, and Philip Graham, who edited the volume and sum- 
marized the implications for prevention, 

The chapter by Rutter on methodological considerations 
and the one by Lorna Wing on the use of case registers are 
deceptively simple in their presentation. These chapters rep- 
resent sophisticated and knowledgeable discussions of these 
basic issues for large-scale studies. Both the novice in the 
field and the expert will find these papers valuable. 

The body of the volume is organized developmentally, 
with sections on early parenting, the preschool child, middle 
childhood. and adolescence. A wide range of topics Is cov- 
ered, including useful discussions of child abuse, the search 
for predictive features in “at-risk babies, the behavioral 
screening of preschoolers, and the short-term outcome of 
problems in this age group. There are two interesting com- 
parisons of psychiatric disorders in urban and rural settings: 
one in 6-year-olds in Denmark and the other in adolescents 
in Norway. A British study examines correlates of behavior- 
al deviance in 8-year-olds, and a German study examines the 
correlates of delinquent behavior in youngsters under 14 
years of age. 

The final sections deal with areas of special interest. In a 
chapter on the psychiatric aspects of sensory disorders, 
Freeman. from Vancouver, Canada, gives an organized sum- 
mation and critique of the confusion of terminology and data 
in this field. Bohman. from Sweden, presents a tightly writ- 
ten and well-organized overview of studies of adopted chil- 
dren, focusing on social and genetic influences on develop- 
ment. His discussion emphasizes the value of epidemiologi- 
cal data for programs of prevention. 

The linkage between epidemiological research and pre- 
vention is emphasized by Graham in his final overview chap- 


ter. To quote from his summation, populace. 
It will be clear that. although in some rather limited Maturicr J. Bare 
areas (mainly those of more purely medical concern) Rix 


guidelines for preventive action can be laid down with 
some confidence. for most conditions, further research 


and investigation is necessary before this stage can be International Encyclopedia of Psychiatry, Ps. .;: : 
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said to be reached. . . . What has so far been lacking in 
these endeavors is an epidemiological approach with ex- 
amination of the impact of changes in social or educa- 
tional policy, or planned intervention on the rates of dis- 
orders in a population, 


This volume makes a significant contribution toward this 


goal. 


STELLA CHESS, M.D. 
New York, N.Y. 


Models of Madness, by Erica M. Bates, Ph.D. Lawrence, 
Mass.. University of Queensland Press, 1978, 175 pp., 
$16.95. 


The author divides the book into two parts. In the first she 
deals with the popular stereotypes that make up the models 
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does not lend itself to leisurely reading, as does a good text- 
book. In my judgment it is exculsively a reference volume 
and a very complete one at that. 

The editors have done a great deal of work in an attempt to 
unify the style so that the unavoidable differences between 
entries are minimized. All of the topics have a few biblio- 
graphical citations that can assist the reader in further explo- 
rations. No single topic is treated in excessive detail. The 
editors have placed stringent controls on the length of the 
entries in an effort to limit the size of the finished product. 
This was a necessary condition, but it leaves some of the 
topic treatments less than fully satisfying. 

There are many virtues to be found in this encyclopedia, 
including the fact that it is a single source of much diverse 
information. The editors and authors selected to participate 
in this effort represent a remarkable array of talent never 
before brought tegether in a single undertaking. There is 
hardly a well-known figure who is not to be found in the 
pages of this encyclopedia. The information presented on the 
various topics is succinct and readily available. Never- 
theless, it is unrealistic to expect that most practitioners will 
turn to such a set of volumes for assistance in their day-to- 
day educational needs. An encyclopedia is not likely to be 
used as a daily source of information. It has a special place 
and a special value. To the extent that any single encyclope- 
dia can encompass these four fields, this effort has achieved 
that goal remarkably well. 


ROBERT Cancro. M.D. 
New York, N.Y. 


The Epidemiology of Heroin and Other Narcotics. NIDA Re- 
search Monograph 16, edited by Joan Dunne Rittenhouse, 
Ph.D. Rockville, Md., National Institute on Drug Abuse, 
1977, 247 pp., no price listed. 


Robert DuPont, Director of the National Institute on Drug 
Abuse when this monograph was published, states in his 
foreword, ‘This document represents a quantum advance 
in the Institute’s heroin epidemiology efforts and reinforces 
the Task Force’s prediction that we will experience another 
decade of significant breakthroughs in this vital area.” The 
details of the epidemiology of a relatively rare event, such as 
heroin addiction, are unlikely to be of great interest to many 
psychiatrists. However, some of the information contained 
in this book is fascinating and will have an impact on both 
treatment approaches and public policy. 

Using her data on servicemen involved with heroin use in 
Viet Nam, Robins emphasizes the instability of the heroin 
addict population over time. Her follow-up studies indicate 
that only 2.8% of regular heroin users in Viet Nam resumed 
regular use of heroin within 3 years of their return home. 
That important information has done much to discredit the 
old myth, ‘‘Once an addict, always an addict.” In this con- 
text she comments. ‘We have increasing evidence that 
many heroin users never become addicted at all. and that 
many of those who do become addicted recover rather 
quickly without any medical treatment.” 

Despite the above information, it was surprising to see 
Hunt's estimate that there were 4,350,000 active heroin 
users in the United States in 1974. Using the same data as 
ə Hunt—from arrests, treatment programs, and urinalyses of 
prospective employees—O’Donnell calculated a range of 
815,625 to 13,050,000. Obviously there are problems in cur- 
rent methods of estimating prevalence figures. Some cre- 
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dence is given to the higher figure by the fact that in a Bed- 
ford-Stuyvesant survey, 21% of the men aged 20 to 24 re- 
ported that they used heroin (p. 203). In Lukoff’s view, 
prevalence figures of this magnitude make the libertarian 
approach to heroin use, exemplified by Szasz, less tenable. 
Such extensive use impairs the socialization of many young 
men as they prepare for adult roles and removes a significant 
segment of the population from ‘‘the creative work of the 
community.” 

In another chapter Sells examines the data obtained from 
treatment programs through the Drug Abuse Reporting Pro- 
gram (DARP), which examined 43,943 admissions over a 4- 
year period. Since 1969 heroin use by whites appears to be 
increasing and use by blacks decreasing. There also appears 
to be increased multiple drug use and use by adolescents. 
One-third of those who use heroin daily have no illegal 
sources of support and are not in trouble with the law when 
they enter treatment. The data also indicate that treatment 
helps control illicit drug use and reduces crime. An inter- 
esting footnote (p. 143) reports that in Detroit a 1% increase 
in treatment program enrollment was associated with a .23% 
decrease in property crime, while a 1% increase in the price 
of heroin was accompanied by a .16% rise in crime. 

McGiothlin, using data from his follow-up study of the 
California Civil Addict Program, reports positive as well as 
negative consequences of the use of heroin. Heavy alcohol 
and other drug use is reduced during periods of regular her- 
oin use. When using heroin daily, 20% of his subjects report- 
ed becoming intoxicated with alcohol 2 or more times a 
week. The proportion rose to 51% when heroin use stopped. 

In her summary the editor reminds the other authors that 
“measurement, which is the starting point of epidemiologic 
research, requires exquisite clarity of definition, dif- 
ferentiation, and precision.” Although the current state of 
the art is still far from this goal. much has been accom- 
plished. One conclusion emerges from the work reported in 
this volume: heroin use is not a homogeneous phenomenon. 
The problem has a varying impact on different individuals 
and communities and requires multivariate responses. 


JOHN N. CHAPPEL, M.D. 
Reno, Nev. 


Dimensions of Personality, edited by Harvey London and 
John E. Exner, Jr. New York, N.Y., Wiley-Interscience 
(John Wiley & Sons), 1978, 599, pp., no price listed. 


This book consists of 13 chapters, each written at the 
request of the editors and devoted to research on a particular 
personality trait or dimension. It is a useful reference, bring- 
ing together in one place authoritative and generally well- 
written summaries of research on the major traits and pro- 
viding, as was the editors’ intent, ‘a sense of what has un- 
folded on the contemporary scene of personality research” 
(p. xv). 

Each article begins with a discussion of the genesis of re- 
search on the trait under study and proceeds to a selective 
review of the experimental literature and to a summary. 
When possible, the scales that are used to measure the vari- 
ous traits are also included. It is interesting to note that clini- 
cal practice was the inspiration for only about half of the 
research described here (introversion-extroversion, trait 
anxiety, locus of control). Other concepts were developed 
during basic research in perception laboratories (field depen- 
dence-independence, repression-sensitization, sensation- 
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seeking) or were derived from the area of political science 
(authoritarianism. Machiavellianism). 

For psychiatrists and psychiatric residents whose knowl- 
edge in the area of personality is largely theoretical, Dimen- 
sions of Personality can serve as an excellent and not overly 
technical introduction to experimental personality research, 
with only a few caveats. First, personality research is a di- 
verse field, in which the study of variables of individual dif- 
ferences is only one major emphasis. Much personality re- 
search of interest to clinicians (e.g.. in aggression, the emo- 
tions. sex roles, and attribution theory) is conducted under 
the banner of social psychology. Second, there is a great deal 
of controversy in the field of personality as to whether the 
trait approach represented in this book is the most fruitful or 
a major conceptual and methodological reorientation is 
needed. Even among those in favor of reorientation, dis- 
agreement as to the form it should take is widespread. Final- 
ly. Wilson's chapter on introversion-extroversion, although 
among the most clinically germane in the book, is misleading 
and biased. Its dismissal of psychoanalytic theory is not only 
arrogant but premature: the presentation of Eysenck’s theo- 
ry glosses over the extensive criticism that theory has pro- 
voked. 

The research summarized in the individual chapters is im- 
pressive, Most of the concepts have been carefully defined 
and their utility in predicting and understanding particular 
domains of behavior well established. I was left. however, 
with an impression that the whole was somehow not equal to 
the sum of its parts. What is lacking in the book is what is 
lacking in personality research in general: a concern with 
synthesis and with the integration of disparate concepts 
through theorizing. Wittingly or not, the editors have created 
a book that depicts the current state of personality research 
in its structure as well as in its content. 


PETER B. ZELDOW. PH.D. 
Syracuse, N.Y. 


Behavioral Treatment of Alcohol Problems, by Mark B. So- 
bell and Linda C. Sobell. New York, N.Y., Plenum Press, 
1978, 222 pp., $16.95, 


This book has been difficult to review because it concerns 
a critical analysis of the literature, arguments for and 
against. a complex research program, and a meticulous fol- 
low-up study regarding the feasibility of controlled non- 
problem drinking as a goal of alcoholism therapy. The 1976 
Rand report, Pattison’s recent publications, and now the in- 
vestigations of the Sobells take issue with the traditional be- 
lief that an alcoholic can never drink socially again. Obvious- 
ly. there are a few alcoholics who regain control of their 
drinking, but whether this could ever be a safe or legitimate 
therapeutic goal is rather frightening to contemplate. I have 
had at least 15 patients who relapsed because of the Rand 
report. How many alcoholics read the Rand report and were 
able to resume nonproblem drinking is not known, so the 
concept of treatment directed toward changing pathological 
drinking into controlled drinking cannot be rejected out of 
hand, 

The main body of this book is æ report of a research proj- 
ect conducted at Patton State Hospital from 1969 to 1971. 
Individualized behavior therapy, consisting of electric 
shock avoidance. videotape replay. experimentally con- 
trolled consumption of alcohol, and individual therapy ses- 
sions directed toward problem-solving skills, especially the 
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Alcoholism: A Comparison of Treatment in: 
Study of the Influence of Marriage. Maudsley ~ 
by Jim Orford, M.A., Dip. Psych., Ph.D |: 
wards, M.A., D.M., D.P.M. Oxford, Encta:. 
versity Press, 1978, 167 pp., no price listi d 


This book is an expanded report of the ic- 
wards presented at the National Council cn 
ference in Washington, D.C.. in May 1976 
lished in the Journal of Alcohol Studies 
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was explained that the husband would not be offered a fur- 
ther appointment at the clinic, but that the social worker 
would call each month to see the wife and collect news of her 
husband’s progress. 

The psychiatrist told both the treatment and the advice 
groups that the husband was suffering from alcoholism and 
advised that the treatment goal should be total abstinence, 
that the husband should continue or return to work, and that 
the husband and wife should attempt to make their marriage 
viable. 

The results were startling over a 2-year follow-up in that 
there were no Statistically significant differences in outcome 
between the treatment and the advice groups. Although they 
acknowledge that married alcoholics are a special classifica- 
tion, the authors suggest that perhaps long-stay inpatient 
treatment facilities are not as necessary as was once thought 
and that othe? psovisions should be made for adopting, at 
least as a trial, the ‘‘advice’’ plan of management of the pa- 
tient. Not a single man in the study was completely abstinent 
for the 2-year follow-up period. 

An incidental but valuable aim of the study was the explo- 
ration of the alcoholic marriage by a number of observations 
and psychometric and historical explorations (of dominance- 
submissiveness, hostility, cohesion, and sexual activity, for 
instance). 1 would chide these alcoholism experts for pur- 
suing their explorations in a vacuum that does not take into 
account the general psychiatric literature on marriage. 

Of the marital variables studied, it was cohesion that most 
strongly related to outcome. Relatively cohesive couples 
were more than twice as likely to be in the good than in the 
bad outcome group at follow-up; relatively noncohesive 
couples were more than three times as likely to be in the 
‘bad’ group. The authors themselves point out the small 
number of couples involved and the need for replication. 

The gnawing question that arises in the reader of alcohol 
literature is brought in by the relatively small degree of suc- 
cess (about one-third by their standards) that both treated 
and untreated clients achieved. There were also few men 
in the study who used Alcoholics Anonymous and who at- 
tributed any part of their success to AA. This contrasts with 
other follow-up statistics, e.g., those presented by the 
program of the U.S. Navy in which 84% of the patients 
over 25 years of age succeeded sufficiently to return to 
active duty (1). 

] think we should not dismiss these discrepancies as being 
due to superior information gathering on the part of the 
Maudsley team. When we look at the two programs, we see 
other quite important variables that may influence results in 
such a complex field. The first, so well-known as to be banal, 
is the coercive value of a job-related referral to treatment 
(i1.e., the Navy program). The second is more subtle, more 
open to scientific criticism, and yet a powerful force, i.e., the 
conviction on the part of those who provide treatment in the 
efficacy of a therapeutic mode. In the Navy program, the 
whole prograne is designed by people who believe absolutely 
that adaptation to the AA way of life is the single most im- 
portant and necessary function to overcome alcoholism. In 
the Maudsley program, AA is one choice that is being stud- 
ied, not advocated. Abstinence is another such variable. In 
fact, the ‘‘grapevine’’ in the London alcoholic community 
might be said to judge the Maudsley therapists justly or un- 
justly as leaning away both from abstinence and AA. 

Under these circumstances | wonder if the lack of dif- 
ference between outcomes of treatment and advice groups 
does not merely demonstrate the need for fervor on the part 
of those who provide treatment toward an outcome—a fer- 
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vor that can be viewed by the client as ego supportive, moti- 
vating, and activating. Long stays in the Maudsley’s neutral 
atmosphere made no difference, but there was not that much 
“business” to do. Long stays elsewhere might be valuable to 
overcome resistance to accepting a new way of life, to over- 
come suspicion and doubt of the ‘‘surrender’”’ that AA de- 
mands, to openly accept the proferred ‘‘love’’ of the AA pro- 
gram, and to begin to see it and sobriety in practice. 

The possibility of the efficacy of an ‘‘advice’’ strategy is 
in any case refreshing and supportive for many alcohol ex- 
perts who only get one “chance at bat’’ with an alcoholic 
patient. I have seen many times the situation in which one 
extended and sympathetic interview with a patient or a pa- 
tient and his or her spouse ending with clear recommenda- 
tions has ushered in prolonged remission, either immediately 
or after an interval. 

Dr. Edwards might take his own advice and look at the 
general psychiatric literature (2) in regard not only to mar- 
riage but to treatment. There is great interest in brief psycho- 
therapy techniques—usually meaning a year and under for 
outpatient treatment—that call on the positive resources of 
the patient to actively seek improvement. It is my feeling 
that the exploration of such strategems in alcoholism as the 
‘‘advice’’ group can lead to advances for some patients. 
However, a substantial and even major segment of the alco- 
holic population will still require inpatient indoctrination 
during which they learn about their disease and how to cope 
with it from those whose advice in imbued with fervor. 
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The Care and Management of the Sick and Incompetent Physi- 
cian, by Robert C. Green, Jr., M.D., George J. Carroll, 
M.D., and William D. Buxton, M.D. Springfield, Ill., 
Charles C Thomas, 1978, 95 pp., $8.50. 


This small, timely book adds some much-needed hard data 
to the growing body of knowledge about physician illness. 
The experience of the Virginia State Board of Medicine pro- 
vides the basis for these authors’ study of the sick, in- 
competent, or unethical physician, and their conclusion is 
optimistic: well-considered intervention can effect a good 
prognosis. In addition to reviews of the serious subjects of 
drug addiction and alcoholism among physicians, the au- 
thors include chapters on maintaining professional compe- 
tence by continuing education and on the subtle problems of 
aging. They point out that statistics about illness are still 
poor, that the profession as a whole still fails its sick mem- 
bers, and that adequate laws about reporting sick physicians 
are still needed. The medical profession must manage itself, 
or it will lose the right to do so. Our goal is to develop the 
most compassionate but effective ways of helping our sick 
colleagues, and these authors give us the benefit of their 
valuable experience. 


ROBERT E. Jones, M.D. 
Philadelphia, Pa. 
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The Childhood Emotional Pattern and Corey Jones: A Psycho- 
analytical Biography, by Leon J. Saul, M.D. New York, 
N.Y., Van Nostrand Reinhold Co., 1977, 336 pp., $13.95. 


This book. which is Dr. Saul’s tenth. is obviously intended 
to illustrate the time-honored insight expressed in conven- 
tional terms as “‘the child is father to the man’ and in psy- 
choanalytic theory by the genetic or developmental point of 
view. The metapsychology of psychoanalysis consists of the 
set of essential assumptions on which its theory is based. It 
includes five points of view: the dynamic, the economic, the 
structural, the genetic. and the adaptive. The genetic point of 
view is that psychological phenomena begin with inborn 
traits and develop according to an “epigenetic groundplan,”” 
that the early forms of any such phenomena remain poten- 
tially active, and that. as the individual's life goes on, those 
earlier forms heavily influence subsequent ones (1). 

The format of the present work is the life history of one 
individual. ostensibly based on a partial psychoanalytic re- 
construction. There is no discussion of theory or technique 
and no reference to the literature. As a child, Corey Jones 
was cherished by his mother, father. sister, and one of his 
aunts: throughout his life he expected to be loved uncon- 
ditionally, and he was. The bulk of the book’s content con- 
cerns his libidinal ties. His apparently successful. nearly 
painless progress from beloved child to inhibited young adult 
to potent, successful lover and husband evokes Anna 
Freud's concept of normal developmental lines (2). 

In fact. the book serves as an example of an aspect of the 
genetic point of view in psychoanalytic metapsychology that 
has recently been addressed by Abrams (3). He pointed out 
that the genetic basic assumptions include developmental 
propositions that tend to be overlooked in clinical work in 
favor of the emphasis on “antecedent determinism.’ In oth- 
er words, there is an emphasis on determinism as opposed to 
‘transformational processes’ in development. Abrams has 
stated that we tend to confuse the genetic point of view with 
the genetic approach, which involves searching for antece- 
dent causes in clinical psychoanalysis (3). 

The transformational view of development is a reflection 
of the progressive (or regressive) potential in the human or- 
ganism. and so it takes into account individuals’ biological 
endowment (e.g.. intellectual) as well as the effects of the 
process of growth and maturation on the outcome of person- 
ality formation. 
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Cases of the Reincarnation Type, Vol. II: Ten Cases in Sri 
Lanka, by lan Stevenson, M.D. Charlottesville, Va., Uni- 
versity Press of Virginia, 1978, 367 pp.. $20.00. 


In reviewing an esoteric treatise of this kind. one must 
consider the integrity of the author as well as the nature of 
the*subject. In this case the author demonstrates an admir- 


able ability to treat a controversial subject ir: 
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Mental Health in the Metropolis: The Midtown Manhattan 
Study, Book Two, revised, by Leo Srole, Thomas S. Lang- 
ner, Stanley T. Michael, Price Kirkpatrick, Marvin L. Opler, 
and Thomas A.C. Rennie; edited by Leo Srole and Anita 
Kassen Fischer. New York, N.Y., Harper Torchbooks (Har- 
per & Row), 1977, 546 pp., $6.95 (paper). 


Books one and two of Mental Health in the Metropolis were 
originally published as volume 1 of the Midtown Manhattan 
Study (1). Dr. Srole has added new material, including four 
new chapters and two appendixes in book two and a new 
introduction in book one. 

A pioneer work when it first appeared (1, 2) and now a 
classic of its genre, the Midtown Manhattan Study is a model 
for the collaboration of sociology and psychiatry. It is dedi- 
cated to the memory of Dr. Thomas Rennie, the founder and 
first director Òf the Midtown Manhattan Mental Health 
Study. Dr. Srole writes more like a novelist than a sociolo- 
gist, and he refers to the great social realists and psychologi- 
cal novelists—Zola, Proust, Joyce, and Bellow. 

Book one of the paperback version of the study, which is 
briefly summarized in book two, described the ‘“*psycho- 
social instruments” used in what the authors call their ‘‘ex- 
ploratory surgery.” Data comparing the Midtown Manhat- 
tan population with other general populations and findings 
on Manhattan’s prime-of-|ife age groups, its men and wom- 
en, and the various stages of marital status they represent 
are included. 

Book two carries the study into the community. It cites 
home survey samples and compares rich, middle-class, and 
poor socioeconomic groups; immigrants and native-born 
groups; and the many national, ethnic, and religious 
groups—all in relation to mental health findings. It also dis- 
cusses the metropolis versus the small town and the country 
and their respective ‘‘health-linked”’ qualities as human hab- 
itats. The documentation is extensive, and the charts are 
easy to read. References abound to the authors’ predeces- 
sors, the Lynds (3), Warner and Low (4), Hollingshead and 
Redlich (5), and more contemporary workers such as Ken- 
neth Kenniston. 

A sample of just a few of the salient findings of this study 
should whet one’s appetite for reading the entire work. Fa- 
miliar now is the statement that the frequency of mental 
health impairment varies inversely with socioeconomic 
status. Using the four categories of well, mild symptom 
formation, moderate symptom formation, and impaired, the 
authors found that 34% of young people aged 20-29 whose 
parents were in the upper socioeconomic classes were well, 
compared with 21% of those whose parents were in the mid- 
dle classes and only 13% of those whose parents were in the 
lower classes. Although the percentages were closer togeth- 
er at the impeired level, only 10% of the upper-class youth, 
compared with 17% of the middle class and 20% of the lower 
class, were judged severely impaired. 

It was the large number of individuals found in the home 
survey samples who had symptoms of psychiatric illness that 
was so shocking when the study appeared 15 years ago, and 
it is still shocking. Whether or not poverty and other depri- 
vations of socioeconomic origin have a profound effect on 
mental health is still being debated, but the studies of Srole 
and associates as well as the subsequent studies they have 
inspired remain as solid evidence. 

An issue that Srole calls an ancient bias is the Rousseau- 
Jefferson idea that a big city like New York is ‘‘a cloacina of 
all the depravities of human nature.” Srole brings us up to 
date on this issue in a chapter on the economic crisis of New 
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York in 1975 and the anti-urban feeling of politicians, poets, 
and even sociologists (especially the ‘Chicago school,” 
where Srole trained). Srole states that these groups are mis- 
led by nostalgic idealization of what Marcel Proust called 
“remembrance of things past.” Srole cites Benjamin Rush, 
who said that cities are “‘pesilential to the morals, health and 
liberties of man.” He then provides figures showing that al- 
though people living in the country lived longer than people 
in the city before the twentieth century. in 1960 the dif- 
ference between city and country was insignificant. The Mid- 
town Manhattan Study itself was used as evidence of the 
pathological environmental stress of the big city because of 
the large percentage of mentally ill people found in the home 
surveys. However, a parallel study of Stirling County in ru- 
ral Nova Scotia, Canada (5), found that ‘‘half of the adults in 
Stirling County are currently [author’s italics] suffering from 
some psychiatric disorder as defined by the American Psy- 
chiatric Association’s Diagnostic and Statistical Manual 
(1952). Srole also found that a New Zealand study showed 
that the psychotropic drug prescription rate per capita varied 
inversely with the size of the biggest cities. 

As summary Dr. Srole offers ‘‘post hoc hypotheses’’ re- 
garding the sociocultural factors that affect mental health ad- 
versely. First are the ‘‘multiple interwoven deprivations”’ 
imposed on children of indigent parents. Second are the 
‘‘stigmatize-rejection mechanisms’’ rooted in society’s re- 
warding and penalizing system for prestige or the lack of it. 
These are most extreme for blacks, but the poor, disabled, 
elderly, and nonmainstream population groups are also de- 
meaned, and their self-esteem suffers. Third is the role of 
transition states such as disastrous life events. 

The basic formulation of the authors is the following: 


Mental morbidity is in part an immediate manifesta- 
tion of an impaired ego, damaged by an earlier malfunc- 
tioning family structure that, in turn, had been rendered 
defective, at least partially, by disruptive intrusions 
from, or defaults by mainstream community and nation- 
al social networks. 


We now call this phenomenon the biopsychosocial hypothe- 
sis of mental illness. 

Finally, Dr. Srole answers some critics of the original 
work, proposes new research, and states that he ts currently 
working on a restudy to check on the changes that have oc- 
curred since 1954. This classic work should be included in 
every residency training program as required reading. It is 
highly recommended to psychiatrists of all persuasions, in- 
cluding not only those who are more biologically grounded 
but also those who are more psychoanalytically oriented. 
The work provides a bridge between these groups. 
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Handbook of Rational-Emotive Therapy, by Albert Ellis and 
Russell Grieger. New York, N.Y.. Springer Publishing Co., 
1977, 433 pp., $22.50; $14.95 (paper). 


Aithough I was aware of Albert Ellis’ reputation as a popular 
psychologist with a proclivity for placing his views before 
the general American public. ] was unaware that he consid- 
ered himself the founder of rational-emotive therapy. an ap- 
proach to therapy that he views as unique and very much his 
discovery. 1 was furthermore unprepared for a style of pre- 
sentation that is. at best. jaunty and unprofessional in tone 
and. at worst, disrespectful and ignorant, particularly re- 
garding psychoanalysis and analytic psychotherapies, which 
are persisently harshly attacked. This is particularly ironic 
because it seems to me that rational-emotive therapy is de- 
rivative from dynamic forms of psychotherapy, representing 
the isolation and selection of one aspect of all effective psy- 
chotherapy rather than an original school of psychotherapy. 

I do not wish in this review to appear as a defender of 
classical psychoanalysis as the exclusive source of effective 
psychotherapy. It seems important to me. however, to stress 
how often Ellis attributes a particular position or limitation 
in treatment technique to psychoanalysis when it is not in 
fact an aspect of psychoanalytic technique or theory. He 
then proceeds to present his “liberated view as a welcome 
contrast. Although there is considerable room for diagree- 
ment within psychiatry. especially with regard to the prac- 
tice of dynamic psychotherapy, there is no doubt that read- 
ing this handbook would bring all of us with a dynamic orien- 
tation closer together. Besides being out of touch with 
anything vaguely analytic that has occurred since 1910, Ellis 
and most of the other contributors to this book seem to have 
little knowledge of the general psychiatry literature. 

Ellis as a writer is exceedingly self-indulgent. To illustrate, 
I quote, “*Even the redoubtable Sigmund Freud occasionally 
saw fit to note, before he became anally fixated on the notion 
of having to bugger his mother. that emotional disturbance 
arises from what he called ideogenic sources, meaning from 
nutty and highly exaggerated ideas.”’ This represents only 
the tip of the iceberg, stylistically speaking. In what may be 
one of the more offensive chapters in this rather astounding 
book. Ellis finds women frequently guilty of “love slob- 
bism` and proceeds in what is a profoundly male chauvinis- 
tic way to devalue women’s wishes for reliable dependency 
relationships in the interpersonal sphere. 

If one is able to overcome Ellis’ stylistic atrocities (it 
should be noted that chapters by other contributors are of a 
somewhat less offensive nature). one is still faced with the 
need for evaluating a questionable and superficial approach 
to psychotherapy. Unfortunately, Ellis and the other con- 
tributors continually point to increased symptomatic im- 
provement as proof of the greater.effectiveness of rational- 
emotive therapy as compared with other forms of psycho- 
therapeutic treatment. Their naïveté in this regard is star- 
tling. The ability to alter subjective states of well-being by 
suggestion has been well established. Furthermore, modern 
dynamically oriented psychiatrists are aware that a variety 


of therapeutic techniques, ranging from ana! > 
psychotherapy and from drugs to other w ' 
ventions, may be successful in interrupting be | 
major illnesses. 
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reservations about the quality of the book. io cu: 
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easy task, as anyone inclined to read the peci 
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fer evidence to prove the things they haye fo. 
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ment entity. 
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peating a complaint in the service of continucs 
not think that the position of pitting onesel: us. 
tional in the patient is particularly helpful or jus? ' 
unacceptable, however, is Ellis’ disparaging ui 
the influence of the past relationships with pr-3 
and about the importance of the transference .: « 
scious and symbolic meanings in the patient s . 
bal associations, and responses to the therupis: 
well-established aspects of dynamically orie” « 
therapy are dismissed. I stress this fact becar . 
that there is some need for increased emphas ~ : 
difficulties in the cognitive sphere. There may x « 
tients whose treatment should be kept at a mci ° 
level and for whom correction of educationa' ! 
constricted world views, and a tendency to i+ 
tantly irrational ideas need to be addressed in, ` 


py. What is unsettling is to find a system i 


therapeutic thought that denies unconscious er s 
tors linked to the primary object relationshipy « 
the more superficial, cognitive difficulties. 
Certainly naïveté is no crime. All of us wo’ 
psychiatric fields have areas of limitation in kro. 
this is different from elevating areas of limi.: : 
position of an asset, as Ellis tends to do. Fu: 
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P 
E 
` 


~ 


w 


. 


+ 


yis 


BOOK REVIEWS 


couraging patients to accept or ignore inconsiderate and abu- 
sive behavior by their friends or spouses. For Ellis it is the 
patient’s assumptions that are the problem, i.e., assumptions 
that they should be treated well or that things should go right 
for*them in life. 

Working consistently with patients to help them recon- 
struct their histories and connect the past with the present, 
the unconscious with the conscious, is at the core of all dy- 
namic psychotherapies. Part of this work includes attention 
to irrational ideas and attitudes. Unfortunately, this volume 
is written in such a way as to preclude its being a significant 
study of irrational ideas and how they can be managed in 
psychotherapy. 


HENRY J. FRIEDMAN. M.D. 
Boston, Mass. 
* e 


Clinical Quantitative Methods, by Richard W.J. Neufeld, 
M.D. New York, N.Y., Grune & Stratton, 1977, 184 pp., 
$14.50. 


What might be the goals of a statistical book for the use of 
psychiatrists? Initially, one would want help with under- 
standing a literature that is becoming increasingly statistical- 
ly complex, not only for the reader but also for the journal 
reviewer. Journal reviewers seem to need more and more 
help in understanding statistics, and frequently they need 
more help than they manage to get. A book that would serve 
this purpose would, on a very simple level, explain the pur- 
pose of a test, with examples from the clinical literature and 
various types of interpretations. 

A second goal would be to show simple statistical designs 
for use in a case report with multiple quantitative observa- 
tions or in small-sample research. This would aid the psychi- 
atrist preparing something he or she finds interesting for the 
literature. Such a book in the nonparametric area is that of 
Siegel (1), which gives clear examples as well as purposes 
and methods of calculation and interpretation. 

Finally, a third purpose of a statistics book for psychia- 
trists would be to provide a comprehensive resource in the 
field such as Winer’s work (2). This would be used by the 
more sophisticated statistical researcher in checking as- 
sumptions, appropriate designs, statistics, and methodologi- 
cal procedures. 

Clinical Quantitative Methods attacks the problem of 
single case design. Neufeld’s approaches are not simple and 
therefore not of use to the ordinary psychiatrist. He does not 
cite some of the major works in this area. The common 
simple statistical procedures of chi square, t tests, and corre- 
lations are not presented. The areas that Neufeld does use to 
help readers and reviewers understand an increasingly com- 
plex literature are varied. He uses examples from such areas 
of interest to psychiatrists as schizophrenia and therapy 
evaluation asewell as depression and evaluation of symp- 
toms. Only a minority of the examples are from areas of 
somewhat less interest to the general psychiatrist. However, 
his examples are more complex than can be understood by 
the psychiatrist with a minimal background in statistics. Al- 
though journal reviewers seem to be more sophisticated in 
Statistics than the average psychiatrist, I would doubt that 
many of them would be able to follow the procedures in this 
book if they were presented with a paper for evaluation. 

Finally, Neufeld at no point attempts to present his book 
as a comprehensive reference book. This is wise, except that 
the title, Clinical Quantitative Methods, does not have a sub- 
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title or suggest the area covered by the book. The in- 
troduction suggests that the emphasis is on the clinical part 
of the title and that some potentially useful areas of statisti- 
cal analysis are presented. Again, however, it is not a com- 
prehensive discussion of this area, nor does Neufeld attempt 
to point to other areas or books that might be useful to the 
person attempting to analyze data on patients or designing a 
study of clinical procedures or evaluation. 
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The Alcoholic Marriage: Alternative Perspectives, by Thomas 
J. Paolino, Jr., M.D., and Barbara S. McCrady, Ph.D. New 
York, N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 
1977, 200 pp., $14.50. 


The authors state that this book was written because of 
their strong opinion that regardless of the theoretical per- 
spective from which the alcoholic ts conceptualized, his or 
her drinking and his or her marriage are inseparably related. 
With this as their objective, the authors examine the mar- 
riage of the alcoholic from four points of view: psycho- 
analytic, sociological, behavioral, and systems theory. Each 
perspective is reviewed in separate chapters on the basis of 
empirical evidence supporting or challenging the position in 
question. The chapters are divided by subtitles into topical 
components that offer a helpful outline to guide the reader 
through the authors’ encyclopedic summation. 

The writers offer their impression ‘‘based on the research 
evidence reviewed, that the behavioral perspective offers 
some of the most promising concepts and techniques devel- 
oped to date.” At the same time, they see the systems, psy- 
choanalytic, and sociological concepts as offering ideas for 
the enrichment of treatment that would not be suggested by a 
strictly behavioral viewpoint. 

As the basis of their extensive review of the literature, 
generously and selectively referenced in each chapter, the 
authors offer arguments that present a formidable challenge 
to the idea that people who are married to alcoholics tend to 
be psychologically disturbed. At the same time, they attempt 
to demonstrate how psychoanalytic theory has been ‘‘inad- 
vertently abused, resulting in oversimplified theories about 
the alcoholic marriage.” How well they may have succeeded 
in substantiating their position would appear to depend, toa 
considerable extent, on the professional sophistication of the 
reader. 

The last section of the book, Treatment Implications, fo- 
cuses on aspects pertaining to entering treatment and moti- 
vation for treatment, assessment of the alcoholic marriage, 
the delivery of treatment, and the therapeutic relationship. 
This section is worthy of perusal by sophisticate and novice 
seeking to come to therapeutic grips with the role of the 
spouse in the treatment course of alcoholics. 

All in all, the authors present a virtuoso performance in 
their assessment of the four models of human behavior as 
applied to any aspect of normal or abnormal behavior. How- 
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ever, their exposition suffers from an important omission in 
that they fail to take advantage of their survey to comment 
on the possible extent to which the application of the dif- 
ferent models might worsen the relationship between patient 
and spouse, even though such studied comments would at 
best yield only rough approximations. The book is thought- 
ful and does not make for easy reading. For those seriously 
concerned with psychiatric treatment, its reading and re- 
reading should be rewarding because it offers a helpful guide 
in an area beset with complexities. | can recommend this 
book as a useful addition to one’s working library. 


ALBERT A. KURLAND, M.D. 
Baltimore, Md. 


Psychological Disorders of Children: A Handbook for Primary 
Care Physicians, by Mark A. Stewart, M.D., and Ann Gath, 
D.M. Baltimore, Md., Williams & Wilkins Co., 1978, 160 
pp., 39.95 (paper). 


Pedagogy is becoming a demanding taskmaster because of 
the current profusion of facts and varying clinical experi- 
ences. Selection of content has become as important as the 
manner of transmission. How should the old and new formu- 
lations of behavioral disturbances be correlated with each 
other? Can theory and practice drawn from experiences with 
adult disturbances be applied to children? Can the traditional 
medical model be made to fit the problems of children? Can 
theoretical sectarianism be avoided? Can psychological and 
biological determinants be integrated in a reasonable form of 
data selection and presentation? All of these questions are 
correctly raised in the short preface of this small book. Re- 
grettably. the attempt to respond to these issues falls short of 
the intent of the authors to respond to them. 

This book is presented as a handbook for primary care 
physicians, whom the authors identify as residents in psychi- 
atry, pediatrics, and family practice, nurse practitioners, 
psychiatric nurses, medical students, and students in clinical 
psychology and other fields. In the face of their selection of 
so broad an audience, the authors assume a weighty respon- 
sibility to carefully choose, qualify, and quantify their sub- 
ject matter. Nowhere do they meet this responsibility. 

In thetr opening chapter, they question the validity of diag- 
nosis in child psychiatry and then proceed to construct a 
book based on the specificity of diagnostic entities. In their 
next chapter, on infantile autism and schizophrenia, they de- 
vote 12 pages to infantile autism and dismiss the subject of 
childhood schizophrenia with Jess than 2 pages, which begin 
with the amazing statement that ‘‘true schizophrenia is prob- 
ably rarer in children than autism.” They justify this state- 
ment by quoting the isolated work of Makita reported in 1966 
in the Folia Psychiatrica et Neurologica Japonica but com- 
pletely ignore the vast literature on childhood schizophrenia 
in other major psychiatric publications. Anyone familiar 
with the complexity of the subject of infantile autism will be 
distressed both by the content and documentation of this 
section. 

Uneven selection and presentation dominate the remain- 
ing chapters of the book. Nearly all of the sections refiect a 
combination of diverse bits of clinical work linked together 
by the authors’ choice or inference. The result is a lack of 
clarity and the violation of stated purpose. The book does 
not achieve its goal of being ‘‘a handy introduction to child 
psychiatry, nor does it respond to the many questions 
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Books Received 


This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


The Child in His Family: Vulnerable Children, Vol. 4, edited 
by E. James Anthony, M.D., Cyrille Koupernik, M.D., and 
Colette Chiland, M.D., Ph.D. New York, N.Y., Wiley-Inter- 
science (John Wiley & Sons), 1978, 660 pp., $25.95. 


Theory and Problems of Adolescent Development, 2nd ed., by 
David P. Ausubel, M.D.° Ph.D., Raymond Montemayer, 
Ph.D., and Pergrouhi (Najarian) Svajian, Ph.D. New York, 
N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 1977, 
541 pp., $19.50. 


Aging and Behavior: A Comprehensive Integration of Re- 
search Findings, 2nd ed., by Jack Botwinick. New York, 
N.Y., Springer Publishing Co., 1978, 398 pp., $16.50. 


Controversy in Psychiatry, edited by John Paul Brady, M.D., 
and H. Keith H. Brodie, M.D. Philadelphia, Pa., W.B. 
Saunders Co., 1978, 1,071 pp., $39.50. 


Language of Autistic Children, by Don W. Churchill. Wash- 
ington, D.C., V.H. Winston & Sons (New York, N.Y., Hal- 
sted Press, John Wiley & Sons, distributor), 1978, 135 pp., 
$12.95. 


Chronic Hemodialysis as a Way of Life, by J.S. Czaczkes, 
Ph.D., M.D., and A. Kaplan De-Nour, M.D. New York, 
N.Y., Brunner/Mazel, 1978, 223 pp., $15.00. 


The Bio-Medical Fix: Human Dimensions of Bio-Medical 
Technologies, by David L. Ellison. Westport, Conn., Green- 
wood Press, 1978, 163 pp., $15.95. 


Album des £xpressions du Visage, by René Ermiane and Ed- 
mund Gergerian. Paris, France, Pensée Universelle, 1978, 
216 pp., no prige listed (paper). 


The Second Season: Life, Love, and Sex—Women in the 
Middle Years, by Estelle Fuchs, Ph.D. Garden City, N.Y., 
Anchor Press (Doubleday & Co.), 1978, 280 pp., $8.95. 


Legal and Ethical Issues in Human Research and Treatment: 
Psychopharmacologic Considerations, edited by Donald M. 
Gallant, M.D., and Robert Force, LL.M. New York, N.Y., 
SP Medical & Scientific Books, Spectrum Publications {(Hal- 
sted Press, John Wiley & Sons, distributor), 1978, 180 pp., 
$15.00. 
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Progress in Sexology: Selected Papers from the Proceedings of 
the 1976 International Congress of Sexology, edited by Robert 
Gemme and Connie Christine Wheeler. New York, N.Y., 
Plenum Press, 1978, 593 pp., $32.50. 


Psychoanalysis, Psychotherapy and the New England Medical 
Scene, 1894-1944, by George E. Gifford, Jr. New York, N.Y., 
Science History Publications/USA (Neale Watson Academ- 
ic Publications), 1978, 430 pp., $35.00. 


Undergraduate Medical Education and the Elective System: 
Experience with the Duke Curriculum, 1966-1975, edited by 
James F. Gifford, Jr.; Wiliam G. Anlyan, M.D., Ewald W. 
Busse, M.D., and Thomas D. Kinney, M.D., supervising ed- 
itors. Durham, N.C., Duke University Press, 1978, 243 pp., 
$9.75. 


A Systems Approach to Alcohol Treatment, by Frederick B. 
Glaser, M.D., Stephanie W. Greenberg, M.A., and Morris 
Barrett, M.P.H. Toronto, Ont., Canada, Addiction Re- 
search Foundation, 1978, 303 pp., $14.95 (paper). 


Fish’s Outline of Psychiatry for Students and Practitioners, 
3rd ed., edited by Max Hamilton. Bristol, England, John 
Wright & Sons, 1978, 269 pp., no price listed (paper). 


Public Relations in Psychiatry, edited by M.T. Haslam, 
M.A., M.D., D.M.J. York, England, Society of Clinical Psy- 
chiatrists, 1976, 28 pp., 50 British pence (paper). 


Growing Pains: A Study of Teenage Distress, by Edna M. Ir- 
win. Totowa, N.J., Woburn Press, 1978, 304 pp., $14.00. 


Research Advances in Alcohol and Drug Problems, Vol. 4, ed- 
ited by Yedy Israel, Frederick B. Glaser, Harold Kalant, 
Robert E. Popham, Wolfgang Schmidt, and Reginald G. 
Smart. New York, N.Y., Plenum Press, 1978, 485 pp., 
$39.50. 


Stimulants: Handbook of Psychopharmacology, Vol. 11, edit- 
ed by Leslie L. Iversen, Susan D. Iversen, and Solomon H. 
Snyder. New York, N.Y., Plenum Press, 1978, 464 pp., 
$32.50. 


Affective Disorders: Drug Actions in Animals and Man. Hand- 
book of Psychopharmacology, Vol. 14, edited by Leslie, L. 
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Barlow. New York, N.Y., Plenum Press, 3 Gap 
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Whitney. Reading, Mass., Addison-Wesley Publishing Co., 
1978, 216 pp., $4.95 (paper). 
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ings, by Shirl Solomon. New York, N.Y., Crown Publishers, 
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Puberty and Adolescence, by Barbara Baker Sommer. New 
York, N.Y., Oxford University Press, 1978, 253 pp., $8.95; 
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Psychosomatic Disorders in Childhood, by Melitta Sperling, 
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Basic Books, 1978, 370 pp., $18.50. 
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Thomas A.C. Rennie; edited by Leo Srole and Anita Kassen 
Fischer. New York, N.Y., New York University Press, 1978, 
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James Jackson Putnam: From Neurology to Psychoanalysis. A 
Study of the Reception and Promulgation of Freudian Psycho- 
analytic Theory in America, 1895-1918, by Russell G. Vasile, 
M.D. Oceanside, N.Y., Dabor Science Publications, 1978, 
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Reasoning About Madness, by J.K. Wing. New York, N.Y., 
Oxford University Press, 1978, 260 pp., $9.95. 
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Group Therapy 1978: An Overview, edited by Lewis R. Wol- 
berg, M.D., Marvin L. Aronson, Ph.D., and Arlene R. Wol- 
berg, M.S.S. New York, N.Y., Stratton Intercontinental 
Medical Book Corp., 1978, 205 pp., $19.75 (paper). 


Limits of Medicine: The Doctor’s Job in the Coming Era, edit- 
ed by Stewart G. Wolf and Beatrice Bishop Berle. New York, 
N.Y., Plenum Press, 1978, 145 pp., $22.50. 


Early Child Care in Poland, by Maria Ziemska. New York, 
N.Y., Gordon and Breach, 1978, 148 pp., $16.75. 
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The American Board of Psychiatry and Neurology 


The following successfully completed the Board examination given in Los Angeles, Calif., April 17-18, 197€. 


PSYCHIATRY 
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Alston, John F., M.D., Evergreen, Colo. 

Altman, David B., M.D., Skokie, Ill. 

Alvarez, Enrique, M.D., Goldsboro, N.C. 
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Anderson, Douglas J., M.D., Huntington Beach, Calif. 
Aportela, Sinesio Z., M.D., Andrews AFB, Md. 
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Beittel, Daniel C., M.D., San Rafael, Calif. 
Bergmann, Barbara A., M.D., Freeland, Wash. 
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Griffith, James S., M.D., Tacoma, Wash. Shebert, Robert T., M.D., Miami, Fla. 
Grim, James F., M.D., Chevy Chase, Md. Simon, Roger, M.D., San Francisco, Calif. 
Groothuis, Dennis R., M.D., Evanston, IIL. Smith, William B., M.D., Portland, Ore. 
Gross, Robert A., M.D., Chicago, Ill. Somers, Alan B., M.D., Bloomington, Ind. 
Soni, Suresh C., M.D., Charleston, S.C. 
Hammerberg, Eric K., M.D., Golden, Colo. Spector, Robert H., M.D., Great Neck, N.Y. 
Harati, Yadollah, M.D., Houston, Tex. Stec, Augustyn, M.D., Hinsdale, Ill. 
Harik, Sami 1., M.D., Miami, Fla. 
Hoffman, Lee.. M.D., Shawnee Mission, Kan. Thompson, Robert J., M.D., Zanesville, Ohio 
Hogg, Judit® &, M.D., Rockville, Md. Thongcharoen, Y., M.D., Bellport, N.Y. 
Holt, Wolcott S., M.D., Duluth, Minn. Topel, Jordan L., M.D., Chicago, I. 
Hoitz, Noel, M.D., Dunwoody, Ga. Turner, Ira M., M.D., Melville, N.Y. 
Holtzman, Robert N., M.D., New York, N.Y. 
Horowitz, Gary R., D.O., Philadelphia, Pa. Valdivia, Francisco R., M.D., Tucson, Ariz. 
Huang, Victor H., M.D., Bakersfield, Calif. 
Hutton, John T., M.D., Bloomington, Minn. Walker, Michael L., M.D., APO San Francisco, Calif. 
Weiss, Howard I., M.D., Clayton, Mo. 
Isrow, Larry A., M.D., Richmond, Va. Wilson, Frank R., M.D., San Ramon, Calif. 
Wilson, G. Dean, Jr., M.D., Johnson City, Tenn. 
Kadrie, Hytham A., M.D., Chattanooga, Tenn. Wilson, Reed C., M.D., Portland, Ore. 
„Karasek, Michael E., M.D., Eugene, Ore. Winograd, Mark, M.D., Phoenix, Ariz. 
Kark, Pieter R.A., M.D., Los Angeles, Calif. Wolpaw, Jonathan R., M.D., Kensington, Md. 
Kettler, Henry L., M.D., Wheeling, W.Va. i 
Koob, Kenneth G., M.D., Sioux Falls, S.D. Young, Samuel M., Jr., M.D., Champaign, Ill. 
Kooiker, Jon C., M.D., Olympia, Wash. Yuson, Carlo P., M.D., Winston-Salem, N.C. A 
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Zelinger, Kenneth S., M.D., San Leandro, Calif. 


CHILD NEUROLOGY 


Ashwal, Stephen, M.D., Riverside, Calif. 
Buda, Francis B., M.D., Kentfield, Calif. 
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Imbus, Charles E., M.D., Los Angeles, Calif. 
Kader, Fred J., M.D., Omaha, Neb. 

Kaplan, Allen M., M.D., Phoenix, Ariz. 
Narus, Michael S., D.O., Medford, Ore. 
Pietrucha, Dorothy M., M.D., Sea Grit, N.J. 
Tepperberg, Jerome, M.D., Brooklyn, N.Y. 
Vannucci, Robert C., M.D., Hershey, Pa. 


CTLON 


Weichsel, Morton E., Jr., M.D., Rancho Palos Verd., ¢ lif 


The following successfully completed the Board examination given in Cincinnati, Ohio, June 5-6, 1978. 


PSYCHIATRY 


Adhvaryu, Hareendra G., M.D., E. Cleveland, Ohio 


Agha, Ildiko S., M.D., Miami, Fla. 

Albeck, Joseph H., M.D., Miami, Fla. 
Allen, Prudence, M.D., Wellesley, Mass. 
Amaranto, Ernesto A., M.D., Nanuet, N.Y. 
Anthony, James K., M.D., Lincoln, Neb. 
Ashutosh, Sabita P., M.D., Syracuse, N.Y. 


Bahrawy, Ibrahim, M.D., N. Andover, Mass. 


Bajramovic, Hifzija H., M.D., Ottawa, Ont., Canada 


Balakrishnan, Govind, M.D., Rochester, N.Y. 
Banez, Colita R., M.D., St. Louis, Mo. 
Becker, Eugene, M.D., Great Neck, N.Y. 
Belega, Marshall E.. M.D., Baltimore, Md. 
Belenky, Gregory L., M.D., Chevy Chase, Md. 
Beran, Bohumil F., M.D., Severna Park, Md. 
Berger, Eric H., M.D., New Haven, Conn. 
Berger, Steven H., M.D., Wilmette, HI. 
Berney, Jerome D., M.D., San Francisco, Calif. 
Bhattacharyya, Arati M., M.D., Montrose, N.Y. 
Bianchi, Edgardo C., M.D., New York, N.Y. 
Birk, Ann C., M.D., Bethesda, Md. 

Bisco, Michael J., M.D., Baltimore, Md. 
Bjarnesen, Walter, M.D., Danville, Va. 

Blank, Alvin R., M.D., Virginia Beach, Va. 
Blee, James A., Jr., M.D.. Highland, Calif. 
Boyd, William H., M.D., Encino, Calif. 
Brauer, Alan P., M.D., Los Altos, Calif. 
Brent, Ira M., M.D.. Los Angeles, Calif. 
Broden, Alexander R., M.D., Scarsdale, N.Y. 
Brown, Nyda W., M.D., Altanta, Ga. 

Burgess, John D., M.D., Port Chester, N.Y. 


Calton, Martin J., M.D., New York, N.Y. 
Carter, Howard M., M.D., Los Angeles, Calif. 
Cass, Hyla, M.D., Beverly Hills, Calif. 


Chalemian, Robert J., M.D., APO New York, N.Y. 


Chiorazzi, M. Lorraine D., M.D., Tenafly, N.J. 
Choe, Yeon C., M.D., Boonton, N.J. 

Choi, Sei Young, M.D., Lake St. Louis, Mo. 
Chojnacki, Michael J., M.D., Oconomowoc, Wis. 
Cochran, Stephen R., M.D., Ann Arbor, Mich. 
Cohen, Elliot S., M.D., APO New York, N.Y. 
Cohen, Faith H., M.D., Philadelphia, Pa. 

Cole, Karyl G., M.D., East Hills, N.Y. 
Cournos, Francine, M.D., Bronx, N.Y. 
Cowles, Mary B., M.D., Lexington, Ky. 
Crane, D.L., M.D., New York, N.Y. 

Crockett, Barbara A.W., M.D., Haverford, Pa. 
Cross, Linda G., M.D., Cocoa Beach, Fla. 


Dante, Lee G., M.D., Narbeth, Pa. 
vidson, Leah, M.D., New York, N.Y. 


@ 
Davis, Milton S., M.D., Pacific Palisades, Calif. 
Deantonio, Miriam F., M.D., Charleston, S.C. 
Debell, Peter J., Jr., M.D., Hartford, Conn. 
Decena, Hector R., M.D., Adrian, Mich. 
De Haan, Marvin R., M.D., Carol Stream, Ill. 
Dekret, Jeffrey K.. M.D., Philadelphia, Pa. 


Dharmasuriya, Roland S., M.D., Los Angeles, Cali . 


Diamond, Cheryl Beth, M.D., New York, N.Y. 
Dimitris, James C., M.D., Richmond, Va. 
Dresner, Bruce L., M.D., Chicago, Il. 
Dunstone, David C., M.D., Kalamazo, Mich. 


Edgar, James R., M.D., San Francisco, Calif. 
Eichman, Mary R., M.D., Merion Station, Pa. 
Enzer, Charles H., M.D., Cincinnati, Ohio 
Etemadi, Abdul, M.D., New York, N.Y. 


Fant, Albert E. HI, M.D., New Orleans, La. 
Felch, Richard A., D.O., Delmar, N.Y. 
Fernandez, Felipe N., M.D., Mansfield, Ohio 
Ferre, Richard C., M.D., Salt Lake City, Utah 
Ferris, Gilbert N., M.D., Richmond, Va. 
Fettman, Mark S., M.D., Ann Arbor, Mich. 
Finlayson, Richard E., M.D., Rochester, Minn. 
Fisher, Robert, M.D., Baltimore, Md. 

Fithian, William T. HI, M.D., Watsonville, Calif. 
Foster, Thomas V., Jr., M.D., Athens, Ga. 


Galarza, Nestor J., M.D., Cambridge, Md. 
Galvarino, Mario E., M.D., Columbia, S.C. 
Gandhi, Bhanu, M.D., New Hyde Park, N.Y. 
Garcia- Vincente, Juan, M.D., E. Northport, N.Y. 
Gauderer, Ernst C.K., M.D., Rio de Janeiro, Brazil 
George, N.J., M.D., Vineland, N.J. 

Georgotas, Anastasios, M.D., New York, N.Y. 
Gilfoil, James H., M.D., Villanova, Pa. 

Gillette, John R., M.D., Santa Cruz, Calif. 

Gimpel, Amnon, M.D., Atlanta, Ga. 


Gojkovich, Dusan, M.D., Kankakee, I. s 


Gold, Ronald H., M.D., San Diego, Calif. 
Gonzalez, Alicia D., M.D., St. Louis, Mo. 
Gonzalez, Jose M., M.D., Milledgeville, Ga. @ 


Gorostiza-Tolod, Emelinda V., M.D., Chesterfield. '4 


Greenwald, Daniel M., M.D., Somerset, N.J. 
Gualtieri, C. Thomas, M.D., Hillsborough, N.C. 
Guthrie, Alastair N., M.D., Jonesboro, Ark. 
Gutierrez, Rafael, M.D., Athens, Ga. 


Hafken, Louis, M.D., Providence, R.I. 

Hale, Mahlon S., M.D., Northford, Conn. 

Hall, Robert E., M.D., Pound Ridge, N.Y. 
Hansell, Howard W., M.D., Berkeley, Calif. 
Hazlett, Donald A., M.D., Kailua, Hawaii 
Heilbrunn, David L., M.D., London, Ont., Canada 
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Heleniak, Edwin P., M.D., Dunellen, N.J. 
Hicks, David V., M.D., Jacksonville, Fla. 


Hobbs, William R., M.D., Morgantown, W.Va. 


Horner, James M., Jr., M.D., Scarsdale, N.Y. 


Hornstein, Andrew, M.D., Spring Valley, N.Y. 


Horowitz, Alan J., M.D., Iowa City, Iowa 
Hudson, Cecil C., M.D., Athens, Ga. 
Huerta, Enrique, M.D., Cleveland, Ohio 


Im, Seuk S., M.D., Alpena, Mich. 
Iverson, David R., M.D., New York, N.Y. 


James, William J., M.D., Pinebluff, Ark. 
Jiron, Arnoldo J., M.D., Oak Park, Ill. 
Johnson, Bruce M., M.D., New York, N.Y. 
Jones, Eduardo, M.D., Centerville, Ohio 
Jones, Janet H., M.D., Nicholasville, Ky. 

` o 
Kahn, Leonard, M.D., Scarsdale, N.Y. 
Kapit, Richard M., M.D., McLean, Va. 
Kaswan, Malcolm J., M.D., New York, N.Y. 
Kellogg, George W., M.D., Salinas, Calif. 
Kempler, Irwin, M.D., Newport Beach, Calif. 
Keown, Richard C., M.D., Lutherville, Md. 
Ketcham, Robert E., M.D., Washington, D.C. 
Kharabi, Fereidoon, M.D., Lutherville, Md. 
Khashu, Santosh K., M.D., Roslyn, N.Y. 
Kim, Charles Y., M.D., Terrg Haute, Ind. 
Kimmel, Peter R., M.D., Westminster, Calif. 
Kleiner, Charlotte A., M.D., Leonia, N.J. 
Knapp, Richard D., M.D., Narberth, Pa. 
Kollmorgen, Rodger C., M.D., Braham, Minn. 


Komareth, Vijayakumar, M.D., Brooklyn, N.Y. 


Kommor, Martin, M.D., Charleston, W. Va. 
Koplan, Carol R., M.D., Atlanta, Ga. 
Krulisky, Thomas V., M.D., Burbank, Calif. 


Lampa, Lita R., M.D., Grand Island, N.Y. 
Lance, Louisa J., M.D., Gwynede Valley, Pa. 
Lapidus, Micael S.. M.D., Brooklyn, N.Y. 
Larsen, Ronald M., M.D., Mason City, Iowa 
Larson, Michael $., M.D., Munster, Ind. 
Lee, SoHee, M.D., Peoria, Il. 

Leopold, Bruce C., M.D., Ruxton, Md. 

Le Roy, Joseph B., M.D., Louisville, Ky. 
Levy, Bruce R., M.D., New York, N.Y. 
Levy, Fredric. J., M.D., Evanston, III. 


L’ Herisson, Lawrence E., M.D., Shreveport, La. 


Link, Deborah S., M.D., New Canaan, Conn. 
Lippmann, Steven B., M.D., Louisville, Ky. 
Lucas, Thomas W., M.D., Worchester, Mass. 
Lyou-Kim, Chung H., M.D., Princeton, N.J. 


Majumdar, Radha A., M.D., Tampa, Fla. 
Manohar, Velandy, M.D., Middletown, Conn. 
Manschreck, Theo C., M.D., Boston, Mass. 
Marvasti, Jafashid A., M.D., Vernon, Conn. 
Mason, Myrtle H., M.D., Oak Park, Il. 
Massie, Mary Jane, M.D., New York, N.Y. 
Matin, Razia Q.°M.D., Piscataway, N.J. 
McKee, Embry A., M.D., Williamsport, Tenn. 
McKinney, Leon R., M.D., New York, N.Y. 
McKnight, James M., M.D., San Rafael, Calif. 
Mehandru, Urmila, M.D., Wall, N.J. 

Meisel, Gail L., M.D., New York, N.Y. 
Mezzich, Juan E., M.D., Stanford, Calif. 
Mioni, Jacques, M.D., Cranston, R.I. 

Mohit, Ahmad, M.D., Tehran, Iran 

Mufson, Richard A., M.D., Philadelphia, Pa. 
Murtaugh, Robert J., M.D., Roseville, Minn. 
Myers, Larry S., M.D., San Antonio, Tex. 
Myint, Hla, M.D., Dallas, Tex. 
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Naficy, Mohamad D., M.D., Paterson, N.J. 
Nahum, Richard E., M.D., Jersey City, N.J. 
Nakdimen, Kenneth A., M.D., New York, N.Y. 


Neidengard, Theodore H., M.D., New York, N.Y. 


Nelson, William H., M.D., New Canaan, Conn. 
Nessel, Mark A., M.D., New York, N.Y. 
Newmark, Thomas S., M.D., Philadelphia, Pa. 
Nimlos, Lenore A., M.D., St. Paul, Minn. 


Nunez de Villavicencio, Santiago, M.D., Richmond, Va. 


O’Brien, Michael P., M.D., Stonington, Conn. 
Oh, Tong Yal, M.D., Lexington, Ky. 
Orttung-Morrow, Janet, M.D., Columbus, Ohio 
Osborn, Michael V., M.D., Brooklyn, N.Y. 
Owen, Jean W., M.D., Santa Barbara, Calif. 


Pagan, Domingo, M.D., Ottawa, Ont. Canada 
Pambakian, Robert, M.D., Madison, Wis. 
Paris, Michael D., M.D., Cincinnati, Ohio 


Parlatore, Anselm A., M.D., Southampton, N.Y. 


Patel, Nagindas L., M.D., Richmond, Va. 
Payton, James B., M.D., Cincinnati, Ohio 
Perez, Mario, M.D., Newton, Conn. 

Pertschuk, Michael J., M.D., Bala Cynwyd, Pa. 
Pickett, Conrad L., M.D., Chillicothe, Ohio 
Pierce, Edward V., D.O., Englewood, Col. 
Pott, Nicholas H., M.D., New York, N.Y. 


Privitera, Charles R., Jr., M.D., Silver Spring, Md. 


Rabinowitz, Edward, M.D., New York, N.Y. 
Raphling, David L., M.D., Washington, D.C. 
Rathnam, Allen P., M.D., Peoria, Ill. 

Rau, Bruce W., M.D., Advance, N.C. 

Razani, Javad, M.D., Tehran, Iran 

Realmuto, George M., M.D., Plymouth, Minn. 
Reichenthal, Jeffrey A., M.D., Palo Alto, Calif. 
Reitz, Ellen M., M.D., Malibu, Calif. 

Riedesel, William M. I], M.D., St. Louis, Mo. 
Roberts, William V., M.D., Walla Walla, Wash. 
Robinson, Henry E., M.D., Los Angeles, Calif. 
Rodriguez-Tellez, Jaime, M.D., Rome, N.Y. 
Rosenberg, Paul E., M.D., Morristown, N.J. 


Rosenkranz, Barry M., M.D., Bloomfield, Conn. 


Ross, Sylvia G., M.D., Surrey, B.C., Canada 
Rutrick, Daniel, M.D., Cambridge, Mass. 


Sadowska, Maria, M.D., St. Louis, Mo. 
Sager, Alan R., M.D., Burke, Va. 
Said, John, M.D., Orange, Calif. 


Sandlin, Ponce de Leon HI, M.D., New York, N.Y. 


Sandman, Alan R., D.O., New York, N.Y. 
Sangani, Kishor R., M.D., Marcy, N.Y. 
Sanghi, Jodh K., M.D., Warren, Pa. 


Santa Ana, Benjamin P., M.D., Binghamton, N.Y. 


Saperstein, Alan, M.D., Brooklyn, N.Y. 
Sarnes, Martin H., M.D., Falls Church, Va. 
Schane, Murray D., M.D., New York, N.Y. 


Schneider, Chester L., M.D., Lafayette Hill, Pa. 
Schniewind, Henry E., M.D., Chestnut Hill, Mass. 


Schnitt, Jerome M., M.D., Guilford, Conn. 
Schoen, Roy M., M.D., Port Washington, N.Y. 
Schostal, Steven J., M.D., Atlanta, Ga. 
Schussler, Irwin, D.O., Ft. Worth, Tex. 
Schweibert, Raymond, M.D., Princeton, N.J. 
Scott, Gwendolyn L., M.D., Dunedin, Fla. 
Seeve, Leonard M., M.D., Amherst, Mass. 
Shah, Ashok S., M.D., Woodside, N.Y. 
Shamsi, Manazir, M.D., Houston, Tex. 

Sharer, David R., M.D., Evergreen, Colo. 
Shea, William P. II], M.D., W. Hartford, Conn. 
Shim, Chung S., M.D., Wingdale, N.Y. 

Shin, Kyun, M.D., Holmdel, N.J. 

Shurpin, Leslie S., M.D., Beverly Hills, Calif. 
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Shwed, Harvey J., M.D., Passaic, N.J. Graf, Curtis M., M.D., Mobile, Ala. 
Silverman, Beatrice T., M.D., Daytona Beach, Fla. Gray, Lenora, M.D., Dayton, Ohio 
Skaja, Norbert W., M.D., Ft. Lauderdale, Fla. 
Skirgaudas, John, M.D., La Jolla, Calif. Hamilton, William J., M.D., N. Augusta, S.C. 
Smith, Darell J., M.D., Zanesville, Ohio Hirst, Neill S., M.D., Honolulu, Hawai . 
Smith, Roger M., M.D., Furlong, Pa. Ho, Khang-cheng, M.D., Brookfield, Wis. 
Sonnenblick, Harvey 1., M.D., Staten Island, N.Y. Honch, Gerald W., M.D., Rochester, N.Y. 
Sotsky, Stuart M., M.D., Washington, D.C. Hutchins, Earl C., M.D., Greeley, Col. 
Spencer, Lloyd L., M.D., Cedar Falls, Iowa 
Stokes, Hugh G., M.D., Williamsburg, Va. Ignacio, Olegario J., M.D., Jeffersonville, Ind. 
Sukhdeo, Hardat A.S., M.D., Upper Montclair, N.J. 
Sultan, Sady B., M.D., Great Neck, N.Y. Jubelt, Burk, M.D., Baltimore, Md. 
Talmadge, John M., M.D.. Conroe, Tex. Kattah, Jorge C., M.D., Rockville, Md. 
Tanenhaus, Herbert M., M.D., Eureka, Calif. Kuperman, Julio L., M.D., Philadelphia, Pa. 
Teich, Stephen S., M.D., New York, N.Y. Kurlanzik, Arthur E., M.D., Stoddard, Wis. 
Thompson, Linda R., M.D., Washington, D.C. 
Titus, John P., M.D., Lyons, N.J. Lazaro, Reynaldo P., M.D., Ithaca, N.Y. e 
Trirath, Chantima O.. M.D., Oak Park, Ill. Leuschke, W. Joseph, M.D., Pike Road, Ala. © 
Trivedi, Dushyant, M.D., Ann Arbor, Mich. Levine, Robert A., M.D., Brookline, Mass. 
Tsai, Michael M.P., M.D., Hacienda Heights, Calif. Levitsky, Walter S., M.D., Topsfield, Mass. 
Tsaltas, Margaret O., M.D., Villa Nova, Pa. 
Tuan, Chung-Hao, M.D., Yankton, S.D. Mahon, John K., M.D., Bethlehem, Pa. 
McClarnon, Mary, M.D., New York, N.Y. 
Vargas, Fiameta, M.D., Cockeysville, Md. McKee, John R., M.D., lowa City, lowa 
Vazquez, Jaime A., M.D., Ann Arbor, Mich. Melber, Daniel, M.D., Seattle, Wash. 
Velek, Miroslav, M.D., Albany, N.Y. Miranda, Fernando, M.D., Reisterstown, Md. 
Vidal, Augusto L., M.D., Belle Mead, N.J. Mizutani, Tomohiko, M.D., Philadelphia, Pa. 
Videla, Felipe G., M.D., Flint, Mich. Mojica, Victor M., M.D., Rio Piedras Puerto Rico 
Morehead, Michael A., M.D., Parkersburg, W.Va. 
Walker, David K., M.D., Charleston, W. Va. Morse, Robert J., M.D., Flanders, N.J. 
Wasserman, Charles I., M.D., Baltimore, Md. 
Wayne, Dennis O., M.D., Monroeville, Pa. Neophytides, Andreas N., M.D., Kensington, Md. 
Weier, Thomas E., M.D., St. Paul, Minn. 
Weiler, Stephen J., M.D., Durham, N.C. Olmos-Lau, Nick, M.D., Washington, D.C. 
Weinapple, Martin, M.D., New York, N.Y. 
Weiss, Richard W., M.D., New York, N.Y. Pestronk, Alan, M.D., Baltimore, Md. 
West, Olin L., M.D., New York, N.Y. Porecha, Harish P., M.D., Little Rock, Ark. 
Weymann, Donald R., M.D., Bayport, N.Y. Pratt, Lee H., M.D., Charleston, W.Va. 
Whitla, Fay E., M.D., Lincoln, Neb. 
Wilkes, Kenneth R., M.D., Roslyn Heights, N.Y. Rahme, Edmond S., M.D., Glendale, Calif. 
Wilkins, Paul C., M.D., Charlottesville, Va. Reisler, David M., M.D., Olivette, Mo. 
Wolgamott, Robert C., M.D., Portland, Ore. Rhee, Richard S., M.D., Rumson, N.J. 
Yahia, Mohamed, M.D., Mt. Vernon, N.Y. Sachdev, Jaswant S., M.D., Phoenix, Ariz. 
Yap, Dedenia D., M.D., E. Amherst, N.Y. Sajid, Hussain M., M.D., Portland, Ore. 
Sami, Abdol H., M.D., Mountain Top, Pa. 
Ziegler, Robert G., M.D., Cambridge, Mass. Sanders, Herbert F., M.D., Savannah, Ga. 


Sarala, P.K., M.D., Metairie, La. 
Saur, David P., M.D., Summit, N.J. 
Seith, William F., Jr., M.D., Biloxi, Miss. 


NEUROLOGY Serrano, Ernest E., M.D., Ft. Smith, Ark. 
Shivde, Anuradha, M.D., Lincolnwood, IH. 
Anderson, Warren L., M.D., Portland, Ore. Silverman, Ronald M., M.D., New York, N.Y. 
Ash, Paul R., M.D., Lake Oswego, Ore. Sivak, Mark A., M.D., Brooklyn, N.Y. 
Aslam, Mohammad, M.D., Pottsville, Pa. Skubick, Daniel L., M.D., Strafford, Pa. 
So, Rosa S., M.D., Brooklyn, N.Y. 
Bacchus, Malcolm D., M.D., Reno, Nev. Sodha, Narendra, M.D., Shrewsbury, Mass. a 
Bamford, Colin R., M.D., Tucson, Ariz. Somerville, Stephen V., M.D., Green Bay, Wis. 
Barton, James C., M.D., Milwaukee, Wis. Suga, Hidenori, M.D., San Diego, Calif. 
Belytschko, Gail E., M.D., Niles, Il. z 
Bouffard, D. Alan, M.D., Chicago, Il. Tyson, Robert N., M.D., Kent, Wash. 
Chu, Nai-Shin, M.D., Orange, Calif. Valentine, Malcolm, M.D., Santa Monica, Calif. 
Donohoe, Charles D., M.D., Kansas City, Mo. Wagner, Arthur M., M.D., Baltimore, Md. 
Duncombe, Michael P., M.D., Erie, Pa. Wallack, Eliot, M.D., Carmell, Ind. 
; Wexler, Ira, M.D., Columbia, Md. 
Espinas, Oscar E., M.D., Fremont, Calif, Wiley, Eugene, M.D., Grand Rapids, Mich. 
Wissman, Stanley D., M.D., Ft. Wayne, Ind. 
Fetell, Michael R., M.D., Chappagua, N.Y. Wright, George J. II], M.D., Bordentown, N.J. 
P Dante O., M.D., Kansas City, Mo. Zuckerman, Emil C., M.D., Brooklyn, N.Y. 
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Benjamins, David, M.D., Grosse Pointe Woods, Mich. 
Bodensteiner, John B., M.D., Galveston, Tex. 

Bosch, Vivian V., M.D., Brooklyn, N.Y. 

Brumback, Roger A., M.D., Fargo, N.D. 
Chelmicka-Schorr, Ewa, M.D., Chicago, Il. 

Cokely, Harriet T., M.D., Santa Monica, Calif. 

Davis, Miryam M., M.D., Bethesda, Md. 

Devi, Sarala, M.D., Fort Lee, N.J. 

Jayaram, A.R., M.D., San Ramon, Calif. 
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Kelts, Keith A., M.D., Stanford, Calif. 

Martinez, Waiter C., M.D., West Palm Beach, Fla. 
Papazian, Oscar, M.D., Coral Gables, Fla. 

Percy, Alan K., M.D., Los Angeles, Calif, 
Philippart de Foy, Michael, M.D., Granada Hills, Calif. 
Pineiro, Eberto, M.D., Lakeland, Fla. 

Richmond, Barry J., M.D., Bethesda, Md. 
Saavedra de Arango, Gloria, M.D., Miami, Fla. 
Schneider, Joseph F., M.D., New York, N.Y. 
Swisher, Charles N., M.D., Evanston, Ill. 
Tomasovic, Jerry J., M.D., San Antonio, Tex. 
Torkelson, Richard D., M.D., Omaha, Neb. 


The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments l 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. | 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, | 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). nm 

The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER NO®285 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


— Check enclosed ___________ Invoice me 
Name: 





Address 
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ate tended (P<.09) to have a 
better quality of sleep than those 


The overall results of the study 
indicate that both imipramine 
pamoate and amitriptyline were 
equally effective in treating neurotic 
depression. 


Before prescribing Tofranil-PM, 
please review a summary of the 
full prescribing information on the 
following page. 


Tofranil-PM 


“Goldberg HL. ke JW ic! thleye: 


for depressed outpatients, imigfa 
pamoate or amitriptyline? Dis 
38: 785-789 (Oct.) 1977. 
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Tofranil-P/M 


-imipramine pamoate 


As anxiety, agitation, sleep 
disturbances, and other 
depressive symptoms are 
relieved, mood and motivation 
may be markedly improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 


during the acute recovery period after a myocardial infarc- 


tion. Patients with a known hypersensitivity to this com- 

pound should not be given the drug. The possibility of 

cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients wit iovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention,®@r history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the mental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: It should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 


Geigy 


Tofranil-PM encourages patient 
compliance because one 
capsule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomimet- 
ic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains 
imipramine pamoate equivalent 
to 75, 100, 125 or 150 mg of 
imipramine hycrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutraphil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdomina! 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction. 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients shoulc be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./day 
if there is no response after two weeks. 

Following remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in dividec daily doses. 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation w; 
Ardsley, New York 10502 


Printed in U.S.A. (8/78) 321-81359 


Announcing Publication... 


MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation | 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Of. | 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 


M.D., Chairperson. 





MANUAL 
OF 
PSYCHIATRIC PEER REVIEW ee? 





“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches. ...It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Specia! 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Mode! 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 


Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care. 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Our- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Singleagp- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 
American Psychiatric Association 
1700 18th St., N.W. 

Washington, D.C. 20009. 





Please send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
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A study of the hypnotic effici | 
(flurazepam HC!) 30 mg in insomn 
questionnaire on which subjects re 01 
from the restrictions of the Stu dan 
tionnaire on which they evaluated the dure 
quality of their sleep. Thus, the objective qi 
supplemented by subjective accounts of the m ve cer 
tion's effectiveness. ya p 
The subjective results showed a significant ncn 
in total sleep time and a significant decrease in dees! i 


latency during the administration of Dalmane (see chart). am 


There was no significant difference in the number of 
arousals. These results corroborated the findings of the 
objective study. 
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28-NIGHT INSOMNIA RELIEF.. 
‘PROVED BY THE POLYGRAPH, 
CORROBORATED BY THE PATIENTS 


DALMANE’ 


flurazepamM HU 


One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— recommended dosage 
for elderly or debilitated patients. 


Before prescribing Dalmane (flurazepam HCl), please consult 
complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in faig asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 
Usage in Pregnancy: Several studies of minor tranquilizers 
(chlordiazepoxide, diazepam, and meprobamate) suggest 
increased risk of congenital malformations during the first 
trimester of pregnancy. Dalmane, a benzodiazepine, has 
not been studied adequately to determine whether it may 
be associated with such an increased risk. Because use 
of these drugs is rarely a matter of urgency, their use 
during this period should almost always be avoided. Con- 
sider possibility of pregnancy when instituting therapy; 
advise patients to discuss therapy if they intend to or 
do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: |n elderly and debilitated, limit dosage to 15 mg 
to reduce risk of oversedation, dizziness, confusion and/or ataxia. 
Consider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are se- 
verely depressed, or with latent depression or suicidal tendencies, 
or with impaired renal or hepatic function. Periodic blood 
counts and liver and kidney function tests are advised during 
repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, GI pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopeniasWeating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg initially until response 
is determined. 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


REFERENCES: 

1. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 
2. Dement WC, Guilleminault C, Zarcone V: Progress in clinical 
sleep research. Scientific exhibit at the American Medical 
Association, Atlantic City NJ, Jun 14-18, 1975 
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We now have everything we need to save 
We want to cure cancer in your lifetime. 


about half the people who get cancer. 
Please don’t quit on us now. 


in from research laboratories all over the world. 
We're halfway there. 


American Cancer Soc 
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combine the “eyes” of X-ray machines with the 
brains” of computers. And successful new 
programs of combination therapies. 
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Thanks to your help, the tide is beginning 
to turn. The past few years have brought new 


discoveries in chemotherapy. 


And new diagnostic techniques that 
And there are promising reports coming 
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This space contributed by the publisher as a public service. 


a valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. ° 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 
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AMERICAN PSYCHIATRIC ASSOCIATION 
1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


ee ANTIDEPRESSANT 
gupueteesteeem, EFFECTIVENESS 
iie he fame of life. with convenient 


My energies ebbed, 


ay vat ig iye decreased, Once -Q-day 


if retreating 


f activities of life 
wee NS dosage 


150-MG 
CAPSULE 


Also available in: 
100-mg, 75-mg, 50-mg, 25-mg, 10-mọo 
ee CAPSULES and ORAL CONCENTRATE, 
DERRIEN E, m 10mg/ml, in 120-ml (4-oz) bottles 
a yis FAE Er E *The total daily dosage of Sinequon, up to 150 mg, may be 


administered on a once-a-day schedule without loss of 
effectiveness. 

tThe 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 
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See Brief Summary on next page for information on ` 
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ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 








CONVENIENT ONCE-A-DAY +A. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
ona once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up fo 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 


occasionally. Drowsiness is the most commonly ob- 


served side effect. Dry mouth, blurred vision, consti- 


pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement curred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactionse NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular; Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitts, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 
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OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying arganic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HC!) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as hes been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HC! equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5mg, 10 mg, 15 mg, 20 mg, and 25Nng. Each mi contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are oR 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixe 
together with Gatorade®, lemonade, orange juice, sugar water, Tang®, or water; but not with 


grape juice. Preparation and storage of bulk dilutions is not recommended. à 


More detailed professional information available on request 
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The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pfo- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association's Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as “a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 

Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me_____ copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). =, 
(Please Print) gBill Me OCheck Enclosed 
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Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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UNCOMMON "rrr sins poten ia. 
Calming without 
Imp atr ment Patients not oversedated can 


function better on the job* or at home. By avoiding 
excessive sedation, Tranxene helps you calm 
patients without compromising their capacities. 
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Capsules: 3.75, 7.5, 15 mg; Tablets: 11.25, 22.5 mg 
*Of course patients should be cautioned against hazardous tasks requiring 
mental alertness. See overleaf for prescribing information. 8083272R 
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ACTIONS — Pharmacologically, clorazepate dipotassium has the charac- 
teristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in 
the, blood stream. The serum half-life is about 2 days. The drug is 
metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 
iety associated with anxiety neurosis, in other psychoneuroses in which 
anxiety symptoms are prominent features, and as an adjunct in disease 
states in which anxiety is manifested. 

TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
drawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


CONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
known hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. >o 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


Physical and Psychological*ependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 

Caution should be observed in patients who are considered to have a psy- 
chological potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor tran- 
quilizers (chlordiazepoxide, diazepam, and meprobamate) during the first trimester of 
pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
of urgency, their use during this period should almost always be avoided. The possibility 
that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
during therapy or intend to become pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been re- 
ported that nordiazepam is excreted in human breast milk. 


PRECAUTIONS — In those patients in which a degree of depression accom- 
panies the anxiety, suicidal tendencies may be present and protective 
measures may be required. The least amount of drug that is feasible should 
be available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
and liver fun tests periodically. The usual precautions in treating pa- 
tients with impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and in- 
crements should te made gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most frequently reported was 
drowsiness. Less commonly reported (in descending order of occurrence) 
were: dizziness, various gastrointestinal complaints, nervousness, blurred 
vision, dry mouth, headache, and mental confusion. Other side effects in- 
cluded insomnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
plaints, irritability, diplopia, depression and slurred speech. 

There have been reports of abnormal liver and kidney function tests and 
of decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 
DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
ally within the range of 15 to 60 mg. daily in accordance with the response 
of the patient. In elderly or debilitated patients it is advisable to initiate 
treatment ai a daily dose of 7.5 to 15 mg. 
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TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of subsequent dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules three times 
a day. TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. 


For the symptomatic relief of acute alcoho! withdrawal: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followec 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 mg. in dividec 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 15 to 30 mg. 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mg. daily, anc 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be combined with other drugs 
acting on the central nervous system, careful consideration should be given 
to the pharmacology of the agents to be employed. Animal experience indi- 
cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethy! alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics, 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. 

lf TRANXENE is used to treat anxiety associated with somatic disease 
states, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifested by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated. Hypotension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 to 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the institution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdosage. Deep coma 
when it occurred was usually associated with the ingestion of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system. 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essentially no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of '4C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 days. Excretion 
was primarily in the urine with about 1% excreted per day on day 10. 


HOW SUPPLIED — TRANXENE (clorazepate dipotassium) is supplied as 
capsules in three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 (NDC 0074-3418-53). 
Also available in ABBO-PACNpnit dose packages of 100 capsules (NDC 
0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 
(NDC 0074-3419-53). Also available in ABBO-PAC unit dose packages of 
100 capsules (NDC 0074-3419-11). 

TRANXENE-SD single dose tablets are supplied in two dosage strengths. 


TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2699-13). 
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...consider this 
potent blocker 
norepinephrine 
re-uptake 


The biogenic amine hypothesis states 

that depression may be associated with 

a deficiency of specific neurotransmitters— 
norepinephrine or serotonin—at brain 
receptor sites! Tricyclics appear to block 
the re-uptake of specific neurotransmitters. 
Some tricyclics specifically block the 
re-uptake of serotonin; others block the 
re-uptake of norepinephrine? Therefore, 

if your patient is unresponsive to treatment 
with one tricyclic, consider switching to a 
tricyclic which blocks the re-uptake 

of a different neurotradsmitter. © 
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(Electron micrograph 
of human synaptic cleft.) 
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(desipramine 
hydrochloride 
tablets NF) 


25,50,75,100,150 mg. 





Potent blocker 


of norepinephrine re-uptake 
According to current theory !3 some 
tricyclic antidepressants may fail in certain 
'ypes of depression because they are not 
sufficiently potent blockers of norepi- 
rephrine re-uptake. Laboratory studies 
vave shown that desipramine is the most 
Jotent inhibitor of norepinephrine 
e-uptake4 Norpramin may work in some 
Jatients when other tricyclic antidepres- 
sants do not. 


Presynaptic 
Neuron 






Desipramine Hydrochloride 


Consider it now, 
consider it next. 






Less anticholinergic activity 
(See Warnings section.) 
Studies in animals® and in normal human 
subjects®” have shown that desipramine 
has significantly less anticholinergic 
activity than amitriptyline or doxepin. 
The single bond side chain is associated 
with lower anticholinergic activity than 
these other leading antidepressants. This 
may mean: 

= less dry mouth 

= less blurred vision 

= less urinary retention 


Helps patients - 
remain calm but active 
Norpramin does not usually inhibit normal 
activity although patients should be 
cautioned as to driving or operating 
machinery if drowsiness occurs. 


In addition... 


Begins to improve sleep patterns 


within one week in some patients ® 

a Norpramin helps relieve the sleep 
disturbances that often accompany 
depression. 

= As the depression is relieved, the diffi- 
culty in falling asleep, restlessness, 
and early morning awakening 
diminish. 
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AVAILABLE ONLY ON PRESCRIPTION 

Brief Summary 

MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 
activity in blocking the re-uptake of norepinephrine. 
Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as acentral nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 

INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and ga myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because ofthe possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride during pregnancy and 
lactation has not been established; therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. 6. In 
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Days 
A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed fo! 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 
danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in tne 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 


administration of ECT and antidepressant drugs is limited. 


Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 





Maximum Recommended Dose 


Now 300 mg. dosage range broadens clinical flexibility 


Full Resnissic 


Full Remissic 


Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 
tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG’s) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the aptimal guide to dosage monitor- 


Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent anc 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level anc 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely il 
patients, dosage may be further increased to 150 mg., 
day. Doses above 150 mg./day are not recommended ir 
these age groups. 

Initial therapy may be administered in divided cose: 
or a single daily dose. 

Maintenance therapy may be given on a once-dail) 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus 
sion of symptoms and treatment of overdose. 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility ofepv- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


è Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


è Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
® Coverage of mental illness under collective bargaining agreements of selected unions. 


© Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


e Updating of information on Blue Cross benefits for hospital care of mental illness. 


è Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me - copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 





a 
Please send me -copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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They thought Ed Sloan 
was just tired... 


maybe he had narcolepsy 


A narcoleptic can fall asleep Besides its medical implica- 
almost anywhere, anytime. The re- tions, narcolepsy may have drastic 
sults can be at least embarrassing... social consequences. “All too often, 





- 
at most devastating. the patient with disabling hyper- 
somnolence is ignored by physicians 
Narcolepsy is often for years and even decades, with 
unrecognized the consequent tragic toll on his 


A ; ability to learn and to work?” ' 
s a primary sleep abnormal- i 


ity narcolepsy is characterized by wol . 
inappropriate sleepiness, inappro- Ritalin can help in 


priate sleep episodes, and cataplexy narcolepsy 3 
(episodes of muscular weakness For narcoleptic sleepiness and 
precipitated by strong emotion). sleep episodes, the cited author- 

These are often accompanied ities™* most frequently use Ritalin 


by hypnagogic hallucinations, auto- (methylphenidate). 
matic behavior and/or disturbed 
ale ‘ ‘ a7 References: 
nocturnal sleep. Sleep apnea may 1. Dement WC, Carskadon MA, Guilleminault C, 
be a severe life-threatening Zarcone VP: Narcolepsy: Diagnosis and Treatment. 


e o kosi K Primary Care 3:609-623, December 1976 
complication of nar colepsy. 2. Daly DD, Yoss RE: Narcolepsy, in Handbook of 


Itis important to recognize Clinical Neurology: Vol 15, The Epilepsies, Magnus O 
$ Lorentz De Haas AM (Eds.). Amsterdam, North- 
that electroencephalographic Holland Publishing Company. 1974, pp 836-852 


studies provide a means of 
distinguishing narcolepsy from 
normal sleep. 





Ritalin < 
(methylphenidate) 


For the narcoleptics who 
cant stay awake 


Please turn page for brief prescribing information 
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Ritalin < 
(methylphenidate) 


For the narcoleptics who 
can't stay awake 





Ritalin® hydrochloride 


(methyipheni 
TABLETS 


INDICATION 

Narcolepsy. 

CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 


ate hydrochloride USP) 


use of Ritalin in children with minimal brain dysfunc- 


tion are not yet available. Although a causal rela- 
tionship has not been established, suppression of 
growth (ie, weight gain and/or height) has been re- 
ported with long-term use of stimulants in children 
Therefore, children requiring long-term therapy 
should be carefully monitored. 

Ritalin should not be used for severe depression of 
either exogenous or endogenous origin or for the 
prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sel- 
zures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, 
Ritalin should be discontinued. 

Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been en- 
countered in rare cases. Difficulties with accom- 


modation and blurring of vision have been reported. 


Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the metab- 
olism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), 
phenylbutazone, and tricyclic antidepressants 
(imipramine, desipramine). Downward dosage 
adjustments of these drugs may be required 
when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotionally 
unstable patients, such as those with a history 
of drug dependence or alcoholism, because 
such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tol- 
erance and psychic dependence with varying 
degrees of abnormal behavior. Frank psychotic 
episodes can occur, especially with parenteral 
abuse. Careful supervision is required during 
drug withdrawal, since severe depression as 
well as the effects of chronic overactivity can be 
unmasked. Long-term follow-up may be re- 
quired because of the patient's basic personal- 
ity disturbances. 





PRECAUTIONS 
Patients with an element of agitation may react ad- 
versely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema multi- 
forme with histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); anorexia; 
nausea; dizziness; palpitations; headache; dyskine- 
sia; drowsiness; blood pressure and pulse changes, 
both up and down; tachycardia; angina; cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 
longed therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not been 
established, the following have been reported in pa- 
tients taking this drug: leukopenia and/or anemia; a 
few instances of scalp hair loss. 
DOSAGE AND ADMINISTRATION 
Adults 
Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before meals. 
Dosage will depend upon indication and individual 
response. 
Average dosage is 20 to 30 mg daily. Some pa- 
tients may require 40 to 60 mg daily. In others, 10 to 
15 mg daily will be adequate. The few patients who 
are unable to sleep if medication is taken late in the 
day should take the last dose before 6 p.m 
HOW SUPPLIED 
Tablets, 20 mg (peach, scored); bottles of 100 and 
1000 
Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500 and 
1000 

C76-16 (Rev. 7/76) 665381 


Consult complete product literature before 


prescribing. 174-1652 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Everybody 
knows somebo 





whos been helped. 


The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who’s out of work. Or sick. Or in trouble. 


Chances are the United Way helps someone you know. 
Maybe someday it’ll be helping you. FOR ALL OF US 


United Way 





Thanks to you 








it works... 
United Wau 
A Public Service of This Magazine & The Advertising Coun N hd | 
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Merck Sharp & Dohme announces 
a 7 ow strength 


Ti; cl 4.50 


iri A mg perphenazine and 50 mg amitriptyline HCI 




















For even more dosage versatility 
in the treatment of marked agitation 
with depression 


NEW dosage strength— 
to simplify therapy 


five dosage strengths now available 


NEW option: b.i.d. regimen— 
to improve compliance 

for initiating therapy 

Rx TRIAVIL 4-50 b.i.d. 


NEW unit-of-use package 
bottles of 60 for 30 days of therapy, 
where appropriate 


When TRIAVIL is part of the program, you may antici- 
pate these therapeutic benefits for many patients: 


Rapid antianxiety effect 

The tranquilizer component can alleviate symptoms 
of anxiety and agitation within a few days. Hypnotic 
effects from the tranquilizer component appear to be 
minimal, particularly in patients permitted to remain 
active. 


Highly effective antidepressant action 
The antidepressant component can help relieve 
symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morn- 
ing awakening; adequate relief of symptoms may 
take a few weeks or even longer. 


...to aid the psychotherapeutic process 
Patients often become more accessible and cooper- 
ative; symptomatic relief may enable the patient to 
function more effectively in his daily activities. 
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Treatment with TRIAVIL—a balanced view: 
TRIAVIL is contraindicated in CNS depression from 
drugs, in the presence of evidence of bone marrow 
depression, and in patients hypersensitive to phe- 
nothiazines or amitriptyline. It should not be used dur- 
ing the acute recovery phase following myocardial 
infarction or in patients who have received an MAOI 
within two weeks. Patients with cardiovascular dis- 
orders should be watched closely. Aot recom- 
mended in children or during pregnancy. TRIAVIL 
may impair mental and/or physical abilities required 
for performance of hazardous tasks such as operat- 
ing machinery or driving. The drug may enhance the 
response to alcohol. Antiemetic effect may obscure 
toxicity due to other drugs or mask other disorders. 
Since suicide is a possibility in any depressive illness, 
patients should not have access to large quantities of 
the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose 


MSD 


SHAR K Please see following page for a 
NME brief summary of prescribing information. 


For a wide range of 
patients with marked 
agitation and depression 


Cual-action 


ria 


containing perphenazine and 
amitriptyline HCI 


® 


~e 


now offers more . 
dosage strengths than 
any other formulation 
containing a tranquilizer 
and an antidepressant 


| 





dual-action ge 


ria 


containing perphenazine and amitriptyline HCI 








Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL® 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given a ean with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
Cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even awerage doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

lf hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, be ean epidemiological studies, the relevance to human mammary 
cancer risk Trom prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelinood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchiorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 


A70 


Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both béen 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis. 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema. reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gyrecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins: paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL. the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block, stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; phozosensitization; edema of face and tongue.-Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, tne intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
snould be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial Gosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. 

J8TR30 (DC6613215) 


For more detailed information, consult your MSD Representative R > 
or see full Prescribing Information. Merck Sharp & Dohme, Division STARA 
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of Merck & Co., INC., West Point, Pa. 19486. 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise. comprehensive overview of the 
complex matter of the very young American child and his mental health. and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 


be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 

in a particularly difficult area of endeavor... . Beyond their concern with the mani- 

festly ill child, the authors intriguingly explore what may be needed to enhance the 

mental good health of all young children . . . . A significant contribution. i 
James N. Sussex, M.D. 
President, American Association of ° 
Psychiatric Services for Children 


Please send me —— copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 


Publications Services Division a el apenas aciei 
American Psychiatric Association Name 
1700 18th St., N.W., i °° «| oo re 
Washington, D.C. 20009 Address 
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FLEXIBLE 

DOSAGE TỌ MEET 
THE INTENSITY 
OF ANXIETY 


o for clinically manifest neurotic 
or psychoneurotic anxiety, and 


anxiety associated with somatic disease’ 


Approximate Milligram Equivalency* 


AZENE ™ 
Clorazepate Chlordi- 
monopotassium Diazepam azepoxide Oxazepam 


5 meg 10 mg 
10 mg 15 mg 
10 mg 25 mg 30 mg 


*Based upon available information from manufacturers package inserts. 


o an acceptable sedative profile 


Drowsiness may occur at initiation of treatment, and with dosage increments. 





ZENE = 
ULORAZEPATE MONOPOTASSIUM Œ 
THE“OPTION” . 


BENZODIAZEPINE 


Establish adequate symptom control...usually in 6 days. 


Although the recommended starting daily dose is 6.5 mg t.i.d. or 13 mg 
h.s., patient response may require dosage adjustment. 
ee In elderly or debilitated patients, the initial daily dosage is 6.5 to 13 mg. 








ASSISTANT SUPERINTENDENT FOR 
PROFESSIONAL SERVICES 


- New Hampshire Hospital, Concord, N.H., an 800 
bed JCAH-Accredited psychiatric hospital, is seek- 
ing an Assistant Superintendent for Professional 
Services to be responsible for the direction and 
coordination of clinical programs for the treat- 
ment, care and management of mentally ill 
patients. New Hampshire Hospital, the only public 
psychiatric hospital in N.H., is located in Concord, 
a city of approximately 30,000 people, 75 minutes 
north of Boston, MA. Salary to $41,690. Possibil- 
ity of facutly appointment to major university. 
Housing and other fringe benefits are available. 
Candidate must be a physician-psychiatrist licensed 
or eligible for licensure as an M.D. in New Hamp- 
shire and certified or eligible for certification by the 
American Board of Neurology and Psychiatry. 


Interested applicants should contact C. Clifton 
DuBois, Ph.D., Superintendent at New Hampshire 
Hospital, 105 Pleasant Street, Concord, New 
Hampshire 03301. Telephone (603) 271-2205. 


ASSISTANT DIRECTOR 
FOR PSYCHIATRY 


Immediate opening for Assistant Director in Depart- 
ment of Psychiatry in 375 bed general teaching hospital 
in Fort Worth, Texas. Teaching and patient care 
programs are being developed through affiliation with 
Department of Psychiatry of Southwestern Medical 
School at Dallas. 


Psychiatrist will assist Director to provide direct patient 
care, teaching rotating residents, and clinically supervise 
acute and intermediate treatment programs in two units 
totaling 58 beds. Therapeutic milieu is eclectic with 
emphasis on interpersonal, humanistic and psycho- 
dynamic approaches. Multidisciplinary professional staff 
includes four masters level therapists. Many services 
locally available for patient referrals including out- 
patienteclinic, partial hospitalization, alcohol treatment, 
vocational development centers, and others. 


Fort Worthe Texas is a major and growing metropolitan 
area of 400,000 people and well known for its low cost of 
living. Many recreational facilities for water activities, 
hunting, golf, amateur and professional sports and more. 
Cultural, educational, and entertainment opportunities 
are excellent. 


Faculty appointment and remuneration will be based on 
clinical and academic experience. 


Please forward curriculum vitae with your initial 
response to: 


Director, Department of Psychiatry 
Tarrant County Hospital District 
1500 South Main Street 

Fort Worth, Texas 76104 
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LIAISON and 
INPATIENT 
PSYCHIATRISTS 
WANTED 


Bd. cert. or elig. required. Chillicothe VA 
Hospital is a 1000-bed hosp. with large 
aftercare program. JCAH approved. 
OSMA approved cont. med. ed. prog. for 
AMA Phy. Recognition Award. Hosp. 
located in southern Ohio natural recrea- 
tion and scenic area, 45-min. from Colum- 
bus. Financial assistance in moving. Equal 
Employment Opportunity Employer. 
Write Chief of Staff, VA Hospital, Chilli- 
cothe, OH 45601 or call 614-773-1141, ext. 
202. 


MEDICAL AND 
PSYCHIATRIC DIRECTOR 
THE BROWN SCHOOLS 


We are looking for a board certified child 
psychiatrist to provide leadership for the med- 
ical and clinical staffs of our three JCAH ac- 
credited psychiatric facilities, our halfway 
houses, and our two group homes. Our present 
program has a capacity of over 525 residents, 
and expansion is planned into other states in 
the near future. 


Applicants for this position should be ex- 
perienced in the field of residential treatment 
and be capable in the areas of administrative 
duties and responsibilities. Salary is open 
based on qualifications and excellent fringe 
benefits are provided. Qualified applicants 
should send a curriculum vita to: 


William Porcher, M.D. 
Chairman — Search Committee 
P.O. Box 4008 

Austin, Texas 78765 
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MOVING? © 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. - 


SUBSCRIBERS: Please notify each 
publication separately. 





FORMER ADDRESS: 








NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CTY o o {aa  - eee 


APA MEMBERS MAIL TO: 


APA Division of Membership Services, 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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make 


. PERTOFRANE (olesjoramine HCG NE). 


your first choice for the 3 of 10 
patients who don't respond. 


aad 





because of: 


> CLINICAL EFFECTIVENESS even when 
“most patients had a history of several depressive 
episodes, hospitalizations, ECT or poor response: 
to numerous other drugs.””’ 


> LOW SIDE EFFECTS PROFILE with less 
sedating properties than amitriptyline or doxepin’ 
and less anticholinergic activity.’ 


_ > ENHANCED PATIENT ACCEPTANCE through 
a flexible dosage schedule plus rapid onset 
of action. 





PERTOF: RANE “— they don't respond. 


(desjoramine HCI NF) 


LABORATORIES 
USV Laboratories Inc. 
Manati. P.R. 00701 


Please see next page for brief summary of prescribing information and references. 


PERTOFRANE * 


(desjoramine HCI NF) 


Indication: For relief of mental depression. Contraindications: 
Do not use MAO inhibitors concomitantly or within 2 weeks of the 
use*of this drug. Hyperpyretic crises or severe convulsive seizures 
may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HC!) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glaucoma 
or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progressive 
heart failure, angina pectoris, paroxysmal tachycardia and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of tae antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. The potentiation resulting from excessive use of 
alcohol may increase the danger inherent in a suicide attempt or 
overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in children 
under 12 years of age, unless the clinical situation warrants the 
potential risk. Because of increased sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients equire careful super- 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic drugs 
(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 
clinical observations in all patients undergoing extended courses 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipraming Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. @aily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 

References: 

L. Barringer, T.J.: Desipramine (Pertofrane) in the treatment of depression, 
Psychosomatics, Third Symposium: Anxiety and Depression 6:326, 1965. 2. 
Bondurant, W.W. Ill and Ford, H.: Depression and manic depression in Cur- 
rent Therapy 1976 (Conn, H.F., ed.), Philadelphia, Saunders, 1976, p. 841. 3. 
Ayd, FJ., Jr.: Central anticholinergic activity and tricyclic antidepressant 
efficacy, Int. Drug Ther. Newsletter 10:21, 1975. 
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LABORATDAIES Manati, P.R. 00701 


A78 > 


PLAN AHEAD!!! 
Order your 

1979 

Appointment Book 
Now !!! 


The “week-at-a-glance” Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been developed over several years to satisfy 
the needs of as many members as possible. It 
contains a comprehensive list of addresses and 
annual meeting dates of all major organizations 
and agencies of interest to psychiatrists. Mem- 
bers who have not tried this book in the past are 
urged to do so. It is returnable within 30 days for 
a full refund if not acceptable. In addition, the 
name of the physician or hospital can be imprinted 
on the front cover for $1.00 a copy, providing 
that the order is received by July 15. 


The Pocket Size Appointment Book is also avail- 
able and can be ordered in combination with the 
Desk Appointment Book. 


Copies wil! be available September 1978 


DESK: $10.00 

POCKET: $6.00 

BOTH: $15.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $ for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name 
Address . 








City 
State Zip 








Prescribing Information for 


Lidone (molindone hydrochloride) 


DESCRIPTION — LIDONE (molindone hydrochlo- 
ride) is a dihydroindolone compound which is not 
structurally related to the phenothiazines, the 
butyrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methyl-5-(mor- 
pholinomethyl) indol-4(5H)-one hydrochloride. It 
is a white crystalline powder, freely soluble in 
water and alcohol and has a molecular weight of 
312.67. 


ACTIONS — LIDONE (molindone hydrochloride) 
has a pharmacological profile in laboratory 
animals which predominantly resembles that of 
major tranquilizers causing reduction of spon- 
taneous locomotion and aggressiveness, suppres- 
sion of a conditional response and antagonism of 
the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, LIDONE an- 
tagonizes the depression caused by the tranquiliz- 
ing agent tetrabenazine. 

In human clinical studies tranquilization is 
achieved in the absence of muscle relaxing or in- 
coordinating effects. Based on EEG studies, 
LIDONE exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show LIDONE (molin- 
done hydrochloride) to be rapidly absorbed and 
metabolized when given orally. Unmetabolized 
drug reached a peak blood level at 1.5 hours. Phar- 
macological effect from a single oral dose persists 
for 24 to 36 hours. There are 36 recognized 
metabolites with less than 2 to 3’, unmetabolized 
LIDONE being excreted in urine and feces. 


INDICATIONS — LIDONE (molindone hydrochlo- 
ride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 
hydrochloride) is contraindicated in severe central 
nervous system depression (alcohol, barbiturates, 
narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS 


Usage in Pregnancy: Studies in pregnant pa- 
tients have not been carried out. Reproduction 
studies have been performed in the following 
animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the 
content of LIDONE (molindone hydrochloride) in 
the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of twelve 
years is not recommended because safe and effec- 


tive conditions for its usage have not been estab- 
lished. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsiness initially and they should be advised 
against activities requiring mental alertness until 
their response to the drug has been established. 

Increased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 
Axperimental animals to the degree noted with 
more sedating antipsychotic drugs. However, con- 
vulsive seizures have been reported in a few 
instances. 

LIDONE has an antiemetic effect in animals. A 
similar effect may occur in humans and may 
®bscure signs of intestinal obstruction or brain 
tumor. 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 


puckering of mouth, chewing movements). There 
may be involuntary movements of extremities. 

There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usually do 
not alleviate the symptoms of this syndrome. It is 
suggested that all antipsychotic agents be discon 
tinued if these symptoms appear Should it be nec- 
essary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different anti- 
psychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements 
of the tongue may be an early sign of the syndrome 
and if the medication is stopped at that time the 
syndrome may not develop 


DOSAGE AND ADMINISTRATION — Initia! and 
maintenance doses of LIDONE ‘molindone hydro- 
chloride) should be individualized 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day 
— Increase to 100 r®/day in three or four days 
— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in 
dividual patient response 
— An increase to 225 mg/day may be required in 
patients with severe symptomatology. 
—Some chronic, treatment-resistant patients 
may require up to 400 mg/day: ‘however, the 
long-term safety of 400 mg/day has not been 
established). 


Elderly or debilitated patients should be started on 
lower dosage. 


Maintenafice Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a day. 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 


3. Severe — 225 mg/day may be required 

Dosage may be administered once a day 

DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin- 
done hydrochloride) has not been reported. Addi 
tionally, animal studies have not shown increased 


toxicity when LIDONE is given concurrently with 
representative members of three classes of drugs 
(i.e., barbiturates, chloral hydrate and antiparkin 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water 

Since the adsorption of LIDONE ‘molindone hy 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con. 
sidered of theoretical value 

Emesis in a comatose patient is contraindicated. 
Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, this 
blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may justify 
use of these procedures. E 

While the use of laxatives or enemas might be 
based on general principles. the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- 
thetic anticholinergic antiparkinson agents lie., 
Artane*, Cogentin*, Akineton `) 


HOW SUPPLIED — LIDONE imolindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and ‘ream 


TM — Trademark 

“Benadryl — Trademark, Parke Davis and Co 
*“Artane — Trademark, Lederle Laboratories 
‘Cogentin — Trademark, Merck Sharp & Dohme 
‘Akineton — Trademark, Knoll Pharmaceutical Co 
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North Chicago, IL60064 





| Treats schizophrenic target symptoms 





with less likelihood 
of certain 
troublesome effects 


TM 


Molindone HCI 


See overleaf for prescribing information 


5, 10, 25 mg capsules 


Significant gains are reported in control of 
hallucinations, conceptual disorganization, hostility, 
unusual thought content, emotional withdrawal. 


Yet no reports of persistent tardive dyskinesia, 
excessive weight gain, impotence, lens opacities, 
skin pigmentation; and only rare cases of 
significant hypotension. Other side effects 
are similar to comparable agents. 8063266 R 


TM—TRADEMARK 


ABBOTT 


Vol. 135, No. 12 December 1978 


THE AMERICAN JOURNAL 
OF PSYCHIATRY 


In this issue 


Genetic Counseling for 
Psychiatric Patients 
and Their Families 


By Ming T. Tsuang 





OFFICIAL JOURNAL OF THE 
, AMERICAN PSYCHIATRIC ASSOCIATION 








brand of 





Home from the hospital. He went in with 
a psychiatric emergency but left more like 
himself — delusions, hallucinations, and other 
psychotic target symptoms under control 
with “Thorazine’. And ‘Thorazine’ mainte- 
nance can help keep him out of the hospital 
in the future. 

From initial psychiatric emergency through 


CHLORPROMAZINE 


THORAZINE — 


Tablets: 
50 and 100 mg. 


of the HC] i 


maintenance therapy, ‘Thorazine’ offers 
effective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to the 
individual patients needs throughout the 
entire course of therapy. 

‘Thorazine’. The most widely #ested and 
highly flexible antipsychotic available today. 





Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase) 
Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 


neuroses. 
Final classification of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: The possibility of extrapyramidal 
reactions from “Thorazine’ may confuse the 
diagnosis of Reye's syndrome or other encepha- 

l WY. Therefore, avoid use in children or 
adolescents with suspected Reye’s syndrome. 
Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
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use with alcohol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 
Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
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dosage of concomitant C.N.S. depressants.) Anti 
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convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 
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doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness, cholestatic jaun- 
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persistent tardive dyskinesia, hyperreflexia in the 
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UNDERSTANDING THE 


RAPE VICTIM 


A Synthesis of Research Findings 
Sedelle Katz & Mary Ann Mazur 


Is the rape victim responsible for her predic- 
ament? What happens to the victim who 
reports the crime? What about those that 
don’t? Are there any long-term psychologi- 
cal effects? These are just some of the many 
questions and issues this informative, 
authoritative re®fence confronts. Based on 
empirical data gathered from hundreds of 
publications, it provides an in-depth analy- 
sis of the rape victim as she appears before, 
during, and after the assault. 

(1-03573-4) Jan. 1979 

approx. 304pp. $17.95 (tent.) 


COUNSELING AND 
PSYCHOTHERAPY 


A Behavioral Approach , 
E. Lakin Phillips 


This book examines the adaptation and use 
of behavioral therapy techniques in outpa- 
tient counseling and psychotherapy. Phillips 
presents a balanced exposition of how to 
begin, conduct, conclude, and evaluate the 
treatment. Techniques are designed to help 
patients understand their problems as well 
as the factors that contributed to them. The 
author also discusses behavior, examines 
behavioral techniques, and discusses thera- 
peutic supervision in a behavioral frame- 
work. 


(1-01881-3) 1977 289pp. $20.95 
ALCOHOLISM AND 
TREATMENT 


David J. Armor, J. Michael Polich, 
& Harriet B. Stambul 


Here’s the most extensive national assess- 
ment of alcoholism and its treatment ever 
conducted. Based on the widely discussed 
Rand Corporation study, this book reports 
on data collected from alcoholism treat- 
ment centers throughout the country. It 
suggests that, contrary to general opinion, 
alcoholism can be treated successfully in 
most cases and argues that success can take 
many forms, including both abstention and 
moderate drinking. 

(1-02558-3) 1978 348 pp. $16.95 


HEROIN ADDICTION 


Theory, Research, and Treatment 
Jerome J. Platt & Christina Labate 


Drawing on more than 2000 published ref- 
erences, this book examines the historic- 
legal background of heroin addiction in the 
U.S.; the scientific basis for heroin addiction 
from the medical and biological sciences 
veiwpoint; and provides explanations of 
„abuse from theories develops ithin 
e Physiological, psyc icaf, psychoanalyti- 
cal, and sociologica! frameworks. 
(1-69114-3) 1976 417 pp. $23.95 
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HANDBOOK OF BEHAVIORAL 


ASSESSMENT 


Edited by Anthony R. Ciminero, Karen S. 
Calhoun, & Henry E. Adams 


Leading authorities in behavioral assess- 
ment provide coordinated, encyclopedic 
coverage of the field’s current knowledge. 
They describe general and critical issues in 
assessment, discuss various techniques and 
strategies, and show how these methods 
are used in assessing addictive, child, psy- 
chotic, sexual, and many other behavior 
problems. 


(1-15797-X) 1977 721 pp. $28.95 


NEW DIMENSIONS IN 
PSYCHIATRY 


A World View, Vol. 2 
Edited by Silvano Arieti 
& Gerald Chrzanowski 


Brings together a great diversity of recent 
contributions and personal perceptions in 
psychiatry—offering a rich, international 
symposium on advances in the field. Psychi- 
atrists from eleven countries present new 
information on current trends, innovative 
and unusual therapies, and up-to-date clini- 
cal findings, discussing all from varied van- 
tage points of psychiatry, culture, society, 
and biology. 


(1-03318-9) 1977 509pp. $29.95 


THE HUMAN CONTEXT 


Environmental Determinants 
of Behavior 
Rudolf H. Moos 


Here are answers to the vital questions con- 
cerning individual adaptation to the envi- 
ronment. Through working guidelines, 
Moos demonstrates how the environmen- 
tal information can help us select the most 
harmonious, satisfying environments. He 
includes city geographies, weather, and 
bureaucratic working conditions to show 
how the environment exists and how it 
might exist. 


(1-61504-8) 1976 444pp. $23.50 


INTERPERSONAL RELATIONS 


A Theory of Interdependence . 
Harold H. Kelley & Jahn W. Thibaut 


This important new theoretical framework 
for the study of social interaction is the 
most thorough analysis of interdependence 
available. It examines possible variations in 
the nature of interdependence and the 
causes and consequences of these varia- 
tions, providing insight into the general 
nature and origin of social motivation and 
social norms. 
(1-03473-8) 


THE RORSCHACH 


A Comprehensive System, Vol. 2 
Current Research and Advanced 
Interpretations 

John E. Exner, Jr. 


A continuation of the COMPREHENSIVE 
SYSTEM, this volume integrates the positive 
findings of all work to date into a system 
which is easily taught, manifests a high 
interclinician reliability, and stands well 
against the various tests of its validity. It 
presents a summary of research within the 
comprehensive system after 1973, com- 
bining these findings into the process of 
Rorschach interpretation. 

(1-04166-1) 1978 448 pp. $32.95 


THE KNOWABLE FUTURE 


A Psychology of Forecasting 
and Prophecy 
David Loye 


Loye outlines a theoretically advanced, yet 
practical, down-to-earth psychology for 
futures forecasting. The author's new the- 
ory examines how the future is shaped and 
predicted according to the “matrix impact” 
of liberalism, conservatism, and five other 
major factors of ideology. 

(1-03566-1) 1978 202 pp. $12.95 


1978 341 pp. $18.95 
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Information for Contributors 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. AIl corre- 


E areae will be sent to the first-named author unless 
o 
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therwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper; at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


Annual Meeting Papers : 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 


before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review: 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 

Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The ‘brief communication” designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully. avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. ó 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes., 2) 
cast a new light on establishe s, 3) indicate a new thera-, 
peutic procedure of potential value. 
effects or previously unreported complicatiogs of drugs or 
therapeutic interventions. Because of the stifngent criteria 
for this section, authors can expect more rajlid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 





A7 


Proþnpt Publication Policy 


_ Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a ‘‘prompt pub- 
lication policy”’ is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time js four months. Prompt publication papers 
must meet stringent criteria of originality, and authors must 
State-their reasons for wanting rapid review in a cover letter 
to the Editor. It is important to think carefully about the na- 
ture of the paper before requesting prompt publication; a pa- 
per may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion *‘for publication”’ in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the «thors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (12 inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 


o 
Title Page 


Title. The tftle should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Plegse include degrees (other than 

‘honorary or undergr after the authors’ names. 
"Previous pifsentation. If the paper has been presented 
orally, please|give the name of the meeting, the place, and 
inclusive date. ` 

Author affilittions. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive i oe: requests. 





Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should int 
clude the full name of the granting agency as well as the grante 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
‘“Comment™ or ‘**‘Conclusions™ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant.’ In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. Al) abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the app 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘‘in press™ may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third ‘tet al.” Abbreviations of journal 
names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 


2. Schildkraut JJ: Tranyleypromine: effects on norepinephrine me- 
, tabolism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 

-+ between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author’s name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS ! 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 


away from their offices for a long period or who change ad-. 


dress after notification of acceptance should so inform the 
Journal office. ; 
Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington. D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No repriuts are furnished gratis. An order form for re- 
prints will be sent to authors prior toepublication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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„accusatory, derogatory, 
condemning, commanding, 


Navane (thiothixene) rapidly controls auditory hallucinations as wellas e. 
the agitation and hostility patterns they frequently generate. 








Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders!” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 


Because Navane provides long-term outpatient control of psychotic symptoms. 


! it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community. 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness’ Hypotension and other cardiovascular reactions*“* are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. 


A Rapid control 


Long-term improvement 


Navane' 
: 'Glioihiitar) (thiothixene ad 





Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscul: 


ROeRIG Ga 
For prescribing information, including adverse reactions and - 


A division of Pfiz 
contraindications, please see following page of this advertisement. New York, New York 1 
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) Navane' (thiothixene) (thiothixene hydrochloride) `. 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate: 5mg/ml Intramuscular: 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules | mg, 2 mg, § mg, 10 mg, 20 mg 

‘thiothixene hydrechloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contfaindications. Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depression due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, bul this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size, and an increase 
in resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. ° 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
live reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrant of the buttock (i.e.,gluteus 
maximus) and the mid-lateral thigh. 

The delt@id area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should gpt be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). How- 
ever, since Navane -has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In t hypotension oc- 
as a pressor agent since a 






tients receiving Nayane. These changes are usually reversible 
and frequently dis{ppear on continued Navane therapy. The 
incidence of these \hanges is lower than that observed with 
some phenothiazines’ The clinical significance of these changes 


‘is not known. 


CNSeffects: Drowsjness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The inci- 
dence of sedation appears similar to that of the piperazine group 


of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navane infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of 
these extrapyramidal symptoms depends upon the type and 
severity. Rapid relief of acute symptoms may require the use of 
an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptoms are persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch toa different antipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
longue may be an early sign of the syndrome and if the 
medication is stopped al that time, the syndrome may not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocytosis. which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, maderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision nasal conges- 
tion, constipation, increased sweating, increased salivation and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that death was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patient’s symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplant the injectable form 
as soon as possible. It may be necessary to adjust the dosage 


when changing from the imtramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate—\n milder condi- 
tions, an initial dose of 2 mg three times daily. If indicated, a 
subsequent increas2 to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an initial dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 
salivation, dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essertially symptomatic and supportive. For 
Navane oral, early gastric levage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and 
maintain an open airway since involvement of the extra- 
pyramidal system may produce dysphagia and respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
standard measures for managing circulatory shock should be 
used (1.V. fluids and/or vaseconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suilable drugs. Other pressor agents, 
including epinephrine. are not recommended, since 
phenothiazine derivatives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazol should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2mg, 5mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane is also available as capsules 
containing 20 mg of thiothrxene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120m. (4 oz) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 m! (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, and 5 mg. Each m! con- 
tains thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains aleohol, U.S.P. 7.0% v/v (small loss 
unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 
is available in a 2 ml amber glass vial in packages of 10. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 0.02% w/v. 

References. |. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of 
acutely excited and agitated patients. Dis Nerv Syst 38:967-973, 
1977. 2. Bressler B, Friedel RO: A comparison between 
chlorpromazine and thiothixene in a Veterans Administration 
hospital population. Psychosomatics 12:275-277, 1971.3. Denber 
HCB, Turns D: Double blind comparison of thiothixene and 
trifluoperazine in acute schizophrenia. Psychosomatics 13:100- 
104, 1972. 4. Sterlin C, Ban TA, Lehman HE, Saxena BM: The 
place of thiothixene in the treatment of schizophrenic patients. 
Can Psychiatr Assoc J 15:3-4, 1970. 5. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403, 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
phrenic outpatient in an urban community: Social and voca- 
tional adjustment. Presented as a Scientific Exhibit at the 130th 
Annual Meeting, American Psychiatric Association, Toranto, 
Canada, May 2-6, 1977. 7. Itil TM, Unverdi C, Wohlrabe J, 
Larsen V, Levitt J: Drug therapy of psychosis ass ith 
organic brain syndrome, presented as a scientific exhibit at 
American Public Health Association Centennial, Atlantic City, 
New Jersey, November 12-16, 1972. 8. Dillenkoffer RL, et al: 
Electrocardiographic evaluations of schizophrenic patients. 
Presented asa Scientific Exhibit at the 125th Annual Meeting of 
the American Psychiatric Association, Dallas, Texas, May 1-4, 
1972. 9. Goldstein B. Weiner D, Banas F: Clinical evaluation of 
thiothixene in chronic ambulatory schizophrenic patients, in 
Lehmann HE, Ban TA (eds): Modern Problems in Pharmacepsy- 
chiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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ROERIG GBD 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


National 
W Psychopharmacology 


Laboratory, Inc. 


9401 PARKWEST BOULEVARD 
KNOXVILLE, TENNESSEE 37919 
615-690-8101 


now Offers the following 
Blood Level 

Determinations to the 

practicing physician. 


. Antidepressants Antipsychotics Antianxiety 
*Amitriptyline Chlorpromazine *Diazepam 
*Imipramine Haloperidol Oxazepam 
*Doxepin Thioridazine Chlordiazepoxide 
Nortriptyline Thiothixene 
Desipramine Trifluoperazine LITHIUM 
Desmethyldoxepin Fluphenazine .2HCI Plasma Lithium 
Protriptyline Fluphenazine decanoate RBC Lithium 
Butaperazine 
Acetophenazine MHPG 


Piperacetazine 3-methoxy-4 hydroxy-phenethyleneglycol 
Perphenazine 
Others 


*The secondary amines automatically assayed with no extra charge. 
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Drug compliance 


+ FOR THE ABOVE ASSAYS, GAS CHROMATOGRAPHY WITH A NITROGEN 
DETECTOR IS USED. THİS METHODOLOGY GIVES VALUES CONSIS-. 
TENT WITH THOSE REPORTED IN CLINICAL AND RESEARCH LITERATURE. 
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„With a low incidence 








of adverse side effects on 


MOBAN — 


molindone HCl 


e an effective antipsychotic agent ~ 


e nota phenothiazine 


FAVORABLE BENEFIT/RISK PROFILE, 
WHICH MAY ENHANCE COMPLIANCE* 


NO Tolerance development 
incidence Hepatotoxic changes 
Ophthalmological changes 
Excessive weight gain 
Impotence 
Decreased libido 
Skin pigmentation 
Thyroid function changes 
Persistent tardive dyskinesia 










LOW sedation 
incidence Adverse drug interactions 
- Hypotension 
~ Hematological changes 
Lactation 
Amenorrhea 
Autonomic changes 
Skin rash 
Nonpersistent symptoms 
of tardive dyskinesia 


MODERATE Extrapyramidal reactions 
_ | incidence 


: *This table compiled from clinical and field reports. according to the best available information 











Further advantages 
with MOBAN® 


The pharmacological effect from 
a single oral dose persists for 
24-36 hours, permitting /.s. 
dosage, once the daily dosage 
level is established. 


several clinicians have reported 
that obese patients on MOBAN® 
frequently experienced a marked 
reduction in weight toward 
normal weight. 


How to use MOBAN” 


The usual starting dose is 

90-75 mg/day. You can increase 
to 100 mg/day in 3-4 days. Titrate 
individually up or down depend- 
ing on patient response. Some 
chronic, treatment-resistant 
patients may require an increase 
to 400 mg/day. (However, the, 
long-term safety of 400 mg/day 
has not been established.) Please 
refer to complete prescribing 
information for further dosage 
instructions. 


For complete prescribing information, please 
see next page. 
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éndo Laboratories. Inc. 


Garden City. New Yorkel1530 


POND 


Subsidiary of E | du Pont de Nefnolirs & Co (inc). 


‘Patients become easier to manage on 
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5mg |10 mg|25 mg 
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molindone HCI 


DESCRIPTION MOBAN® (molindone hydrochloride) is a 
dihydroindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


a ai in water and alcohol and has a molecular weight of 
12.67. 


aga i 
O N-CH2 CH2-CH3 
Iy CHa ares 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MBBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies. 
MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN® (molindone hydrochloride) 
to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN® being excreted in urine and feces. 


INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oraldose— 20 mg/kg/day—10 days 
no adverse effect 

40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose— 
slight increase resorptions 


20 mg/kg/day—10 days 


40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose— 5 mg/kg/day—12 days 
no adverse effect 

10 mg/kg/day— 12 days 
no adverse effect 

20 mg/kg/day—12 days 
no adverse effect 


e 
Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of MOBAN® 
(molindone hydrochloride) in the milk of nursing mothers. 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN® (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


Increased activity has befi noted in patients receiving MOBAN® 
Caution should be exercised where increased activity may be 
harmful. - 


MOBAN® does not lowefthe seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. ’ 


Alf š 


The physician should be aware that this tablet preparation contains 
calcium sulfate as an excipient and that calcium ions may interfere 
with the absorption of preparations containing phenytoin sodium 
and tetracyclines. 


MOBAN® has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction or 
brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occurring 
effect is initial drowsiness that generally subsides with continued 
usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and euphoria. 
Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate 
management. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occurrence is 
less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of a 
synthetic antiparkinson agent (other than L-dopa), small doses of 
sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth and 
salivation have been reported. Urinary retention and constipation 
may occur particularly if anticholinergic drugs are used to treat 
extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If such 
reactions occur, treatment with MOBAN® may continue if clinical 
symptoms are absent. Alterations of blood glucose, liver function 
tests, B.U.N., and red blood cells have not been considered clinically 
significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenorrhea 
has been reported infrequently. Resumption of menses in previously 
amenorrheic women has been reported. Initially heavy menses may 
occur. Lactation associated with MOBAN® therapy has not been 
reported. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain and 
weight loss have been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with MOBAN®. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported on 
E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lensopacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochloride). In 
some patients, phenothiazine induced lenticular opacities have 
resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN®. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 


MOBAN® (molincone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with other 
antipsychotic drugs should be kept in mind when MOBAN® is used. 
Upon abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia 
Although rarely reported with MOBAN® (molindone hydrochloride) 
symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be greater 
in elderly patients on high-dose therapy, especially females. The 
symptoms are persistent and in some patients appear to be 
irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing 


movements). There may be inveluntary movements of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the agent, or switch 
to a different antipsychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication ts 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50-75 mg/day. 


—Increase to 100 mg/day in 3 or 4 days. 


—Based on severity of symptomatology, dosage may be titrated 
up or down depending on individual patient response. 


—An increase to 225 mg/day may be required in patients with 
severe symptomatology. 


—Some chronic, treatment resistant patients, may require up to 
400 mg/day (however, the long term safety of 400 mg/cay has 
not been established). 


Elderly and debilitated patients should be started on lower dosage. 
Maintenance Dosage Schedule 

].Mild—5 mg-15 mg three or four times a day. 

2.Moderate—10 mg-25 mg three or four times a day. 

3. Severe—225 mg/day may be required. 

Dosages may be administered once a day. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN® (molindone hydrochloride) has not been 
reported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 


Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 


Emesis in a comatose patient ts contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) 


However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based on 
general principles, the amount of unmetabolized MOBAN® in feces 
is less than 1%. Extrapyramidal symptoms have respond@tto ihe 
use of diphenhydramine (Benadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin”, 
Akineton *). 


HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 5 mg orange, 10 mg lavender, 25 mg light 
green. 


“a 


* Benadryl—Trademark, Parke Davis and Co. 
*Artane—Trademark, Lederle Laboratories 
*Cogentin—Trademark, Merck Sharp & Dohme 
*Akineton—Trademark, Knoll Pharmaceutical Co. 


MOBAN* is an Endo Registered U.S. Trademark 
U.S. Pat. 3,491,093 . 


i Endo Laboratories, Inc. 


Subsidiary of E |. du Pont de Nemours & Co (‘nc J 
Garden City. New York 11530 a, 
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2vo annua NEUROLOGY FOR NON-NEUROLOGISTS 2p anxu 
INTENSIVE CLINICAL NEUROLOGY COURSE (I.C.N.C.)° 


A PROBLEM ORIENTED APPROACH TO NEUROLOGY FOR 
FAMILY PHYSICIANS, INTERNISTS, AND PSYCHIATRISTS, BY 
LAWRENCE P. LEVITT, M.D. AND HOWARD L. WEINER, M.D., AUTHORS OF 
NEUROLOGY FOR THE HOUSE OFFICER & PEDIATRIC NEUROLOGY FOR THE HOUSE OFFICER. 


MARCH 23, 24, 25, 1979 


APPROVED FOR 18 HOURS CATEGORY I, AMA, PHYSICIANS RECOGNITION AWARD AND 
FOR 18 PRESCRIBED HOURS FROM THE AMERICAN ACADEMY OF FAMILY PRACTICE 


FEE: $225.00; RESIDENTS OR FELLOWS: $125.00 e° 


FOR REGISTRATION OR FURTHER INFORMATION CONTACT: L.P. LEVITT, M.D., 
COURSE DIRECTOR, 1033 HAMILTON STREET, ALLENTOWN, PA. 18101 (215) 433-6474 


ADDRESS: 
TELEPHONE: 


o PLEASE SEND ADDITIONAL INFORMATION REGARDING I.C.N.C. 
© ENCLOSED IS MY CHECK; PLEASE SEND REGISTRATION DETAILS 





ANNOUNCING..... 
An essential and up-to-date reference source. .... 
THE REGULATION OF PSYCHOTHERAPISTS 
Daniel B. Hogan, Harvard University 


I. A STUDY IN THE PHILOSOPHY AND PRACTICE 
OF PROFESSIONAL REGULATION $20.00 
Il. A HANDBOOK OF STATE LICENSURE LAWS 


{ $25.00 
IlI. A REVIEW OF MALPRACTICE SUITS IN 
THE U.S. $20.00 
IV. A RESOURCE BIBLIOGRAPHY $20.00 


THE CRISIS IN PSYCHIATRIC CARE AND 
INSURANCE COVERAGE 


_|* Edited by Jacob Fishman, Jules Masserman, and 


Cong. James Scheuer 

(Published for Human Services Group, Inc.) 

This conference and its resultant papers constitute a premier 
effort to synthesize the disparate efforts and interests of legisla- 
tors, the insurance community and psychiatrists into an efficient 
policy that will facilitate the delivery of quality mental health 
services, $17.50 


D} 
Balli 


PUBLISHING COMPANY 
17 Dunster Street, Harvard Square, Cambridge, MA 02138 
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CHILD ABUSE AND NEGLECT 

The Family and the Community 

Edited by Ray E. Helfer, M.D., Michigan State 

University, and C. Henry Kempe, M.D., National Center 

for the Prevention and Treatment of Child Abuse 
$20.00-cloth $7.95-paper 


NEW TRENDS OF PSYCHIATRY IN THE 

COMMUNITY 

Edited by George Serban, M.D., New York University 
$20.00 


EVALUATION OF BEHAVIOR THERAPY 

Issues, Evidence, and Research Strategies 

Alan E. Kazdin, Pennsylvania State University and 

G. Terence Wilson, Rutgers University $15.50 


BEHAVIORAL APPROACHES TO MEDICAL > 
TREATMENT 

Edited by Redford B. Williams, Jr., and W. Doyle Gentry, 
Duke University Medical Center $16.50 


Name ; 
Address et ee ee: SO ee ‘ 
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State i a 


[ ] Payment enclosed [] Please bill me Psye12 
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Adds better dosage control 


Long term treatment of depression with amitriptyline requires 


careful dosage titration to meet the individual needs of each 
patient. Because all six strengths of Endep (amitriptyline HCl) are 
scored, you can easily change the dose by half-tablet steps, without 
waiting for the patient to fill a new prescription. 


@ @ A V 7 d 


12.5 mg 37.5 mg 75 mg 
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15 mg 37.5 mg 75 mg 112.5 mg 150 mg 





oadd, subtract 
triptyline... 






Subtracts some of the drawbacks of 
antidepressant therapy 


(-) Scored Endep (amitriptyline HCl) tablets may eliminate the need 
for a new prescription each time the dosage needs to be changed, 
saving time for you and money for your patient. And, by keeping the 
patient on the same strength tablet, there’s less chance he'll become 
confused, as he might if changed to another size or color of 
amitriptyline. 


Multiplies therapeutic options 


The pharmacokinetic properties of Endep (amitriptyline HCl) 

are such that its clinical effect is the same whether prescribed 
t.i.d. or as a single daily dose. Thus, once you have established the 
proper dosage, you can prescribe the entire dose h.s., minimizing 
anticholinergic and sedative side effects and helping to assure patient 
compliance with this simple regimen. 

By prescribing the higher strength tablets h.s.—secure in the 
knowledge that the dosage can be adjusted in half-tablet steps without 
resorting to a new prescription — your patient will economize further 
on a per milligram basis. 


amitriptyline HCI/ Roche 
: The only amitriptyline scored 
for easy division 


Endep 
amitriptyline HCl/Roche 


Before prescribing, please consult cdmplete 
= information, a summary of which 
ows: 
Contraindications: Known hypersensitivity. 
Do not use with monoamine oxidase (MA 
inhibitors or within at least 14 days fellowing 
discontinuation of MAO inhibitors since 
ay esueresic crises, severe fonvulsions and “ 
deaths have occurred with concomitant use: 
then initiate cautiously, gradually increasi 
dosage until optimal response is achieved. Use 
not recommended during acute recovery phase 
after myocardial infarction. 
Warnings: May block action of guanethidine 
or similar aritiinysettonsives. Use with caution 
in patients with history of seizures, urinary 
retention, angle-closure glaucoma, increased 
intraocular pressure. Closely supervise cardio- 
vascular patients, hyperthyroid patients and 
those receiving thyroid medications. (Arrhyth- 
mias, sinus tachycardia and prolongation 
of conduction time reported with use of tri- 
oyote ante ee eg amitriptyline 
Cl, especially in high doses, Myocardial in- 
farction and stroke reported with use of this 
class of drugs.) May impairgalertness; warn 
against hazardous occupations or driving a 
motor vehicle during therapy. Weigh possible 
benefits against hazards during pregnancy, 
the nursing period and in women of child- 
bearing potential. Not recommended in chil- 
dren under 12. 
Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomi- 
tantly. Close supervision and careful dose 
adjustments required when given with anti- 
cholinergic or sympathomimetic agents. Exer- 
cise care in patients receiving large doses of 
ethchlorvynol; transient delirium reported 
with concomitant administration. May en- 
hance effects of alcohol, barbiturates and other 
CNS depressants. Because of the possibility of 
suicide in depressed patients, do not permit 
easy access to large drug quantities in these 
patients. Because it may increase hazards of 
electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue 
drug several days before elective surgery. Both 
elevation and lowering of blood sugar levels 
have been reported. 
Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration 
because of similarities of tricyclic antidepres- 
sants. Cardiovascular: Hypotension, hyper- 
tension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 
CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation. de- 
lusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares: numbness, 
tingling and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; 
tremors; seizures; alteration in EEG patterns: 
extrapyramidal symptoms; tinnitus. Anti- 
cholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, 
paralytic ileus, urinary retention, dilatation of 
urinary tract. Allergic: Skin rash, urticaria, 
photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, 
throm topenia. Gastrointestinal: Nausea, 
epigastric distress, vomiting, anorexia, stoma- 
titis, peculiar taste, diarrhea, parotid swelling, 
black tongue. Endocrine: Testicular swelling 
and gynecomastia in the male, bre®t enlarge- 
ment and galactorrhea in the female, increased 
or decreased libido, elevation and lowering of 
blood sugar levels. Other: Dizginess, weak- 
ness, fatigue, headache, weight gain or loss, 
increa perspiration, urinary frequency, 
mydriasis, drowsiness, jaundice, alopecia. 
Withdrawal Symptoms: Abrupt cessation of 
treatment after prolonged administration may 
produce nausea, headache and malaise. These 
are not indicative of addiction. 
Supplied: Scored Tablets: 10, 25, 50, 75, 100, 
150 mg. 


Roche Laboratories ` 
Division of Hoffmann-La Réche Inc 
Nutley, New Jersey 07110 . 
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Precise, easy-to-use 


The B24 III 


SERIES 


-Electroconvulsive 


THERAPY INSTRUMENTS 


Designed to provide the physician with the ulti- 
mate in precision dosage, with consistency of 
output assured by the following: 

e Line Voltage Compensation—Automatically 
adjusts variations in line voltage. 

e Pre-programmed Voltage Selection—Offers a 
choice of 11 voltage levels, from 70 to 170 
volts. 

e Automatic Treatment Timing—Wil| adjust 
from 0.1 second to 1.0 second, with or 
without Glissando 

èe Current Output Indicators—During treatment 
current flow is clearly indicated. 

Exclusive Patient Test Module allows a com- 

plete systems integrity check prior to treatment. 

100% solid state circuitry assures clinical 

accuracy and dependability. A, 

The B24 Ill series meets all requirements dy 

for Underwriters Laboratories—UL 544, 


KA 
Standards for Medical and Dental ——/s 
Equipment. oa 
For complete information, phone toll- 
free, or write Hittman Medcraft. m 


Copyright-——gittman Corporation, 1978. All rights reserved 


Hittman Medcraft, Box 542, Skippack, PA 19474. 
Phone 800-523-1946. In PA Phone (215) 584-6825. 
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City State 
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i FAMILY THERAPY AND EVALUATION THROUGH ART by 
Hanna Yaxa Kwiatkowska. This book describes the use of art 


crapy for evaluation of family dynamics, treatment and research. 
1.75 


CEREBRAL LOGIC: Solving the Problem of Mind and Brain by 
Charles W. Needham. In his inquiry into the neurophysiology of 
consciousness, the author considers the disciplines of neurology, 
psychology and philosophy. $/4.75 


REFLEX EPILEPSY, BEHAVIORAL THERAPY AND CONDI- 
TIONAL REFLEXES by Francis M. Forster. The causes, diag- 
nosis, role of medication, and treatment results are among the 
topics examined. $26.25 


PSYCHIATRIC PROBLEMS IN OPHTHALMOLOGY edited by 
Jerome T. Pearlman, George L. Adams and Sherwin H. Sloan. 
Discussions of the eye and the “I,” reactions to the loss of sight, 
and eye symptoms with no organic disease are included along with 
helpful diagnostic and management procedures. $14.50 


L Principles and Techniques of INTERVENTION WITH HYPER- 
ACTIVE CHILDREN edited by Marvin J. Fine. General informa- 
tion is followed by such topics as behavior modification, medical 
treatment, transactional analysis, cognitive tempo and measure- 
ment techniques. $25.00 


THE EMOTIONALLY TROUBLED CHILD: A Guide for Par- 
ents and Teachers in the Early Recognition of Mental and Nervous 
Disorders in Children by Robert L. Mason, Jr., Bert O. Richmond 
and Lucien B. Fleurant. Chapters detail symptoms, suggest sources 
of professional help, and discuss the promotion of good mental 
health. $13.25 


REHABILITATION MEDICINE AND PSYCHIATRY edited by 

Jack Meislin. This text stresses rehabilitation concepts, outlines 

specific techniques, and discusses the basic effects and side effects of 
{ psychotropic drugs. $28.50 


PSYCHIATRY AND THE CRIMINAL: A Guide to Psychiatric 
Examinations for the Criminal Courts (3rd Ed.) by John M. Mac- 
donald. The author reviews the origins of crime, discusses tests of 
criminal responsibility and competency to stand trial, and con- 
siders the characteristics of and treatments for specific crimes. 
$33.00 


SELF-DESTRUCTIVE BEHAVIOR compiled and edited by Albert 
R. Roberts. This interdisciplinary volume focuses on the etiology, 
treatment and prevention of self-destructive behavior. $20.25 


THE VARIETIES OF ABNORMALITY: A Phenomenological 
Analysis by Raymond J. McCall. This volume explores such topics 
as psychological defense, neuroses, psychoses, and character dis- 
orders including delinquency, alcoholism, and drug abuse. cloth- 
$26.00, paper-$19.50 


EMERGENCIES IN CHILD PSYCHIATRY: Emotional Crises of 
Children, Youth and Their Families edited by Gilbert C. Morrison. 
Each chapter of this book identifies a clinical problem, describes 
clinical findings, defines treatment approaches, and provides pos- 
sible research methodologies. $28.25 


` HOMINOLOGY: PSYCHIATRY’S NEWEST FRONTIER by C. 
David Jones. The author illustrates how this new view of man can 
be applied with or in place of present psychotherapy methods. 
$14.50 


THE OPEN TOKEN ECONOMY SYSTEM: A Handbook for a 
b Behavioral Approach to Rehabilitation by Michael W. Welch and 
~ Jerre W. Gist. A procedure for implementing a token economy in a 

$*$ community-based day treatment rehabilitation program is pre- 
sented. Recommendations for control of behavior outside the pro- 
gram are included. $16.00 


Í 





MICROCOUNSELING: Innovation 
Psychotherapy and Psychoeducation 
Jerry Authier. Major highlights i 
cultural and cross-racial implication 
operational definitions. $27.00 


PERSONALITY PROJECTION ID 
HUMAN FIGURE: A Method of I 
Ptg.) by Karen Machover. This o; 
figure drawing analysis combines 
movement with a fresh approach to f 
icance. $10.00 


CLINICAL USE OF PSYCHOTI 
Ptg.) by Leo E. Hollister. This boc 
emotional disorders of children and 


PSYCHOTHERAPY FOR WOMEN 
edited by Edna I. Rawlings and Di 
with such current topics as assertior 
lesbians, social action and feminist 


VOCATIONAL REHABILITATIO) 
Ptg.) edited by John G. Cull and R 
scribes the counselor by function, trz 
$21.50 


PHILOSOPHICAL DIMENSIONS 
edited by James M. O. Wheatley an 
trom knowledge, memory and ESP 
death, and the relationship betweer 
$28.25 


UNUSUAL SEXUAL BEHAVIOR: 
David Lester. The author proposes 
sexual behavior: mode, object and | 


IDENTITY GROUP PSYCHOT 
CENTS by Arnold W. Rachman. T 
ment of ego identity. Topics rang 
structure to encounter and maratho 


FORENSIC PSYCHIATRY: A Pra 
Psychiatrists by Robert L. Sadofi 
working together in areas of mer 
sponsibility, domestic relations, jus 
areas will find this text to be indis 


ART AND HUMAN EMOTIONS 
perception is discussed along with su 
symbolism in art and art education 


GESTALT THERAPY PRIMER: I 
talt Therapy edited by F. Douglas S 
ples discussed include awarem 
formation, and polarities; methods 
fantasy and dream and the creative 


PSYCHOLOGICAL ASSESSMENT 
by Charles Neuringer. Three appro 
are offered: assessment via lethality 
ment evaluation, and assessment of 


THE ART OF LISTENING (4th F 
How and where listening skills can 
given in this book. $8.50 


THE PROMISCUOUS TEENAGE] 
Harmon L. Smith. The text exatnin 
ness of teenage sexual behavior, di 
teenager, and considers marriage, | 
ality, pregnancy, abortion, contrace 
view of sexual decision making. $Z 


Orders with remittance sent, on approval, postpaid u-—_ 
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'‘omputerized transaxial tomography (CT scan) is an important new noninvasive techniq 
hat can help in determining the etiology of epileptic seizures. Shown here is a single slice 
rom è color-enhanced CT scan of the brain of a patient with epilepsy. The absence of vas 
bnormalities. tumor, or other lesions is compatible with a diagnosis of idiopathic epilepsy. 
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(primidone) Besoan, i 
A single entity with multiple 
enticdavuleant properti 
Primidone itself has anticonvulsant activity. In addition, its major metabolite, 
phenylethylmalonamide (PEMA), exerts an anticonvulsant effect of its own ai 


and also enhances the anticonvulsant action of the second metabolite, pheno- 
barbital. In patients refractory to phenytoin and phenobarbital, primidone 
may prove effective as the sole therapy.’ 


Multiple indications—grand mal, 
psychomotor, and focal epileptic seizures 


In grand mal, MYSOLINE is comparable i in efficacy to phenytoin and 
phenobarbital.*~ In psychomotor seizures, phenobarbital is rarely effective. ` 
In focal seizures, phenytoin used alone is not indicated*— and, according to 
Forster,’ MY SOLINE is markedly more effective than phenobarbital, which 
should dispel the misconception that MYSOLINE is “just a phenobarbital.” 
(See chart below.) 
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J Consider it first for major motor epilepsies 


“MY SOLINE (primidone) `. i | 
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See next page for Brief Summary and references 
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Start seizure control with 
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~~~Jnitial dose in children over 8 years of age 


and-adults: 250 mg daily at bedtime 


BRIEF SUMMARY 


(For full prescribing information. see package circular.) 
MYSOLINE* 

Brand of PRIMIDONE Anticonvulsant 

ACTIONS: MYSOLINE raises electro- or chemo- 
shock seizure thresholds or alters seizure patterns in 
experimental animals. The mechanism(s) of 
primidone’s antiepileptic action is not known. 


Primidone per se has anticonvulsant activity as do its 


two metabolites. phenobarbital and phenylethylmal- 


onamide (PEMA). In addition to its anticonvulsant 
activity. PEMA potentiates that of phenobarbital in 
experimegyal animals. 

INDICATIONS: MYSOLINE. either alone or used 
concomitantly with other anticonvulsants. is indicated 
in the control of grand mal. psychomotor. and focal 
epileptic seizures. It may contro] grand mal seizures 
refractory to other anticonvulsant therapy. 
CONTRAINDICATIONS: Primidone is contraindi- 
cated in: 1) patients with porphyria and 2) patients who 
are hypersensitive to phenobarbital (see ACTIONS). 
WARNINGS: The abrupt withdrawal of antiepileptic 
medication may precipitate status epilepticus. 

The therapeutic effioacy of a dosage regimen takes 


- several weeks before it can be assessed. 


Usage in pregnancy: The effects of MYSOLINE in 
human pregnancy and nursing infants are unknown. 
Recent reports suggest an association between the use 
of anticonvulsant drugs by women with epilepsy and 
an elevated incidence of birth defects in children born 
to these women. Data are more extensive with respect 
to diphenylhydantoin and phenobarbital. but these are 
also the most commonly prescribed anticonvulsants; 
less systematic or anecdotal reports suggest a possible 
similar association with the use of all known anticon- 
vulsant drugs. 


The reports suggesting an elevated incidence of birth 
defects in children of drug-treated epileptic women 
cannot be regarded as adequate to prove a definite 
cause and effect relationship. There are intrinsic 
methodologic problems in obtaining adequate data on 
drug teratogenicity in humans: the possibility also 
exists that other factors. e.g.. genetic factors or the 
epileptic condition itself. may be more important than 
drug therapy in leading to birth defects. The great 
majority of mothers on anticonvulsant medication de- 
liver normal infants. It is important to note that anticon- 
vulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major sei- 
zures because of the strong possibility of precipitating 
status epilepticus with attendant hypoxia and threat to 
life. In individual cases where the severity and fre- 
quency of the seizure disorder are such that the re- 
moval of medication does not pose a serious threat to 
the patient. discontinuation of the drug may be consid- 
ered prior to and during pregnancy. although it cannot 
be said with any confidence that even minor seizures 
do not pose some hazard to the developing embryo or 
fetus. @ 


The prescribing physician will wish to weigh these con- 
siderations in treating or counseling epileptic women of 
childbearing potential. 


Neonatal hemorrhage. with a coagulation defect re- 
sembling vitamin K deficiency. has been described in 
newborns whose mothers were taking primidone and 
other anticonvulsants. Pregnant wOmen under anti- 
convulsant therapy shoul receive prophylactic vita- 
min K, therapy for one month prior to, and during. 
delivery. 
PRECAUTIONS: The total daily dosage should not 
exceed 2«f Since MYSOLINE therapy generally ex- 
tends 6Vey prolonged periods, a complete blood count 
d a sequential multiple analysis-12 (SMA-12) test 
ould bg made every six months. 


In nursi g mothers: There is evidence thatin mothers 
treated With primidone, the drug appears in the milk in 
/ 


substantial quantities. Since tests for the presence of 
primidone in biclogical fluids are too complex to be 
carried out in the average clinical laboratory. it is 
suggested that the presence of undu2 somnolence and 
drowsiness in nursing newborns of MYSOLINE- 
treated mothers be taken as an indication that nursing 
should be discontinued. 


ADVERSE REACTIONS: The most frequently oc- 
curring early side effects are ataxia and vertigo. These 
tend to disappear with continued therapy. or with re- 
duction of initial dosage. Occasionally. the following 
have been reported: nausea. anorexia. vomiting, 
fatigue. hyperirritability. emotional disturbances, sex- 
ual impotency. diplopia, nystagmus. drowsiness, and 
morbilliform skin eruptions. Occasionally. persistent or 
severe side effects may necessitate withdrawal of the 
drug. Megaloblastic anemia may occur as a rare 
idiosyncrasy to MYSOLINE and to other anticonvul- 
sants. The anemia responds to folic acid without neces- 
sity of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 g per day. The initial dose is 
250 mg. Increments of 250 mg are added. usually at 
weekly intervals. to tolerance. or therapeutic effective- 
ness, up to daily doses not exceeding 2.0 g. A typical 
dosage schedule for the introduction of MYSOLINE is 


as follows: 


Adults and Children Over 8 Years of Age 


2nd Week 
250 mg b.i.d. 

3rd Week 4th Week 
250 mg t.i.d. 250 mg q.i.d. 






Ist Week 
250 mg daily at bedtime 


In children under 8 years of age. maintenance levels 
are established by a similar schedule, but at one-half 
the adult dosage. It is best to begin with 125 mg. with 
gradual weekly increases of 125 mg a day. to a daily 
total usually between 500 mg and 750 mag. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage 
of the other drug(s) is maintained or gradually de- 
creased. This regimen should be continued until satis- 
factory dosage level is achieved for combination, or the 
other medication is completely withdrawn. When 
therapy with this product alone is the objective, the 
transition should not be completed in less than two 
weeks. 

MYSOLINE 50 mg Tablet can be used to practical 
advantage when small fractional adjustments (upward 
or downward) may be required. as in the following 
circumstances: for initiation of combination therapy: 
during “transfer” therapy: for added protection in 
periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes. 
holidays. etc.). 


HOW SUPPLIED: MYSOLINE Tablets—No. 430 
—Each tablet contains 250 mg of primidone (scored), 
in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 431—Each tablet contains 50 mg of 
primidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension—No. 3850—Each 5 ml 
(teaspoonful) contains 250 mg of primidone, in bottles 
of 8 fluidounces. 


References: 1. Woodbury, D. M., and Fingl, E.. in 
Goodman, L. S., and Gilman, A. (eds): The Phar- 
macological Basis of Therapeutics. ed. 5, New York, 
Macmillan’ Publishing Co.. Inc.. 1975. p. 222. 
2. Rodin. E.. in Conn, H. F (ed.): Current Therapy 
1977. Philadelphia, W. B. Saunders Company, 1977, 
p. 716. 3. Forster, F M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 4. Physicians’ Desk Reference, ed. 31, 
Oradell, N.J.. Medical Economics Co., 1977, p. 1175. 
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...consider this 
potent blocker 
norepinephrine 
re-uptake 


The biogenic amine hypothesis states 
that depression may be associated with 
a deficiency of specific neurotransmitters— 
norepinephrine or serotonin—at brain 
receptor sites! Tricyclics appear to block 
the re-uptake of specific neurotransmitters. 
some tricyclics specifically block the 
esl re-uptake of serotonin; others block the 
z -N re-uptake of norepinephrine? Therefore, 
li bme o i g if your patient is unresponsive to treatment 
, ig with one tricyclic, consider switching to a 
\ tricyclic which blocks the re-uptake 
of a different neurotransmitter. $ 


4 
> 


£ 





i © aa 
NOrpramin 


Q >< 


ae roi 
ablets NF) 


25, 50,75, 100,150 mg. 





Potent blocker 

of norepinephrine re-uptake 
According to current theory'3some 
ricyclic antidepressants may fail in certain 
pes of depression because they are not 
sufficiently potent blockers of norepi- 
ephrine re-uptake. Laboratory studies 
ave shown that desipramine is the most 
potent inhibitor of norepinephrine 
e-uptake’ Norpramin may work in some 
patients when other tricyclic antidepres- 
sants do not. 
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Desipramine Hydrochloride 


onsider it now, 
ider it next. 
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Less anticholinergic activity 
(See Warnings section.) -_ 
Studies in animals* and in normal human 
subjects®’ have shown that desipramine 
has significantly less anticholinergic 
activity than amitriptyline or doxepin” 
The single bond side chain is associated 
with lower anticholinergic activity than 
these other leading antidepressants. This 
may mean: 

= less dry mouth 

a less blurred vision 

m less urinary retention 


Helps patients 

remain calm but active 
Norpramin does not usually inhibit normal! 
activity although patients should be 
cautioned as to driving or operating 
machinery if drowsiness occurs. 


In addition... 


" \ 
Begins to improve sleep patterns. 


within one week in some patients ® 

= Norpramin helps relieve the sleep 
disturbances that often accompany 
depression. 

a As the depression is relieved, the diffi- 
culty in falling asleep, restlessness, 
and early morning awakening 
diminish. 


References: 

1. Maas, JW.: Biogenic amines and depression. Biochemical! 
and pharmacological separation of two types of depressior 
Arch. Gen. Psychiat. 32:1357-1361, 1975. 2. Mendels, J., Stern 
S., and Frazer, A.: Dis. Nerv. Syst. 37:3, 1976. 3. Davis, J.M 
Central biogenic amines and theories of depression and mania 
In, Phenomenology and Treatment of Depression, WE. Fann 
|. Karacan, A.D. Pokorny, and R.L. Williams, Ed., New York 
Spectrum Publications, Inc., 1977, pp. 17-32. 4. Ross, S.B. and 
Renyi, A.L.: Tricyclic antidepressant agents. 1. Comparison of 
the inhibition of the uptake of °H-noradrenaline and “C-5- 
hydroxytryptamine in slices and crude synaptosome prepara 
tions of the midbrain-hypothalamus region of the rat brain. Acta 
Pharmacol. (Kobenhavn) 36:382-394, 1975. 5. Snyder, S.H 
and Yamamura, H.I.: Antidepressants and the muscarinic ace, 
tylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. 
Blackwell, B., Stefopoulos, A., Enders, P, Kuzma, R., and 
Adolphe, A.: The anticholinergic activity of two tricyclic antide 
pressants. Amer. J. Psychiat., 135:722-724, June 1978. 7. 
Peterson, G.R., Hostetler, R.M., Blackwell, B., Kuzma, R., and 
Adolphe, A.B.: Effects of the tricyclic antidepressants desi 
pramine and doxepin on anticholinergic and CNS activity ii 
non-depressed volunteers. Neuroscience Abstr. 3:447, 1977. 8. 
Zung, W.W.K.: The pharmacaiggy of disordered sleep. A labo 


ratory approach. J.A.M.A. 211:1532-1§34, 1970. 
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Brief Sum ay 

MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxypheny! glycol (MHPG) levels, while serotonin defi- 
Ciencies mgy be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antideprepsants is unknown, a leading theory suggests 
that they’ restore normal levels of neurotransmitters by 

g the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 
activity in blocking the re-uptake of norepinephrine. 
Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 

INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
Cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
histogy of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of, the possibility of cardiovascular toxicity, 
including afthythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride during pregnancy and 
lactation has not been established; therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible heesifS must be 
weighed against the possible hazardeiu mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in jhe pediatric age group have not been 










established. e patient should be cautioned that this 
drug gair the mental and/or physical abilities 
requged for the performance of potentially hazardous 


S such i a car or operating machinery. 6. In 
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Now 300 mg. dosage range broadens clinical flexibility 


No Improvement Aga 





Days 10 17 
A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed fo 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


patients who may use alcohol excessively, it should 3e 
borne in mind that the potentiation may increase tne 
danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers wth 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochio- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 


administration of ECT and antidepressant drugs is limited. 


Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reportec with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressent 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; altar- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, phozo- 
sensitization (avoid excgssive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 
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Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 
tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less ely correlated 
with plasma levels. Clinical symptqms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolesceftt and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended ‘n 
these age groups. 

Initial therapy may be administered in cages doses 
or a single daily dose. 

Maintenance therapy may be given on a ae daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of ov d 
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Division of Richardson-Merrell Inc. 
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PKSAP-II e 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


e® 
PKSAP-II| is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASB MAKE 


CHECKS PAYABLE TO APA, PKSAP-III. ees, 
e 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


LAST NAME | DEGREE | FIRST NAME 








STREET ADDRESS 
s PLitiiii tr riiiiiiii| | STATE | | ZIP CODE | 
D 
FEES 
[C] Psychiatric Resident-In-Training, APA MEMBER $20.00 
| LJ Psychiatric Resident-In-Training, NON-MEMBER $20.00 
y (J MEMBER, American Psychiatric Association (other than above) $35.00 
LJ Physician (other than above) $50.00 


Pigase make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 


ashington, D.C. 20009 om, 





_~ SIXTH INTERNATIONAL 
GENDER DYSPHORIA SYMPOSIUM 


—— as 


The Depasynents of Reproductive Medicine and Psychi- 
atry; Divisions of Urology and Plastic Surgery; and the 
ice of Continuing Education in the Health Sciences, 
University of California San Diego School of Medicine 
will sponsor the Sixth International Gender Dysphoria 
Symposium at the Hotel Del Coronado, Coronado, Cali- 
fornia, February 21-25, 1979. Presentations will be made 
in psychological, physical and endocrinologic diagnosis 
and management of Gender Dysphoria. This program is 
designed for the professional in the medical, social and 
psychological disciplines that evaluate the problems of 
patients with a variety of trans-gender states. Inter- 
nationally renowned experts in the field will present in- 
vited papere. The course is designed to promote the 
widest possible audience participation and discussion of 
each paper, and the attendance is therefore limited. The 
proceedings of the symposium will be published. The 
symposium will be accredited by the American Medical 
Association, and the associations of the various dis- 
ciplines involved. All professionals are invited to attend. 
, 

FOR REGISTRATION INFORMATION CONTACT: 

Jpseph F. Kennedy, M.D. 

rogram Chairman 

6th International Gender Dysphoria Symposium 

UC San Diego School of Medicine C-015 

La Jolla, CA 92093 


UNIQUE- ` 
NESS: 


In People 


& at the 
Lutheran 
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Psychiatric 
Care Unit 


Providing complete psychiatric care in 
a genera! hospital setting with special 
emphasis on disorders of adolescence. 


Lilkeran Hospital of Milwaypee, Ine 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 





The Brown Schools: for those in need of twenty-four 
sal . hour care. Services are available 
Specialists in for children, adolescents, and 
Residential Treatment adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 


The Brown Schools has de- centers. For information, write: 
veloped a wide range of profes- Director of Admissions/ 
sional services that can be Department C-O 
utilized to implement an indi- The Brown Schools 
vidually planned residential P.O. Box 4008, 
treatment program. The degree Austin, Texas 78765. 


of structure and protection, the Toll Call: (512) 478-6662 
intensity of therapy, the methods Out of State Free: (800) 531-5305 
of education and training are From Texas Free: (800) 252-5404 
controlled and modified with the — 

resident sechanging needs. PS stay BE | 





Professionals in the areas of | ae | 
psychiatry, psychology, nursing, oat Try 
social work, education, pre- (tr | 
vocational training, speech THE kJ Key) 
pathology, and recreation have ROWN 
developed expertise in the eat ~ 
i cific area of residential trea SCHOOLS 3 
$ ment. Each service area is de- 
> signed as a component of an An equal opportunity employer. 4 
ce integrated th apeutic milieu, All our programs are accredited by 
a The t residential treatment the appropriate Councils of the Joint 





© of Fhe Brown Schools Commission on Accreditation of 
ide complete programming Hospitals. 
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aconsideration beyond 
efficacy alone... 


nfrequent akathisia 
and other disablin 
extrapyramidal effects... 


The rapidly rising readmission rate among discharged 
psychotic patients is mainly due to noncompliance with 
antipsychotic drug therapy. And this, in turn, may be 
largely attributed to disabling extrapyramidal side effects, 
notably akathisia2 





Although extrapyramidal effects are characteristic of anti- 
psychotic agents in general, with Mellaril (thioridazine) 
such effects are infrequent. Adding an antiparkinsonian 
agent —which can cause its own side effects —can usually 
be avoided. Mellaril (thioridazine) is contraindicated in 
patients with severe hypotensive or hypertensive 
heart disease. 


Extrapyramidal Effects of Selected 
Antipsychotic Agents*2 


Chlorpromazine 





EXTRAPYRAMIDAL 
EFFECTS 


Moderate 
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Perphenazine High rehospitalization rate of 
psychiatric patients. 

Prochlorperazine | High Scientific Exhibit, Amer- 

in igh ican Psychiatric Associa- 
Fluphenazi F Hig tion, 130th Annual 
Acetophenazine Moderate Meeting, Toronto, Canada, 
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Trifluoperazine High 


2. Byck R: Drugs and the 
treatment of psychiatric 
disorders, in Goodman LS, 


Chlorprothixene Moderate 






Thiothixene Moderate Gilman A (eds): The Phar- 
o ; macological Basis of 

Haloperidol High Therapeutics, ed. 5. New 

MELLARIĽ York, Macmillan Publish- 










ing Co, Inc, 1975, 
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(thioridazine) Low 


*Based on antipsychotic dosage ranges 


Mellaril 


(thioridazine! 


FP TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
. CONCENTRATE: 100 mg perfm! 


. N 


Before prescribing or administering, see Sandoz literature for full prod- 


uct information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 


comatose states from any cause, hypertensive or hypptonsive heart 


disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias. jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating central 
nervous system depressants (e.g., anesthetics, opiates, alcohol. etc.) 


as well as atropine and phosphorus insecticides;*carefully consider 7 


benefit versus risk in less severe disorders. During pregnancy, admin- 
ister only when the potential benefits exceed the possible, sis to 
mother and fetus. 
Precautions: There have been infrequent reports of leukopenia an 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision: the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Dailyedmses in excess of 
300 mg should be used only in severe neuropsychiatric conditions 
Store and dispense Concentrate below 86°F; use tight, amber glass 
bottle. Just prior to administration, Concentrate may be diluted with 
distilled water, acidified tap water, or suitable juices: preparation and 
Storage of bulk dilutions is not recommended. 
Adverse Reactions: Central Nervous System—Drowsiness. especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, reStlessness. and 
headache. Autonomic Nervous System— Dryness of mhuth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal¥stuffiness, and 
pallor. Endocrine System—Galactorrhé@a, breast engor amenor- 
rhea, inhibition of ejaculation, and peripheral edema 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular System—ECG changes (see - Cardiovascular Fffects 
below). Other—Rare cases described as parotid swelling 
It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines: the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions— Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. Allergic Reactions—Fever laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, bili- 
ary stasıs. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of *he tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and p nema of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue al! anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome di not develop if medication is stopped at that time £n- 
iS 





docrine e t We Can irregularities, altered libido, 
gynecomastia, lactation, w gain, edema, false positive pregnancy j 


tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses. and 
toxic confusional states; following long-term treatment, a peculiar skin- 


conjunctiva and/or accompanied by discoloration*of e 
scleraand cornea; stellate or irregular opacities of anterior len 
and cornea; systemic lupus erythematosus-like k ome. 


eye syndrome marked by progressive oratorala A a E 
e 
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Genetic Counseling for Psychiatric Patients and Their Fam1:1: 
BY MING T. TSUANG, M.D., PH.D. 
@® 

The author presents an overview of genetic counseling a seat ae ee ate, : : : 
for psychiatric patients and their families, including a y f MESTR E is a WSC opi a 
brief summary of contemporary research into the Pe, a E ee Paty as 

f ; would you like to know about?’ mey t4 n onoo 


evidence of genetic factors, the familial risks, and the 
possible modes of inheritance for major psychiatric 
disorders. The purpose is to review and condense the 
available literature pertaining to psychiatric genetic 
counseling for the benefit of psychiatrists and 
counselors in their day-to-day practice and for the 
general “consumer. It is hoped that giving the 
general public access to such information will help 
to reduce the suffering commonly brought about by 
the stigmatization of mental disorders. 


best reply. : 

This paper will present an overview co . sig c 
seling for psychiatric disorders, inclue `: i: 
of research findings in the genetics of > ` 
orders, which doctors may find usefil io. : 2 
to patients or their families. 
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IS PSYCHIATRIC GENETIC COUNST à 


LEGITIMATE? 
Many professionals in the health seic. > ao ooh, 
“IS MENTAL ILLNESS inherited?” Doctors are fre- felt that psychiatric disorders are not ¿© > y © 
quently asked such a question by concerned patients. genetic counseling because of their urbi: > ot k 
| Can the question be answered? No, not any more than If we are not sure what gene defects 2. — c’ a 
one could say whether physical illness in general isin- psychiatric disorders, how can we estic. > s ò 
herited. Just as there are many kinds of physical ill- any certainty? 
ness, some inherited and some not, so there are many This paper summarizes data from tv > ` w 
kinds of mental disorder, ranging from the most debili- adoption studies that give evidence of >» t by 
tating psychoses to states bordering on normality. for many of the major psychiatric illness ~'e ou 
Within the wide range of mental disorders, some, such knowing that there is a genetic basis for at 
as Huntington’s chorea, have a clear genetic basis. | Substitute for knowing how the gene r car 
Others, such as schizophrenia, affective disorder, and works. However, some physical dise: » oe 
even alcoholism, have genetic components but also logies that are no more certain than tke © ou t> 
show the influences of environment. Still others, like chiatric disorders are commonly the si 7 s » 
netic counseling. 
Diabetes mellitus is a usefulexample,, : s o 
many parallels that can be drawn betwee: 4 m sc 
This paper was written at the invitation of the Editor. ophrenia, genetically speaking iy. 34. -Y wW 
Dr. Tsuang is Professor of Psychiatry, Department of Psychiatry, and genetic factors appear to be al we a h 
University of Iowa College of Medicine, and Chief Staff Psychia- ease, but definite causes are unknowr. >` ita 
trist, East Ward Inpatient Service, University of Iowa Psychiatric . S l i 
- Hospital, 500 Newton Rd., Iowa City, Iowa $2242. may in fact have several geneticaily ii t a 
This work was supported in part by Alcohol, Drug Abuse, and Men- Neither disorder is as, to reveal fse. i i : 
tal Health Administration grant MH-24189 from the National Insti- lY» each disorder has early onset forr ~ TES 
: tute of Mental Health. be genetically distinct from its late or»: . çv 
The author is grateful for the assistance of Randall VanderMey, Such problems make counseling mo. .. ic. | 
M.A., in preparing this manuscript. they do not preclude it. Doctors have icc & © 3s 
P 0002-953X/78/0012-1465$0.80 © 1978 American Psychiatric Association ` 
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GENET{C COUNSELING 


practical means for estimating the risk of recurrence 
for ambiguously inherited disorders. Chiefly, they 
have access to pools of data from large epidemiologic 


“studies that allow them to make reasonably accurate 


empirical risk estimates. Furthermore, advancements 
in genetics and statistical methodology have provided 
thgoretical mathematical models into which many fam- 
ily data can be fit. Finally, doctors can serve patients 
and their families beyond offering risk estimates: they 
can dispel mistaken notions about psychiatric dis- 
orders, calm needless anxiety, and help those at risk to 
draw up a rational plan of action based on the best 
available information. 


BENEFITS OF®*®SYCHIATRIC GENETIC 
COUNSELING 


Misunderstandings of genetic disorders, mental ill- 
ness, and genetic counseling can easily create certain 
anxieties that informed and humane psychiatric ge- 
netic counseling can do much to alleviate. In particu- 
lar, counseligg can correct the following common but 
mistaken beefs: 
sorder is genetic it inevitably occurs in 
those who possess the harmful genes. In psychiatric 
disorders especially, a 100% genetic influence is by far 
the exception rather than the rule. Genetic factors are 
variable, and environmental variables may play a role 
even when genetic factors are present. Only Hunting- 
ton’s chorea seems to obey strictly genetic rules. For 
other psychiatric disorders, the relationship between 
environmental and genetic influences is different in 
each case, and both types of factors have different im- 
pacts on different individuals. Some people may be 
carriers of damaging genes. and yet experience no 
symptoms of the disorder themselves. 

2. If a disorder is genetic it is untreatable. Even 
though some psychiatric disorders, such as dementia, 
often follow a continuously deteriorating course, other 
disorders frequently respond to treatment. For ex- 
ample, phenylketonuria, a rare genetic disorder that 
appears during the first year of life, can often be con- 
trolled by early supervision of the infant’s diet. The 
course of manic-depressive disease can often be influ- 
enced positively by treatment with lithium carbonate 
(3, 4). 

3. Genetic counseling is associated with eugenics 
and genocide. This belief, perhaps based on memories 
of the horrors, of Nazi Germany, is unjustifiable. Con- 
temporary genetic counseling is as removed from such 
atrocities in method and purpose as the peacetime nu- 
clear reactor is from the atom bomb. Contemporary 
genetic counseling is noncoercive, stressing the auton- 
omy of the individual in decision-making. Genetic 
counselors seek to distribute tic information to 
those who request it and to aid counselees in forming 
their own resolutions based on the information they 





* receive. Doctors will sometimes find it necessary to 


raise the Pa of anxiety in counselees who take the 
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implications of mental illness too casually. At other 
times, the doctor may be able to relieve anxiety in the 
overly pessimistic patient or relative. Both functions 
serve the broadest purpose of genetic counseling: to 
reduce human suffering due to genetically transmitted 
disorders. 

By correcting mistaken notions about genetic dis- 
orders and genetic counseling, the doctor may help 
counselees attain realistic estimates of the risks they 
confront. He or she may convince counselees to dis- 
regard the pseudo-scientific judgments of well-mean- 
ing relatives or friends and to reserve judgment until 
the diagnosis of the disorder is firmly established and 
the available facts are known. Some disorders may 
then call for careful family planning, while others may 
not raise such serious considerations. 

The need for counseling for all genetic disorders is 
great because recent social changes and advancements 
in medical research have greatly increased the options 
for prospective parents who wish to circumvent the 
recurrence of serious genetic disorders. The public 
now has access to effective means of prenatal diagno- 
sis, such as amniocentesis, which can detect chromo- 
somal abnormalities or the sex of a child before birth. 
Effective means of contraception, sterilization, and le- 
gal abortion are available for those who wish to pre- 
vent high-risk births, and artificial insemination or 
adoption permits parents to bypass serious risk factors 
in building a family. 

These developments have been popular subjects in 
the public media in recent years. Consequently, the 
public shows a new sophistication in scientific knowl- 
edge. Some may still be asking, “Is mental illness in- 
herited?’’ while others may be inquiring whether they 
have a chromosomal aberration, and if so, what its ori- 
gin is, whether it is transmissible, how it alters bio- 
chemical processes, whether it could be the result of 
drugs, or whether parental age is a factor in its trans 
mission. 

However, new knowledge can and often does create 
new confusions. Social and scientific developments of- 
fer power to the citizen to grant or prevent the creation 
of life, but new power brings concomitant responsibili- 
ties. When information is partially communicated or 
wrongly interpreted, it can bring about irresponsibili- 
ty, prejudice, new forms of suffering, and greater legal, 
moral, and emotional burdens than ever before. 

Here the contribution of the genetic counselor be- 
comes plain. He becomes one of the arbitrators in the 
exercise of power. He has access to medical facts, 
probability models, gene frequency data, and empiri- 
cal risk data. He has some idea of the course, out- 
come, and prognosis of a wide range of diseases. H 
has access to other medical, psychiatric, and legal spe- 
cialists who can extend his expertise. He can calm, . 
inform, encourage, advise. Equally important, he ¢an 
withhold information where scientific uncertainties ex- 
ist or where too much information would create con- 
fusion. 

The psychiatric genetic counselor, as arbitrator, is a 


r 


Am J Psychiatry 135:12, December 1978 
l 


catalyst in the prevention of suffering that results from 
severe genetically influenced mental disorders. He can 

_ interpret often puzzling and ambiguous developments 
in psychiatric research to genetically vulnerable fami- 
lies to help them make decisions about marriage or 
parenthood. At the same time he can inform those who 
need to know that some predictions can be made with 
reasonable accuracy on the basis of genetic evidence 
and that ‘not all mental illness is inherited.” 


WHO SEEKS PSYCHIATRIC GENETIC 
COUNSELING? 


Three groups of people most typically seek profes- 
sional advice concerning the genetics of psychiatric 
disorders: 1) psychiatric patients, 2) families of psychi- 
atric patients, and 3) prospective spouses. 

Patients usually seek counsel in the early stages of 
illness when they first become aware that the illness 
seriously affects their material prosperity, social ad- 
justment, or family life. At that time they may be seri- 
ously concerned about the implications of the disorder 
for their descendants. In certain disorders that cause 
impairment of self-awareness, e.g., chronic deteriorat- 
ing schizophrenia or late-stage Huntington’s chorea, 
the patient is not likely to volunteer for genetic coun- 
seling. When self-awareness is retained to some de- 
gree—as in affective disorder, alcoholism, or neuro- 
sis—the patient is more likely to be counseled. 

Families will most often approach a doctor for coun- 
seling when many incidences of illness have occurred 
among blood relatives or when there have been a few 
relatives with particularly severe or chronic mental ill- 
nesses. In cases of affective disorder, patients and 
their familhes are often counseled together. By the time 
a family seeks genetic counseling, it may already have 
experienced a remarkable degree of psychosocial and 
financial distress due to the presence of illness. 

A prospective spouse will often seek counseling 
when psychiatric illness has become apparent in one 
or many of the partner's relatives. The prospective 
spouse may then want counsel concerning the genetic 
prospects for both the future partner and their poten- 
tial offspring. The advice of the genetic counselor at 
this stage may indirectly serve an important, even cru- 


” cial, function as marriage counsel. 


THE STAGES OF COUNSELING 


Genetic counseling may be defined as the process of 
cOmmunicating information and advice to patients 
and/or their relatives to help them deal with problems 
connected with the occurrence or possibility of recur- 
rence of a genetically caused or influenced disorder. 
Various schematizations of this process can be found 
in the literature of genetic counseling (5-8), but genetic 
counseling usually includes seven basic stages, de- 
scribed below. 


Diagnosis 


The first step in the process must be ir 


agnosis of the disorder. This implies oo... 
cross-sectional picture based on the tote. « 
sentation and a longitudinal view bascd « 


clinical course, in addition to a comple. 
tory. Counseling under a mistaken di: 


more dangerous than counseling withoui | « 


the hereditary mechanism at work. 

The standard diagnostic manual curre- 
the United States is the 2nd edition of ih, 
and Statistical Manual of Mental Disarc’. 
published by the American Psychiatric “ 


1968 (9). Because certain ambiguities cf a~: 


peared in DSM-IT, APA is now revisit 


and will soon publish DSM-III. For resta- ' 
more strictly defined criteria are availubic : 


though these do not cover all diagnosiic . 


mental disorders. The physician must . - 


available means to make sure a disorder - 
diagnosed before undertaking counsel r- 


obtaining an accurate diagnosis, especial . 


A number of factors may complicate ‘\ 


ric disorders. Diagnostic criteria may diN 


to clinic or from region to region. Furin: 


cal expertise required to obtain an accu .. 


may not be located within easy reach o- tt. 
Certain disorders that look alike may actu. 
ogeneous. Sometimes, purely enviro r 
can cause illnesses that closely reser:t’- 
influenced disorders. Other disorders n. 
cally related but have no apparent rese 
cause of variable ages of onset, idio» 
course, ‘‘variable expressivity, etc. 12. 
difficulties, the importance of obtaining a ` 


agnosis before proceeding with counsel'r: 


overemphasized. 
Family History 


The second stage of counseling involves 


a complete and accurate pedigree. If tic . 
still uncertain at this stage, the family DI“. 
veal the most probable one. It may else : 


mode of inheritance of the disease. The f.: 


includes such information as parental age. = 
ground, occurrence of abortions, stillbirths 
deaths, as well as the ages, sexes, and wz. 
siblings and children. Primary attention is + 
occurrence of the disorder in first-degree ~z 
the family history also records the h&:.: 3 
blood relatives, such as grandparents. ur. : 


and cousins. 
Risk of Recurrence 


After the pedigr 


rence of the disorder. Risk refers to the 


that a given trait or disorder will occur in tr 
of an affected person. Murphy and Chase | 


\ 


s been careful'y i. 
physician must estimate, if possible, the 12s . 


é 
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guished three categories of information that can be 
used to arrive at an estimate of risk. 

1. “Empirical information’’ consists of estimates 

~based on data collected in controlled research. Such 
studies may provide the counselor with information 
about the rate of certain gene mutations in the popu- 
Jation, the average age of onset of a disorder, or the 
estimated risk of recurrence in first-degree relatives 
(parents, siblings, children). 

2. *‘Modular information” is based on a rational un- 
derstanding of the mode of inheritance of a certain 
trait. Thus, while empirical information allows one to 
reason backward from known estimates to possible ge- 
netic factors, modular information permits more pre- 
cise estimates based on known or reasonably certain 
genetic factors® 

3. “Particular information”’ is all of the data con- 
tained in the family history of the person or persons 
whose genes are in question. This category is further 
divided into ‘‘posterior information” (1.e., information 
about all persons whose genetic makeup could be in- 
fluenced by,the person in question, such as children, 
grandchildrgn, etc.) and ‘‘anterior information” (i.e 
all informa ion on members of the pedigree who could 

y have been influenced by the patient’s gen- 
otype, such as parents, uncles, nieces, stepsons, etc.). 
Using such information, the doctor may be able to 
calculate ‘‘exact’’ risk, when the mode of inheritance 
and other crucial factors are known, or ‘‘empirical’’ 
risk, when the estimates must be based on average 
frequencies of a given disease among various degrees 
of relatives of people known to have the disease. 





Evaluation of the Counselee 


Before the doctor can effectively communicate the 
risk estimates to counselees and help them weigh the 
risk against the potential burden of the disorder, he or 
she must understand their intentions, intellectual capa- 
bilities, and states of mind. Do they seek information, 
advice, or both? Do they want advice for their own 
offspring or someone else’s? How sophisticated is 
their acquaintance with genetic facts and principles? 
What is their general level of intellect? Can they make 
rational decisions? What is their present emotional 
state? Finally, how do they perceive the risk/burden 
ratio in their situation? Humane counseling must ac- 
commodate the specialized knowledge of the physi- 
clan to the needs, intentions, personalities, and mental 
states of the counselees. 


The RiskiBurllen Ratio 


The doctor must next help the counselees to weigh 
the estimated risk of recurrence against the burden of 
the disorder, even though they may tend to be con- 
cerned only with burden. Although risk can often be 
calculated with reasonable a cy, there is no pre- 
„cise way to estimate burden. Burden is the expected 
"cost to a family of a recurrence of disorder. It must be 
reckoned not only in terms of financial loss but also in 
.terms of human effort, pain, loss of life, embarrass- 


1468 


Am J Psychiatry 135:12, December aS 


ment, childlessness, grief, and many other intangibles 


(8). 


Obviously, burden will be considered relatively low , 


when the disorder is so severe that it is rapidly fatal or 
when it is long-lasting but does little to impair normal 
functioning over the course of a lifetime. The burden 
will be greatest when an individual suffers from severe 
impairment requiring elaborate supervision over a long 
period of time. Frequently, parents will take high risks 
if they perceive that the burden will be low but will 
‘‘play safe” when the perceived burden is very great. 


Forming a Plan of Action 


Once the risk/burden ratio is understood, the doc- 
tor’s responsibility is to assist counselees in forming a 
reasonable plan of action for deciding among their op- 
tions. If the decision involves family planning, the 
decision whether or not to have children cannot and 


should not be made by the doctor. The decision prop- * 


erly belongs to parents themselves. However, the doc- 
tor’s role must go beyond mere stating of facts. He is 
better able than the parents to predict consequences, 
but he should do so with care. He may also explain his 
own preferences for certain courses of action. Finally, 
however, he must commit all responsibility for the de- 
cision to the parents, without pressuring or rushing 
them. 

This stage of counseling requires that the physician 
assess the counselees’ understanding of what they 
have been told. He may ask them to repeat to him 
what they understand, or he may summarize in writing 
the main points that arose during the counseling ses- 
sion. 


Follow-Up 


The final stage of genetic counseling must be follow- 
up. Follow-up within a reasonable period of time per- 
mits continued assessment of the counselees’ under- 
standing. It may also provide new data leading to a 
more exact prognosis, e.g., a subsequent birth or other 
follow-up information may specifically indicate a cer- 
tain mode of inheritance. Such information may permit 
a revision of the risk estimates for greater accuracy. 


METHODOLOGY IN PSYCHIATRIC GENETIC 
STUDIES 


The most effective means for studying the presence 
of genetic factors in psychiatric disorders, in increasing 
order of precision, are family, twin, and adoption stud- 
ies. These are the most widely published studies; how, 
ever, recent advances in medical and genetic tech- 
nology have also led to research on linkage or associa- 
tion between some disorders and known genetic 
markers (12-15). The finding of association between 
cértain genes and certain disorders could provide prac- 
tical means to determine the presence of genetic pre- 
dispositions for those disorders. The finding of linked 
genes could implicate a major gene to the exclusion of 


$ 
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a polygenic mode of inheritance. However, since the 
evidence is inconclusive at present, I will not go into 


_ further detail concerning linkage and association. 


Family and Twin Studies 


Family studies are useful in providing reasonable 
risk estimates for various disorders among different 
classes of relatives of affected patients. They may sug- 
gest the presence of genetic factors by showing the 
concentration of various illnesses within families, but 
genetic factors cannot be distinguished from environ- 
mental ones on the basis of family studies. 

Twin studies involve a comparison of two types of 
twin pairs: monozygotic (MZ) and dizygotic (DZ). 
Monozygotic twins can be expected to be 100% geneti- 
cally identical, whereas dizygotic twins can be ex- 
pected to be about 50% genetically identical, like other 
siblings. Since MZ twins have identical genes, any dif- 
ferences between them must be due to nongenetic fac- 
tors. On the other hand. it cannot be assumed that all 
similarity between twin partners (their ‘“‘concordance’”’ 
for a given condition) is due only to genetic factors. 
Their similarities may also result from a largely identi- 
cal environment. 

Twin studies attempt to test whether genetic factors 
are present for certain conditions by comparing the 
MZ twin concordance rate for a given condition with 
the DZ concordance rate for the same condition. Envi- 
ronmental effects are assumed to be approximately 
equal for the two types of twins. Thus, in a representa- 
tive sample of twins, if the MZ concordance rate is 
significantly higher than the DZ concordance rate, 
there is strong evidence that the condition in question 
has been influenced by genetic factors, although the 
twin study cannot completely disentangle genetic from 
environmental influences. 


Adoption Studies 


Adoption studies achieve the best results in distin- 
guishing genetic from environmental influences. They 
study persons who were separated from their biologi- 
cal parents at birth and raised with biologically unre- 
lated adoptive parents. By controlling for the environ- 
mental factor in this way. one can separate the inter- 
acting influences of genes and environment in the 
causation of given disorders. If the adoptee is signifi- 
cantly more like his biological relatives than his adop- 
tive relatives, a genetic factor is assumed to be pres- 
ent. Adoption studies have four basic designs: 1) the 
adoptee study design, 2) the adoptees’ parents study 


‘crossfostering’’ design (16). 

The adoptee study investigates the rate of disorder 
in the adopted-away children of ill parents. The 
adoptees’ parents and family studies investigate the 
rate of disorder in the parents and relatives, respec- 
tively, of ill adoptees. The crossfostering study inves- 
tigates the rate of disorder in children born to normal 
parents but raised in the homes of disordered adoptive 
parents. Occasionally adoption and twin studies are 


Nicos 3) the adoptees’ family study design, and 4) the 


7 
combined in an investigation of MZ <.> \. 
raised apart. 

GENETIC FACTORS IN SPECIFIC PS‘: ? 


DISORDERS 


This section offers a brief outline of e. r 


presence of genetic factors in severa: m s 


ric disorders. Because of space limitaiie ò 
attempted to mention all pertinent rese.: 
scribe any one study in full detail. althous' 
extensive literature has been weighed 1 -. 
sults germane to this discussion. 
Schizophrenia A 

Twin study data from investigatiors 
ferent countries have shown that MZ iw 
significantly higher concordance rates o 
nia than DZ twin pairs (MZ pooled rate 
pooled rate= 13.7%) (17). These studie» 
that as the genetic relationship between y -> 
more similar—from opposite-sex DZ tc \ 
to MZ—the intrapair concordance rises 
(18). The fact that even MZ concordance ». ° 
than 50% suggests that environmental . s 
netic factors play a significant role in the í 
of schizophrenia. 

Adoptee studies have shown signiftea:: 
rates not only of schizophrenia but also cf. 
psychiatric disorders (e.g., personality c s 
social personality, and mental deficiency ` 
away children of schizophrenics thar 
adoptees (19, 20). 

Several adoptees’ family studies have for: | 
cantly higher rates of schizophrenia among: t! . 
cal relatives of schizophrenic adoptees thin . 
ther their adoptive families or the biologie! 
tive families of controls (21, 22). These stuilic~ - 
twin study evidence in showing the presence o | 
factors in schizophrenia. A crossfostering ~ 
adoptees raised by schizophrenic parents fou ` 
4.8% rate of schizophrenia compared with 
cantly higher rate (19.7%) among adopted-.. 
spring of schizophrenic biological parents (17 


finding suggests that schizophrenia in a puw. 


not promote the development of schizoprres:: 
child if the child is not genetically pred sp: 
schizophrenia. 


e 
Affective Disorder 


A pool of seven major twin studies (see refert 
for a summary) shows an overall MZ twin conces. 
rate of 76% for affective disorder, compared s 
overall rate of 19% TOsQZ twins. Studies of Viz 


reared apart (25) show a 67% concordance raie. , 


Is Statistically similar to the overall concorcda.:. . 


MZ twins. Twin studies of affective disorders 
been summarized by Gershon and associates 126 


\ 


A 


P 
GENETIC COUNSELING 


Significant difference between MZ and DZ con- 
cordance rates indicates a strong genetic factor in af- 
fective disorder. 

~ Mendlewicz and Rainer (27) recently conducted a 
study of adoptees’ parents in Belgium that strongly 
supports twin studies in showing the importance of 
genetic factors in affective disorders. When the biologi- 
cal and adoptive parents of 29 bipolar adoptees were 
compared, the former showed significantly higher rates 
for all psychopathology (40% versus 16%), particularly 
affective disorders. Further, the rate of affective dis- 
orders in these biological parents (31%) was not statis- 
tically different from the rate of affective disorders 
among parents of 37 bipolar nonadoptees (26%). This 
study, in which a rigorous research design was used to 
control for erf¥ironmental factors, offers strong sup- 
port for previous studies implicating genetic factors in 
bipolar illness. A very recent adoptee study (28) also 
reported a significantly increased incidence of depres- 
sion in adoptees who had affectively disordered bio- 
logical parents. 


Presenile Tae 

From a#ounseling perspective the most important 
of thé dementias are the presenile dementias—Hunt- 
ington’s chorea, Alzheimer’s disease, and Pick’s dis- 
ease. Because these are slowly deteriorative condi- 
tions with usual onset in middle age, they impose a 
greater overall burden than forms with later onset, 
such as senile dementia. Usually, the genes are trans- 
mitted to offspring before the disease manifests itself 
in the parents. Family studies of Huntington’s chorea 
show a clear pattern of autosomal dominant inher- 
itance with age-dependent penetrance. Some kindreds 
in which Alzheimer’s and Pick’s diseases appear also 
show autosomal dominant inheritance, but most cases 
of these illnesses are of uncertain heredity (29). 


Alcoholism 


Although environmental factors are very important 
in alcoholism, twin and adoption studies have shown 
that genetic factors also seem to be present (30, 31). A 
well-designed twin study by Kaj (32) examined con- 
cordance according to the severity of alcohol abuse. In 
the two categories of greatest severity, DZ twins 
showed a high concordance rate (66.7%), but MZ con- 
cordance,rates were significantly higher (84.5%) (32). 
In the same study, concordance for alcohol abuse in- 
creased with,increasing severity of abuse in MZ but 
not in DZ pairs. These findings give evidence of ge- 
netic factors in alcoholism. However, major adoption 
studies of alcoholism have supported genetic influence 
only in the case of male adoptees. A Danish adoptee 
study of alcoholism (33, 34) found a significantly high- 
er rate of alcoholism among t opted-away sons of 


alcoholic biological fathers than among control 


adoptees. Adopted-away daughters of alcoholic bio- 


” logical fathers show no higher rates of alcoholic abuse 
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Sociopathy 


Sociopathy by definition involves environmental 


factors, but twin and adoptive studies suggest the pres- ° 


ence of genetic factors as well (36, 37). Twin studies of 
psychopathy (38, 39) show MZ concordance rates 
ranging from 36% to 100% and DZ concordance rates 
of up to 54%. These high rates point strongly toward 
the existence of both genetic and environmental fac- 
tors in soclopathy. 

An adoptee study found a rate of 13% for antisocial 
personality among the adopted-away offspring of fe- 
male legal offenders compared with a base rate for 
antisocial personality among all adoptees of about 
2.3% (40). A recent adoptee study of antisocial behav- 
ior by Cadoret (37) found a significant correlation be- 
tween the diagnosis of antisocial personality or behav- 
ior in an adoptee and the same diagnosis in a biological 


parent. Both studies used the adoptee design to con- , 


trol for environmental influences and suggest that ge- 
netic factors are present in antisocial personality. 


Neuroses 


Certain types of personalities seem more prone than 
others to anxiety in response to environmental stress. 
It is supposed, therefore, that the many, many genes 
which regulate the processes of personality develop- 
ment and physiological response, although their indi- 
vidual effect is small, may have a combined influence 
in creating a predisposition to neurosis in some people. 
Evidence for such an influence has been provided by 
twin studies, which have generally found much higher 
concordance rates for neurosis among MZ than DZ 
twin pairs. A major study of neurosis and personality 
disorder in 146 twin pairs by Slater and Shields (41) 
found that in 47% of the MZ pairs both members re- 
ceived a psychiatric diagnosis compared with only 
24% in DZ pairs. The same diagnosis was given to both 
members in 29% of the MZ pairs but only 4% of the DZ 
pairs. The ratios between MZ and DZ concordance 
rates in the study suggested that genetic influence was 
specific to anxiety neurosis and personality disorder, 
in marked contrast to reactive depressions and other 
forms of neurosis (41, 42). 


RISK ESTIMATES FOR SPECIFIC PSYCHIATRIC 
DISORDERS 


Except in the case of Huntington’s chorea, where 
the genetic mechanism is known, doctors must rely on 
empirical data to calculate risk estimates for variou 
psychiatric disorders. The doctor must distinguish be- 
tween exact estimates, based on known genetic mech- 
anisms, and empirical estimates, based on observed. 
frequencies of disorder; using the latter only when 
they would clearly be of benefit to patients or their rel- 
atives. 

Empirical risk estimates are established through 
family studies, which investigate the frequency of dis- 
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TABLE 1 
Morbidity Risk of Schizophrenia* 
Relatives of Schizophrenics Risk (%) 
First-degree 
Parents 4.4 
Siblings 8.5 
Neither parent schizophrenic 8.2 
One parent schizophrenic 13.8 
Children 12.3 
Both parents schizophrenic 36.6 
Second-degree 
Uncles and aunts 2.0 
Nephews and nieces 2:2 
Grandchildren 2.8 
Half-siblings 3.2 
Third-degree 
First cousins 2.9 
General population* - 0.86 


Based on Slater and Cowie (44); data mainly derived from pooled data of 
Zerbin-Ridin (43). with only cases of definite schizophrenia counted. 
Compiled from 19 investigations in six countries (43). 


orders among various classes of relatives. When risk 
estimates among relatives of affected patients are high- 
er than the general population risk for a given disorder 
and when risk estimates are higher among near rela- 
tives than among distant relatives, risk figures offer 
suggestive but not conclusive evidence for genetic fac- 
tors in a given disorder. 

Empirical estimates must be viewed with caution, 
since many factors may call their accuracy or useful- 
ness into question. Observed frequencies may be 
based on epidemiologic studies that contain sampling 
biases. Various studies offer widely differing estimates 
that may reflect cultural differences. Finally, the em- 
pirical risk estimate may be irrelevant or even mis- 
leading. It would be a disservice, for instance, to quote 
an empirical risk figure of 15% to a patient whose fam- 
ily history for a given disorder shows dominant inher- 
itance with complete penetrance that would set the ex- 
act risk for siblings and offspring at 50%, as could be the 
case in Alzheimer’s or Pick’s disease. 

The following is a brief summary of available risk 
data for specific psychiatric disorders. 


Schizophrenia 


Risk figures pooled from numerous studies (43, 44) 
are presented in table |. The general population risk, 
compiled from 19 investigations in 6 countries, 1s 
0.86%. The risk rates among first-degree relatives of 
schizophrenics are roughly 10 times the general popu- 
lation risk and nearly 3 times the risk for more distant 
relatives. Since most of these data are drawn from 
classical European studies, they reflect empirical risk 
estimates for process schizophrenia, the usually se- 


- vere, deteriorating form of the disorder. If milder syn- 


dromes such as borderline, acute, latent, or schizo-af- 
fective schizophrenia were included in the criteria? as 
is more commonly done by investigators in the United 
States, the total number of schizophrenics diagnosed 
would be much greater, and risk estimates would be 


different from those in table 1. Unforti: 
risk estimates for relatives of bordert: 
ics have not yet been obtained because `. 
the current definition of borderline se: / 


Affective Disorder 


The age-adjusted risk for manic-c 2: 
sis in the general population is 1.: 
2.5% for females, as estimated in in 
lation study (45). Other studies hiv. 
rates among first-degree relatives o +. 
fective disorder of approximately 10.5" 
(46). The higher risk figures reflec: v 
containing only cases of bipolar ; > 
Winokur and Clayton (47) have estin.: ` 
for siblings of an affected person f\*- 
when one parent is affected, and vine 
fected the risk rises to 43%. 


Presenile Dementia 


Since Huntington’s chorea ts trans 
autosomal dominant gene with oo 
trance, the unmodified risk to siblings <: 


affected patients is 50%. Beginning fr "~. 


counselor can estimate the probabiii.y 
will develop the illness at a given age s ’ 
onset can be considered normally dist: 
the person passes through the age of “i~. 
veloping the illness, the risk estimates i 
ly lowered on the basis of reasonably €.. 
onset data. 

It is estimated that the general pocu:: | 
Alzheimer’s and Pick’s diseases toge:}. 
mately 0.1% (48). For parents of affec eu 
risk is 15%; for all siblings. the rate is 5°% 
least one parent is affected, 2.5% whe. ` 
is affected). For those families in whic a . 
dominant pattern of inheritance appea s 
quite clear: 50% for the siblings and offs: 
fected cases and 25% for their second-dcs 
(nieces, nephews, grandchildren). 


Alcoholism 


A survey of studies in five different cou: : 
ed risk rates for alcoholism in the general ~ 
3%-S% for males and 0.1%-16¢ for fere: 
higher rate for males is consistent in stuciv- , 
ism and is seen again in the risk estimates ` 
of alcoholics. Data from six studies of chr 
ics show risk figures of 0.4%—-8.2% for moi. 
holics and 2.8%-10.3% for sisters. The riss- 
relatives are roughly 5 times higher than <> . 
males—1!1.4%~32.6% for fathers of elec: 
12.2%-27.7% for brothers (1). A study > 
and associates (497swhich used personal 
with family members to ascertain familial : 
coholism, found even higher rates amor: 


-~ 


- 


lings—46% for brothers of male alcoholics : > 
sisters of male alcoholics. The brothers of ve. 
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holigs also had a high risk rate of 50%, while the rate 
for sisters of female alcoholics was only 8%. 


Neurosis 
‘A few family studies of anxiety neuroses have 


shown that the risk to parents and siblings of an af- 
fected person is approximately 15% (44). 


HOW ARE SPECIFIC PSYCHIATRIC DISORDERS 
INHERITED? 


Doctors would benefit greatly from having clear 
modular information that would permit them to re- 
place empirical risk figures with more exact risk esti- 
mates for specifically diagnosed disorders. Unfortu- 
nately, the modes of inheritance for most major psy- 
chiatric disorders are not yet clearly understood. In 
this state of uncertainty, researchers have interpreted 
the available data to formulate theories about the pos- 
sible genetic modes of transmission for many dis- 
orders. The complex arguments for and against such 
theories are Beyond the scope of this discussion. In- 
stead, I will present a brief outline of genetic models 
that have ‘been proposed for certain major psychiatric 
disorders. Definitions and more complete discussions 
of basic genetic principles can be found in numerous 
textbooks on human genetics and genetic counseling 
(1, 5, 8, 50). 


Schizophrenia 


Theoretical models for the inheritance of schizo- 
phrenia may be grouped in three classes (51-53): 
monogenic, polygenic, and genetic heterogeneity. 

Monogenic models in general postulate a single spe- 
cific schizophrenic gene that may cause the disease to 
be manifested either in homozygotes only or in both 
homozygotes and heterozygotes (54-61). A recessive 
gene model is not widely advocated. Most monogenic 
models posit a dominant gene with a modified effect. 
The modification may result from other genes at other 
loci, from reduced penetrance (penetrance rates have 
been estimated at 6%-13%), or from intermediate ef- 
fects, where schizophrenia is manifested in 100% of 
homozygotes but only in about 25% of heterozygotes. 
Polygenic theories include both “‘continuous pheno- 
typic variation’’ and ‘“‘quasi-continuous variation” 
models (5J], 62-66). Both single-dominant-gene theo- 
ries and polygenic theories fit the available data well 
enough that for practical purposes the doctor may 
adopt the one that best suits his or her purposes in 
counseling (44). 

Genetic heterogeneity theories propose that schizo- 
phrenia is not a single disease entity but a variety of 
diseases that probably have different etiologies and 
modes of transmission (67). Schizéphrenia may first be 
divided into organic (symptomatic) and idiopathic 
(true) categories. The former involves a clear precipi- 

* tating factor such as brain damage or drug abuse, and 
the latter invalves no clearly precipitating factors and 
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shows a different pattern of clinical symptoms and 
family history. Idiopathic schizophrenia may be fur- 
ther divided into typical and atypical (68-70). Within 
typical schizophrenia, clinical and family differences 
may point to a distinction between paranoid and non- 
paranoid types (71-73). Within nonparanoid schizo- 
phrenia, a distinction between simple, catatonic, and 
hebephrenic subtypes may be possible (74). Within 
atypical schizophrenia, it may be possible to distin- 
guish an affective type, a schizophrenic type, and an 
undifferentiated type (75). Some cases of schizophre- 
nia, it has been postulated, may be due to rare genes 
that are specific for the individual subtypes of schizo- 
phrenia (68). 


Affective Disorder 


The exact mode of transmission for affective dis- 
order is not yet known, but several genetic theories 
have been proposed, chiefly genetic heterogeneity, X- 
linked dominant, autosomal dominant, and polygenic 
models. 

Numerous studies have suggested that bipolar af- 
fective disorder is genetically distinct from unipolar 
depression (47, 76, 77). Other studies have offered ad- 
ditional evidence for a bipolar-unipolar distinction by 
showing that bipolar patients as a group respond better 
to treatment with lithium carbonate than unipolar pa- 
tients (3, 4). Some studies suggest that unipolar de- 
pression itself may be comprised of two genetically 
distinct types: 1) depressive spectrum disease, which 
occurs mostly in females under 40 years, and 2) pure 
depressive disease, which occurs mostly in males over 
age 40 (78). This hypothesis is not yet sufficiently test- 
ed to warrant general acceptance. 

Many studies (12, 14, 79), including the recent adop- 
tion study by Mendlewicz and Rainer (27), have found 
evidence for an X-linked mode of transmission for 
bipolar affective disorders. The evidence for linkage is 
usually an absence of ill father-ill son pairs. Additional 
support for the hypothesis has come from studies link- 
ing bipolar affective disorder with known genetic 
markers such as color-blindness and the X, blood 
group. However, numerous studies have contradicted 
an X-linked hypothesis by finding ill father-ill son pairs 
(13, 76, 80-86). Information on X-linkage is not very 
useful for counselees, since it is not yet possible to 
determine clinically which cases of bipolar affective 
disorder are sex-linked. Until the question of X-linkage 
is resolved, doctors should not counsel as though bipo- 
lar affective disorder were a sex-linked disorder, since 
doing so might result in a serious counseling error. 

Other genetic theories for the transmission of af- 
fective disorder have invoked either a single autosoma 
dominant gene of approximately 30% penetrance (77, 
81, 82) or a polygenic model with quasi-continuous 
variation (57, 87-89). Certain statistical techniques 
such as threshold model analysis (90, 91) and segrega- 
tion analysis (92) have recently been devised for the 
purpose of determining whether single major genes or 
groups of genes are responsible for genetic transmis- 
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sion. However, conclusive results have not yet been 
obtained using such models. 


Presenile Dementia 


The genetic mechanism in Huntington's chorea has 
already been discussed. Autosomal dominant kindreds 
also appear in a smail minority of cases of Pick’s and 
Alzheimer’s diseases (29, 93). In families where an 
autosomal dominant gene is not implicated for Pick’s 
and Alzheimer’s disease, the inheritance appears to be 
polygenic, but the exact mode is not certain (48). 


Alcoholism 


The predominance of males in all samples of alco- 
holics leads naturally to the suspicion of X-linked re- 
cessive transmission for alcoholism. If alcoholism 
were X-linked, it might be expected that the sons of 
daughters of alcoholics would show a higher incidence 
of alcoholism than the sons of the sons of alcoholics. 
However, a study specifically designed to test this hy- 
pothesis found no evidence to support it (94). In the 
study, the risk of alcoholism for all grandchildren of 
alcoholics was 43%. Such findings do not fit recessive 
gene models but could be interpreted as fitting a domi- 
nant gene model. 


Sociopathy 


All major adoption studies of sociopathy point to the 
influence of both environmental and genetic factors in 
the transmission of antisocial personality, criminality, 
and psychopathy (95-97). Data from a St. Louis family 
study of sociopathy fit a multifactorial model of dis- 
ease transmission well enough to suggest that the mod- 
el may be acceptable as a description of the mode of 
inheritance in sociopathy (98). However, the relative 
importance of genetic and environmental factors in 
sociopathy is not yet clearly understood. The same re- 
searchers have found evidence in family study data to 
suggest an overlap between sociopathy and Briquet’s 
syndrome (hysteria), indicating that the two may be 
manifestations of a single process rather than inde- 
pendent disorders (99). Chromosomal abnormalities 
have been implicated in some studies of criminality. 
Males with an extra X chromosome (Klinefelter’s syn- 
drome) or an extra Y chromosome seem to be at al- 
most 20 times the normal risk for incarceration, al- 
though the chromosomal abnormality itself cannot at 
present be proven responsible for the increased risk 
(100). 


“CONCLUSIONS 


I have discussed the psychiatric disorders for which 
genetic counseling ts most commonly sought, the evi- 
dence for genetic factors in each, risk rates based on 
empirical data, and possible modes of inheritance. 
Many other psychiatric disorders are known, but an 
account of all of them lies outside the scope of this 
paper. For further information, the reader is referred 


MIEN } 


to standard textbooks on human genct + 


counseling (5, 44, 50). Many forms of 2. “it 


tion show autosomal dominant, autosci i 
or X-linked patterns of transmission. Ti: 
other psychiatric disorders that may fc: . 


models, have been usefully catalogi ex. 
(101). 
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‘The incidence of Psychosurgery in the United States, 1971-1973 


BY JOHN DONNELLY, M.D. 


As part of the work of the APA Task Force on 
Psychosurgery, the author surveyed 1,901 
neurosurgeons on how many psychosurgical 
procedures they performed in 1971, 1972, and 1973. A 
total of 1,481 questionnaires were returned, 195 
neurosurgeons indicated they had performed a total of 
476 procedures for intractable pain and 1,039 
procedures for psychiatric conditions. Excluding the 
procedures reported by 4 neurosurgeons who 
performed more than 20 psychosurgical operations in 
any one of the three years, the number of 
psychosurgical operations is 575 for the three years, 
which the author suggests should allay fears about the 
abuse of psychosurgery. 





IN THE POLITICAL TURMOIL during the decade of the 
troubles tn the cities and of the Viet Nam war, the then 
somewhat obscure and declining use of neurosurgical 
treatment of psychiatric disorders was elevated to a 
position, one might say, of social prominence. Activist 
psychiatrists and others made repeated and highly 
publicized accusations that perhaps thousands of indi- 
viduals were being subjected to such operations need- 
lessly and for purely experimental purposes, as well as 
for political, social control, racist, and other reasons. 
Psychosurgery became a torch of activist psychiatrists 
in the United States. 

In the emotional ferment of those times, the scien- 
tific value of objective evaluation was typically absent 
in the hierarchy of priorities of many psychiatrists, 
whether activist or not. It became fashionable, indeed 
de rigueur, for even nonactivists to issue statements 
disclaiming any support for its use—and incidentally 
implying opposition to it. 

Within the American Psychiatric Association itself, 
the issue of psychosurgery became for activists a 
cause célèbre. In 1973 the Task Force on Psycho- 
surgery was established under the aegis of the Council 
on Emerging \ssues to study all aspects of the subject 
and to submit its findings and recommendations re- 
garding the use of psychosurgery. In October 1976 the 
task force report was submitted to the APA Board of 
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Trustees, who decided to refer the report back to the 
Council on Emerging Issues—without recommenda- 
tion. 


SURVEY OF PSYCHOSURGERY 


As part of the work of the Task Force on Psycho- 
surgery, the author undertook a survey of the use of 
neurological surgery for the treatment of psychiatric 
conditions by neurosurgeons in the United States. A 
search of the literature revealed only one recent study 
of the extent to which psychosurgery was performed, 
but this drew only a 31.5% response from the neuro- 
surgeons surveyed (1). 

In constructing the survey questionnaire, a number 
of difficult decisions were necessary. The first was 
how to keep the questionnaire as simple as possible 
and demand relatively little work from the recipients in 
order to obtain as great and as accurate a response as 
possible. 

A significant question also arose immediately with 
respect to the inclusion of intractable pain as a psychi- 
atric condition; surgery for this condition is not re- 
garded as psychosurgery by neurosurgeons, especially 
when the pain is caused by conditions such as malig- 
nancies. Yet in some cases intractable pain cannot be 
demonstrated to be due to physical diseases and is 
known to occur as a psychogenically determined 
symptom. 

Another problem was that most of the publicized 
charges repeatedly referred to ‘‘lobotomy.”’ This par- 
ticular technique, the procedure used when psycho- 
surgery was introduced in 1939, has long been super- 
seded by methods more accurate and more limited in 
their destruction of brain tissue. It was desirable, 
therefore, to obtain a picture of current procedures, of 
the specific conditions for which psychosurgery is per- 
formed, etc. 

The one-page questionnaire (appendix 1) was num- 
bered so that the returns could be followed up. Re- 
spondents were given the option of not signing their 
names, and all were promised that their identity would 
be kept completely secret. A very large number did‘ 
however, sign the form. 


METHOD 


Questionnaires, which covered the years 1971, 1972, 
and 1973, were sent on December 31, 1973, to all sen- 
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TABLE 1 


Neurosurgery for Intractable Pain and Psychosurgery in 1971, 1972, and 1973 


JO. ` 


Number of Proca | 


Number of Surgery for 
Neurosurgical Procedure Neurosurgeons Intractable Pain 
Surgery for intractable pain only 66 314 
Psychosurgery only 77 
Surgery for intractable pain and psychosurgery 
Specified by respondent 23 74 
Allocated by author 19 88 
Impossible to assign, allocated to psychosurgery 10 
Total 195 476 


ior and active U.S. and Canadian members (N = 1,450) 
on the 1973 membership list of the American Associa- 
tion of Neurological Surgeons. The Congress of Neu- 
rological Surgeons furnished the mailing list of its 
members, and questionnaires were sent to those who 
were not also on the membership list of the AANS 
(N=451). In response to this combined mailing 1,065 
replies were received. 

On April 30, 1974, 837 questionnaires were again 
sent to the neurosurgeons who had not responded. 
From this mailing 416 returns were received, so that 
out of the 1,901 neurosurgeons contacted 1,481 replied 
and from 420 there was still no response. 

In order to ascertain where psychosurgery was car- 
ried out, every member hospital of the National Asso- 
ciation of Private Psychiatric Hospitals was sent a 
questionnaire. Of the 151 hospitals involved, 139 re- 
plied. Of the 12 not responding, on examination of the 
size, type of patient served, and reputation, it was 
judged that no psychosurgery would have been con- 
ducted in this group of hospitals. 

Consideration was given to sending questionnaires 
to community general hospitals, state hospitals, Veter- 
ans Administration hospitals, etc., but it was con- 
cluded that the responses were most likely to be sparse 
and the statistics derived not significant enough to 
reach any valid conclusions. 


RESULTS 


There was a 78% rate of return, an exceptionally 
high percentage for a questionnaire study, which prob- 
ably reflects the degree of neurosurgeons’ interest in a 
controversial issue involving their special area of pro- 
fessional concern. Of the 1,481 questionnaires that 


NS were returned, 18 were returned by the postal service 


as unforwardable and 35 had been sent to neurosur- 
geons who were retired or deceased; 1,231 neurosur- 
. geons indicated that they had not performed surgery 
for the treatment of psychiatric disorders. Of the 197 
who had, 2 responses were eliminated, the first be- 
cause the number of procedures was not listed and the 
second because the 7 operations reported had been 
performed outside North America. The breakdown of 


the remaining 195 responses is shov, te? | 


Analysis of the responses indicat. 
for both intractable pain and psych: ’ 
demonstrated that they could be st 


sets. The first set included 23 respot'sc - - 


number of procedures performed tor 
and those for the treatment of psycai. : 
The second set was composed of 19 «cr: 
tained additional information so thei 


ment could be exercised in allocat) 1. °° 


for intractable pain and those for ^s, 
making this allocation, considerat'o 
comments noted on the questionnal®: 
surgical procedures reported, and 


treated, etc. The numbers arrived at ` 


sion to assign to psychosurgery ratte 
for intractable pain those procedu w- 
purpose was uncertain. 

The third set, which presented grew? > 
cluded the returns from 10 neurosurg: 
was not possible to distinguish specif 
cedures for pain from those for psyc n.’ 
In order to avoid the charge of bias " . 
surgery, all such returns, coverine `’ 


were placed in the psychosurgery vei: 


doubtedly true that this group, the e“ 
least a significant number of procedure - 
conditions other than psychiatric. 


Of the 110 neurosurgeons in the Jr." > 


performed psychosurgery in 1971, 197 
specified having performed a total cf 
the 635 procedures performed by the « 
ther determined to be psychosurgery o 
as such, yielding a total of 972 proces 


year. There were 18 Canadian neu., 
specified having done a total of 61 psy: .. 
cedures and 1 whose 6 procedures Were » 


total of 67 procedures or 23 per year. 
A total of 420 questionnaires were ne 


though the reasons may vary, itis ike . 
jority of nonrespondents had little inte: : 


surgery. Nevertheless, assuming the s: 


formance by them as by the responden:-. 


276 procedures would give a correcte: 


operations. Because only a handful of 1: 
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TABLE 2 
tin ee Psychosurgical Procedures Performed by Individual Neurosurgeons in the United States and Canada in 1971, 1972, and 1973 
197] 1972 
Number of Number of Number of Number of 
p Neurosurgeons Procedures Neurosurgeons Procedures 
rocedures - eee De ee ---—- — -—----— —-——— ->o e ieie 
Performed * U.S. Canada Total U.S. Canada Total U.S. Canada Total US; Canada Total 
] 36 9 45 36 9 45 27 12 39 27 12 39 
2 19 5 24 38 10 48 18 3 21 36 6 42 
3 5 l 6 [5 3 18 5 0 5 15 0 15 
4 2 0 2 8 0 8 5 l 6 20 4 24 
5 | 0 ] 5 0 5 5 I 6 25 5 30 
6-10 5 0 5 40 0 40 4 0 4 32 0 32 
11-15 4 0 4 56 0 56 3 0 3 35 0 35 
16-20 0 0 0 0 0 0 ] 0 l 20 0 20 
21-40 3 0 3 110 0 110 2 0 2 68 0 68 
41-60 0 0 0 0 0 0 0 0 0 0 0 0 
61-80 Ve 0) 0 0 0 0 ] 0 ] 65 0 65 
Over 80 0 0 0 0 0 0 0 0 0 0 0 0 
Total 75 15 90 308 22 330 71 17 88 343 27 370 


were Canadians, the corrected number was allocated 
to neurosurgéons in the United States, yielding a total 
of 1,248 procedures or 416 psychosurgical operations 
per year in the United States. 

It may be of interest to compare the incidence of 
psychosurgery in the United States and Canada with 
that in other countries. According to the report of the 
National Commission on the Protection of Human 
Subjects of Biomedical and Behavioral Research (2), it 
is estimated that between 200 and 250 such operations 
were performed annually between 1973 and 1975 in the 
United Kingdom and approximately 83 in Australia. 
Based on population, the rate in the United States ts 
half that in the United Kingdom and one-third that in 
Australia. 

For a variety of reasons, including accusations that 
had been leveled about the abuse of psychosurgery, 
but more specifically to determine the distribution of 
psychosurgery, the frequency of operations by indi- 
vidual neurosurgeons was obtained by a breakdown of 
the number of procedures by year (table 2). The total 
of the numbers of neurosurgeons, of course, includes 
some operating in one, two, or three years or any com- 
bination of years. It is extremely interesting to note 
that a relatively small proportion of the neurosurgeons 
responding reported having carried out psychosurgical 
procedures in all three years. 

Also of interest are the figures resulting from remov- 
ing just 4 neurosurgeons who carried out more than 20 
procedures in any one of the three years. In 1971 72 
neurosurgeons in the United States performed 198 pro- 
cedures, in 1972 68 performed 210 procedures, and in 
1973 57 carried out 167 psychosurgical procedures, 
yielding a total of 575 psychosurgical operations car- 
ried out by those U.S. neurosurgeons who performed 
fewer than 20 procedures in any one of the three years. 
It will be noted that there was a decline in 1973 in the 
number of neurosurgeons and of the procedures they 
performed. This decline from 1971 to 1973 was, with- 
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out doubt, the consequence of the notoriety that was 
generated by adverse publicity regarding psycho- 
surgery. 

The statistics on psychosurgical procedures per- 
formed by individual neurosurgeons are of interest be- 
cause the question has been raised whether in- 
frequency of operation is related to proficiency and to 
results. On the other hand, it has been argued that in- 
creased frequency is related to lack of discriminating 
selection of patients. Of the U.S. neurosurgeons who 
performed psychosurgery in 1971, 1972, and 1973, 
there were 62, 55, and 49 neurosurgeons in the respec- 
tive years who performed 4 or fewer operations. There 
were 13, 16, and 10 neurosurgeons performing 5 or 
more procedures in those years. 

It should be remembered that the number of pro- 
cedures listed as psychosurgical is undoubtedly far 
greater than the number actually performed for the 
treatment of psychiatric disorders because of the many 
unspecified neurosurgical procedures designated psy- 
chosurgery for the reasons stated in this section (see 
table 1). 


Nonrespondents 


With regard to the 420 questionnaires not returned, 
there were a few letters from neurosurgeons of varying 
persuasions, giving their reasons for not responding— 
including more than one offering the advice that a pre- 
paid, self-addressed envelope might produce a greater 
response. Some neurosurgeons who were opposed to 


psychosurgery wrote explaining their positions and „s 


giving names of neurosurgeons who were not memberg 
of their organizations and who performed psycho- 
surgery. These were followed up. i 
Study of the names and affiliations of nøn- 
respondents revealed that with two exceptions none 
had published clinical reports on psychosurgery or had 
received publicity in the numerous newspaper articles 
on psychosurgery making headlines at that time. Of 
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: 1973 ee ee 
Number of Number of 
Neurosurgeons Procedures 
U.S, Canada Total U.S. Canada Total 
28 8 36 28 8 36 
10 3 13 20 6 26 
8 0 8 24 0 24 
3 I 4 12 4 16 
l 0 l 5 0 5 
3 0 3 26 0 26 
4 0 4 52 0 $2 
0 0 0 0 0 0 
l 0 j 22 0 22 
0 0 0 0 0 0 
0 0) 0 0 0 0 
j 0 I 132 0 132 
59 i 71 321 18 339 


the two exceptions, one was known not to have been 
recently active in operating on psychiatric patients. 
The other was a surgeon whose work had been a focus 
of attention; the exact number of his cases was not 
known, but, on the basis of information from other 
sources, the number is more than compensated for in 
the above statistics. 

With respect to the extent of psychosurgery by a 
number of nonrespondents, a series of inquiries was 
made of other physicians, principally psychiatrists 
practicing in the same geographical area. These in- 
quiries, mainly in metropolitan areas of the United 
States, revealed that psychosurgery had been carried 
out by a few of the nonreporting neurosurgeons but in 
no case was there a significant amount. This included 
two neurosurgeons not listed in the membership of ei- 
ther the American Association of Neurological Sur- 
geons or the Congress of Neurological Surgeons. It 
was concluded that the inclusion of all doubtful and 
unspecified operations under the category of psycho- 
surgery (table 1) plus the statistical correction for non- 


respondents more than allowed for procedures not re- 
ported. 


DISCUSSION 


Careful study was made of the published articles and 
statements of those neurosurgeons who had been the 
focus of charges of abuse of psychosurgery, while in- 
«formation was sought from other sources, mainly psy- 
Chiatrists, who were likely to have some knowledge 
about patients who had been operated on by them. In- 
formation about the demographic aspects of patients 
was also sought from a sample of psychiatrists associ- 
ated with published reports on psychosurgery. No in- 
formation was developed which supported the accusa- 
tions that were the impetus for the task force study. 

The National Commission for the Protection of Hu- 


JO 


man Subjects of Biomedical and Benas: > 
issued its final report and recommenc,: » 
March 1977. The APA Board of Truste: - 
task force report in October 1976. The, - 
tions and findings of the National Co: > 
remarkably close to those of the task fo .. 
difference between the recommendai: .’ 
and those of the Commission was w iF 
forming psychosurgery on minors. Toe 
ommended that ‘“‘with the present sti ic 
psychosurgery should not be perfor n. 
nors.” The Commission, on the other h 
wish categorically to deny children the £ : 
tages of a new therapy that might be s 
effective than long-term use of other th 
phasizing at the same time the neces-es 
including court review. 

Both studies concluded, among oi. 
psychosurgery may be an effective te 
resort in selected psychiatric disorder: i 
desirable effects have been exaggerated « 
tion, often by erroneously attributing ‘e 
niques those adverse consequences w 
the earlier prefrontal procedure. Both 
cluded that there is no reliable eviderce - 
surgery has been used for political p.i 
control, or as an instrument for racist s 

In the allotted space, it Is not possi . 
analyses of the kinds and frequency v: 
surgical approaches now used or of th: 
conditions so treated. Neither has the :r’ 
garding the neurosurgical treatment of 1: . 
been presented. 

As mentioned earlier, there have bee 1 
in the past to ascertain—but much gu's 
the number of psychosurgical procedu e- 
in the United States. The high numb.“ 
ents—-78%—together with extensive inq 
ing the practices of those not returning: ° 
naire should set at rest the fears tl v 
aroused in the minds of so many. 

Let it be hoped that the unfounded chi >- 
those by psychiatrists, that thousands » 
are performed annually for nefarious ¢.: 
lated to the relief of otherwise intractal k 
disorders have ended and will no longi” ! 
anxieties of the public. 
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APPENDIX 1 . What techniques have you used? 
American Psychiatric Association Task Force on Psychosurgery 1973 1972 1971 
Survey Questionnaire 1) Surgical (scalpel) me ee ee” 
2) Stereotaxis g 
ee l 3) Isotopes 
l. Have you performed any neurosurgical procedures for ; Ratio DR, 
treatment of psychiatric patients in the period January 1, curteni 
1971, to September 30, 1973? Yes ____ — —— No 5) Other 
(If no, please indicate and return the questionnaire.) 
. For which conditions have the procedures been used? 
2. If yes, how many in 1973 , 1972 1) Intractable pain 
1971 —? 2) Tension and anxiety states a 
3) Phobias 
4) Depression 
3. Number of procedures performed? 5) Obsessive-compulsive states 
1973 1972 1971 6) Paranoid states 
1) Orbital updercutting a, z 7) Schizophrenic states 
2) Cingulotomy tag oE 8) Behavior problems (e.g., repeated 
3) Bimedial leucotomy violent behavior) 
4) Amygdalotomy 9) Sexual psychopathology 
5) Thalamotomy z 10) Hysterical syndromes 
6) Posterior hypothala- 11) Other 
motomy 
7) Standard lobotomy Signature —— > 
8) Other * (optional) 
Special Issue of American Journal of Psychiatry Planned 
A special issue of the American Journal of Psychiatry will be published in mid-April 1979. 
It will consist of a collection of articles on the subjects of alcohol, depression, or both. 
e 
@ 
Pd 
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First-Rank Symptoms in the Postacute Schizophrenic: 


<A Follow-Up Study 


BY MARSHALL L. SILVERSTEIN, PH.D., AND MARTIN HARROW, PH.D. 


Schneider's diagnostic system of first-rank symptoms 


(FRS) is acknowledged by psychiatrists throughout 
the world as a decisive basis for the diagnosis of 
schizophrenia. Recently, the authors’ and others’ 
works have challenged this view. This report examines 
the relationship between FRS, psychotic symptoms, 

_ prognosis, and outcome at the postacute stage. The 
assessment of FRS was made from an interview 
schedule (a modification of the Wing Present State 
Examination) developed for the systematic 
assessment of psychotic symptoms. The results 
question the utility of FRS as a primary diagnostic 
approach to schizophrenia, suggesting that 
Schneider's system may not be superior to other 
diagnostic approaches. 


KURT SCHNEIDER'S diagnostic system of first-rank 
symptoms (1) is acknowledged by a large number of 
psychiatrists throughout many parts of the world as 
the decisive basis for a diagnosis of schizophrenia. Al- 
though widely used by psychiatrists throughout Eu- 
rope. first-rank symptoms (FRS) as a diagnostic sys- 
tem are not as well known in the United States. Since 
important theoretical formulations and treatment strat- 
egies in schizophrenia require reliable diagnostic cri- 
teria, the investigation of the utility of a diagnostic sys- 
tem that is used as widely throughout the world merits 
careful study. 

Despite Schneider's claim that, in the absence of an 
organic brain syndrome, FRS occur only in schizo- 
phrenic patients (1), recent reports by Carpenter and 
associates (2, 3) and Newmark and associates (4) have 
challenged the view that FRS are pathognomonic of 
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ddscribed in DSM-II. Although Schneider did claim 
that in the individual case schizophrenia could be diag- 
nosed in the absence of any FRS, his emphasis on their 
primacy in the diagnostic process has influenced re- 
cent applications of FRS as a complete system. Thus, 
our investigation also attempts to examine the rela- 
tionship between FRS and psychotic symptoms, with 
a particular emphasis on the relative discriminating 
power of these indices in distinguishing important 
characteristics of relatively young schizophrenic and 
nonschizophrenic patients. 

Our research examines the relationship between 
FRS, psychotic symptoms, prognosis, and outcome, 
using a larger sample than in our previous follow-up 
study. Specifically, the following questions are ad- 
dressed: 1) Hô% prevalent are FRS in schizophrenics 
and nonschizophrenics at the postacute stage? 2) Are 
FRS more sensitive than a broader range of psychotic 
symptoms in identifying schizophrenic patients at the 
postacute stage and in distinguishing between schizo- 
phrenics and nonschizophrenics? 3) Do patients with 
FRS differ from patients with a broader range of psy- 
chotic features in areas other than symptomatology? 4) 
Do major prognostic ,indices associated with pre- 
morbid history and the onset of illness predict whether 
FRS persist beyond the acute stage in a sample of 
young early schizophrenics? 


METHOD 
Patient.Sample 


The patient sample consisted of 126 patients hospi- 
talized at Michael Reese Medical Center during rela- 
tively early phases of their disorder. These patients, 
who were between the ages of 17 and 35 years, were 
studied at the time of hospitalization and then later as- 
sessed during the posthospital period (an average of 
2.7 years after discharge from acute psychiatric hospi- 
talization). These patients were part of the ongoing 
multidisciplinary schizophrenia project being con- 
ducted at Michael Reese Hospital and the University 
of Chicago (8, 9). 

The total sample consisted of 2 major subgroups: 72 
schizophrenic and 54 nonschizophrenic patients. The 
schizophrenic population included a subsample of 10 
acute schizophrenics, 18 paranoid schizophrenics, 6 
schizo-affective schizophrenics, 27 relatively young 
chronic schizophrenics, and 11 patients in other sub- 
diagnostic grgups. The mean age of the schizophrenics 
was 22.7 years at the time of the index hospitalization. 
The nonschizophrenic sample was composed of 31 pa- 
tients with depressive disorders, 16 patients with se- 
vere personality disorders, and 7 patients with other 
varied diagnoses. The mean age of the non- 
schizophrenic group was 22.1 years at the time of the 
index hospitalization. At the time of the follow-up as- 
sessment 47% of the schizophrenics were on phenothi- 
= azines, During the postacute period, the schizophren- 
ics on phenothiazines had more psychotic features 
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(p<.01) than those who were phenothiazine-free. In 
many cases, however, their poorer clinical condition , 
may have been the reason for phenothiazine therapy. . 
Thus, caution in interpreting the results comparing 
different medication groups is warranted, since the pa- 
tients were not assigned to the medication groups on a 
random basis. The schizophrenics receiving psycho- 
therapy at follow-up did not differ in the prevalence of 
FRS from those not receiving psychotherapy. 


Data Collection on First-Rank Symptoms and Other 
Psychotic Symptoms 


The subjects were contacted to appear for an inter- 
view that was part of a series of investigations study- 
ing psychosis and other major symptoms in schizo- 
phrenia (10, 11). The assessment of psychotic symp- 
toms (including FRS) was obtained from a structured 
interview, the Psychotic Symptoms Inventory (PSI), 
which we developed using items from the ninth edition ° 
of the Present State Examination (12) and Strauss and 
Carpenter’s modification of the eighth edition of the 
Present State Examination (13). 

The interview covered 17 categories of psychotic 
symptoms, which were then combined into composite 
ratings on 3-point scales (l=symptom absent, 2= weak 
or infrequent features, or probable but not absolutely 
certain symptoms, and 3=symptom present). These 
composite ratings were in four areas: I) delusions, 2) 
hallucinations, 3) other sensory aberrations and/or 
strange experiences, and 4) an overall psychotic symp- 
toms summary rating. The Psychotic Symptoms In- 
ventory (PSI) interview schedule and rating system 
was described in fuller detail in a previous report (5). 

Each of Schneider’s FRS was investigated system- 
atically, and ratings (also on 3-point scales) were ob- 
tained for the individual FRS. In order to maximize 
precision in the assessment of these symptoms, careful 
and detailed inquiry was conducted with the special 
care required in defining FRS emphasized by Schnei- 
der and more recently by Wing and Nixon (14). A sum- 
mary rating (based on the presence or absence of at 
least 1 FRS) was also obtained. 

The specific interview questions for the assessment 
of FRS included those described by Carpenter and as- 
sociates (2), who studied the following 8 FRS: audible 
thoughts, somatic passivity, thought insertion, thought 
withdrawal, thought broadcasting, made feelings, 
made impulses, and made volitions. We also obtained 
information on the following additional FRS identified 
by Schneider: voices arguing, voices commenting on 
one’s actions, and delusional perceptions. Each of the 
17 categories of psychotic symptoms included an item 
such as **What do you make of these experiences? Do 
they have a special meaning or significance for you?”’ 
Interviewers were trained to make careful distinctions: 
between delusional perceptions and delusional no- 
tidns; this is generally regarded as a particularly diffi- 
cult discrimination. Thus, in order for a delusional per- 
ception to be judged present, positive responses were 
required to satisfy the following four criteria: 1) the 
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phenomenon is a normal perception (hallucinations 

, and strange sensory experiences are excluded); 2) the 
„perception is interpreted in a delusional manner with 
abnormal unrealistic significance ascribed to the per- 
ception (e.g., a salt shaker is perceived normally but is 
believed to be an omen): 3) special personal meaning 
or self-reference ts present; and 4) special meaning ora 
quality of urgency 1s present. 


Data Collection on Outcome and Prognostic 
Indicators 


A second structured interview, administered as part 
of the follow-up evaluation, provided a systematic de- 
tailed assessment covering functioning in the areas of 
social and work adjustment and rehospitalization, as 
well as a global composite (15), during the 12-month 
period prior to the follow-up evaluation. Other ratings 


. were systematically obtained at the time of index hos- 


pitalization, including the prognostic indicators used 
successfully by Vaillant (16, 17) and Stephens and As- 
trup (18) and the Phillips Scale of Premorbid Adjust- 
ment (19. 20). 


RESULTS 
Prevalence of First-Rank Symptoms 


Using a larger sample than in our previous report 
(5), we determined that FRS occurred significantly 
more frequently among schizophrenic than nonschiz- 
ophrenic patients during the postacute phase of their 
disorder (y?=8.05, p<.01). However, only 24% of the 
schizophrenic patients showed definite evidence of 
Schneider's signs: thus, FRS occurred relatively infre- 
quently among schizophrenics as a group. Of the 72 
schizophrenics 76% were free of FRS at the postacute 
phase. The fact that only 4% of the 54 nonschiz- 
ophrenics had FRS after the acute phase of their dis- 
order could be considered as one type of evidence in 
support of diagnostic systems based on FRS. 

These data are in accord with our previously report- 
ed findings that while FRS do not occur in most schiz- 
ophrenics (diagnosed according to DSM-I/) after the 
acute stage, they do occur more frequently in these 
patients than in nonschizophrenics. An important 
question centers around whether the schizophrenics 
with FRS differ from those with any psychotic symp- 
toms when they are compared in areas other than 


symptomatology. This issue is explored later in this 
report. 


3 
Efficiency of First-Rank Symptoms Compared with a 
Broader Range of Psychotic Symptoms 


In evaluating the utility of any diagnostic system for 
schizophrenia based on FRS, a question of central im- 
portance arises that has not been explored fully in the 
past. This question is whether the use of FRS as a key 
index for the diagnosis of schizophrenia is superior in 
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ics showed psychotic symptoms at foi'cs 
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TABLE 1 
Prevaleffce of First-Rank Symptoms and Other Psychotic Symptoms 
Among 72 Schizophrenic Patients 


FRS 
Present 


FRS 
Absent 


Other Symptom Groupings N % N % x” p 


e * 


Overall psychotic symptoms 


Present (N=32) 17 53.1 15 46.9 

Absent (N=40) 0 0.0 40 100.0 24-9 <-001 
Delusions 

Present (N=28) 15 53.6 13 46.4 

Absent (N=44) 2 4.5 42 95,5 20-16 <.001 
Hallucinations 

Present (N=11) li 106.0 9 0.0 

Absent (N=61) 6 98 55 90.2 137 <0! 
Other strange experiences 

and/or sensoryeaperrations 

Present (N=9) 4 444 5 55.6 1.33 

Absent (N=63) 13 20.6 50 794 `°? TS 


ancy between Schneider’s approach and other current 
approaches such as DSM-/J/—Carpenter and associ- 
ates’ “‘flexible system” (22), the New Haven Schizo- 
phrenia Index (23), Taylor and associates’ criteria (24), 
and, to a lesser extent, Feighner and associates’ cri- 
teria (25). 

Comparisons among different psychotic symptom 
indices. An important question centers around the rel- 
ative discriminating power of different psychotic 
symptom combinations in contrast to FRS. Specifical- 
ly, we were interested in which combinations of psy- 
chotic symptoms at the posthospital phase yield the 
best discrimination between patients previously diag- 
nosed schizophrenic and nonschizophrenic at the time 
of the index hospitalization. 

Three major indices were thus compared: 1) FRS, 2) 
all delusions, and 3) a subset of delusions comprised of 
delusions of reference, control, and/or persecution. 
The differences between schizophrenics and non- 
schizophrenics were statistically significant on all 
three indices (p<.01, chi-square analysis). The index 
of all delusions identified 29 (40.3%) of the schizo- 
phrenics; 24 (33.3%) of the schizophrenic patients had 
delusions of reference, persecution, and/or control. 
The index of FRS identified fewer of the schizophren- 
ics (N=17, 23.6%) than either of the two other psy- 
chotic symptom indices. Thus, for this purpose the 
FRS was,the least effective of these three indices of 
psychotic symptoms at the posthospital phase. This 
result is of particular interest, since Carpenter and as- 
sociates (26) reported FRS to be less effective than 
other combinations of signs and symptoms in identi- 
fying diagnosed schizophrenic patients at the time of 
index hospitalization. Very few of the non- 
schizophrenics (3.7%~-7.4%) showed any psychotic 
symptoms (including FRS) when these three indices at 
the postacute stage were used. 

It appears that although FRS after the acute stage 
had discriminating power in differentiating schizo- 
phrenics from nonschizophrenics, this approach did 
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TABLE 2 
Correlations Among Various Combinations of Psychotic Symptoms and 
Other Outcome Indices in Schizophrenia 


Instrumental Kletn 

Social Work Role Rehospi- Global Out- 

Functioning Functioning  talization come Scale 

Symptom Fen FE rene See 

Grouping r p r p r p r p 
First-rank 

symptoms .4] <.01 .30 <.01 43 <.01 .53 <.01 

Overall 

psychotic 

symptoms .50 <.0]  .32 <.01 .32 <.01 .54 <.01 

All delusions .42 <.01 .18 ns. .23 <.05 .53 <.01 


not offer the best differentiation between these patient 
groups. There appears to be no compelling evidence to 
suggest that FRS after the acute stage are better or 
worse than other indices of psychotic features in dis- 
criminating schizophrenic from nonschizophrenic pa- 
tients when current standard DSM-II criteria are used 
for establishing the original diagnosis. 


First-Rank Symptoms and Outcome 


The data on several aspects of outcome functioning 
at the postacute stage indicated that both FRS and a 
broader range of psychotic symptoms were related to 
other aspects of functioning. In table 2, it can be seen 
that schizophrenic patients with FRS and those with 
definite evidence of any psychotic symptoms were 
functioning poorly in other areas, although these cor- 
relations were far from perfect. 

These data on other aspects of functioning were 
used to examine whether FRS at follow-up were more 
closely related to schizophrenic outcome than other 
combinations of psychotic symptoms. The results for 
schizophrenic patients indicated that 1) 53% with FRS 
and 47% with a broader range of psychotic symptoms 
showed poor social functioning; 2) 59% with FRS and 
53% with a wider range of psychotic symptoms had 
poor work or instrumental role functioning; and 3) 65% 
with FRS and 75% with any psychotic symptoms had 
been rehospitalized since the index hospitalization. 

In each specific outcome area a comparable propor- 
tion of schizophrenic patients with poor outcome was 
regularly identified by both the index of overall psy- 
chotic symptoms and of FRS. In regard to these spe- 
cific outcome assessments, it appears that the pres- 
ence or absence of Schneider’s FRS during the post- 
acute phase was not an automatic correlate of outcome 
functioning. Although in select areas there was a limit- 
ed, nonsignificant tendency for the schizophrenic pa- 
tients with FRS to have a somewhat poorer outcome 
compared to those patients with any psychotic fea- 
tures at follow-up, the evidence was not compelling.- 
Our data on relatively young schizophrenic patients do 
not suggest that FRS as the basis for a diagnostic sys- 
tem in schizophrenia offer unique advantages in char- 
acterizing outcome in schizophrenia as compared to 
other psychotic symptoms. 


df 
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First-Rank Symptoms and Prognosis 


We explored whether seven major prognostic in- 


* dices obtained at the time of the index hospitalization 


predict FRS during the posthospital period. These sev- 
en prognostic indices included 1) the Phillips Scale of 
Premorbid Social-Sexual Adjustment (19, 20), 2) acute 
onset. 3) precipitating factors. 4) emotional blunting on 
admission, 5) premorbid social adjustment, 6) pre- 
morbid work adjustment, and 7) premorbid schizoid 
personality (16-18). A series of correlations was ob- 
tained between each of these prognostic variables and 
both FRS and the overall psychotic symptoms index. 

The results indicated that FRS at the postacute stage 
were not predicted by any of these prognostic vari- 
ables. All of these correlations were very low and sta- 
tistically nonsignificant. The absence of a relationship 
was also observed between these prognostic variables 
and the overall index of psychotic symptoms. There- 
fore, these data indicated that major prognostic indices 
used by Vaillant, Stephens, and others did not appear 
to be predictive of the occurrence of FRS after the 
acute stage. nor, for that matter, was there a strong 
relationship between these prognostic indicators and 
any type of psychotic symptomatology at the post- 
acute stage. 


DISCUSSION 


After combining the results from several substantive 
areas of investigation. we question whether FRS are 
more important than any other psychotic features in 
schizophrenia. 

With regard to prevalence, our data indicate that 
Schneider's FRS occur more frequently in schizo- 
phrenic than in nonschizophrenic patients at the post- 
acute stage. This suggests that these symptoms are 
likely to persist over time for select patients and thus 
show a moderate degree of continuity over the long- 
term course of the disorder. The fact that some of our 
preliminary indications suggest that FRS may tend to 
be more prevalent among chronic and paranoid schizo- 
phrenic patients could offer some limited evidence 
supporting the utility of FRS, providing that this trend 
continues to hold up. However, FRS were not very 
common in the present sample of young adult schizo- 
phrenics, and, in addition, when psychotic symptoms 
of any type were present at the postacute stage, these 
psychotic features frequently were not FRS. 

The comparison of the relative discriminating power 
of FRS and other psychotic symptoms indicated that 
FRS after the acute phase offer no more powerful dis- 
tinctions between patients diagnosed schizophrenic 
and nonschizophrenic at the time of the index hospital- 


‘ization than a variety of other combinations of psy- 


chotic symptoms. Therefore, there does not seem to 
be an apparent advantage in Schneider’s system com- 
pared with other systems based on alternate combina- 
tions of psychotic symptoms in discriminating schizo- 
phrenic from nonschizophrenic patients at the post- 
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acute stage. This finding coincides \. 


observation by Carpenter and associates . 


data collected at the time of index hosr: ; 

In regard to major prognostic indicate: ; 
suggest that FRS at the postacute sias. 
formly predicted by either good or p: 
signs associated with premorbid histor: 
istics of the onset of illness. 

Regarding major characteristics ot ¢ 
tioning, the correlations suggested thi:! 
postacute stage are not more strongly a» 
poor functioning than are other combir. | 
chotic symptoms. This result compleme. 
Carpenter and associates (2, 27) on te i. 
at the index hospitalization to predici at... 
years subsequently. ie 

These data further challenge assur pi.. 
about the theoretical and practical ut: 
der’s diagnostic system as a decisive bes. 
nosis of schizophrenia. It is well knowr 
diagnostic procedures currently pres. 
country are broader in scope than mo. `: 
nostic systems in wide use elsewhere. v £. 
clude Schneider's system. Given the ce . 
lem of varying criteria for the diagnosis . 
nia, a crucial question is which s>- 
effective in delineating important chai.. 
as prognosis, clinical course, and ov'tc:: 
FRS may offer potential advantages .a 
bility of symptom assessment and re’ z. 
sis, at present the evidence is insuffic ic: 
whether a broad or a narrow definitio: <> 
nia is preferable. We have attemptec i 
to this problem in this research by 5 
DSM-II-diagnosed schizophrenics with . 
up and comparing them with a samp } & 
ics with a broader range of psychotic s, 
low-up. We have used key indices tra 
independent of symptom criteria. Thus. 
of measures of outcome functioning in 
results have consistently indicated 
samples of schizophrenic patients de 1. 
clably from each other in nonsymptor> 

Overall, the results indicate a fev. 
which suggest that FRS may be slg-. . 
other diagnostic systems based on p>. 
toms. These include preliminary indic:: . 
may be slightly more prominent i . 
phrenics, a beginning trend that recu: . . 
stantiation with a larger sample. The « 
dicate a number of findings suggesting . t 
diagnostic system is not superior to vi 
approaches. When these findings are v. 
our study of FRS at the postacute siaz: 
vide compelling evidence for the 
fectiveness of Schneider's diagnostic > 
are traces of potentially positive findi? =. 
considered in total this system fails to : ‘ 
vantages over parallel systems based ci 
nations of psychotic symptoms. 
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Hyperkinetic/Aggressive Boys in Treatment: Predictors of Cli i: a! 


. Response to Methylphenidate 


BY JAN LONEY, PH.D., ROBERT J. PRINZ, ED.S., JOEL MISHALOW, M.A., AND JESSE JOAD `.. 


Data on &4 nonretarded boys aged 6-12 with the 
hyperkinetic/MBD syndrome were drawn from a 
comprehensive, longitudinal investigation in the 
interest of identifying factors that contribute 
significantly to variation in clinically rated 
improvement during treatment with methylphenidate. 

, The size of the multiple correlation (R=.50) indicates 
that 25% of the variation in the children’s response to 
methylphenidate is jointly predictable from age at 
referral, degree of perinatal complications, and score 
on the hyperactivity factor. The authors discuss 
stepwise multiple regression analysis as the method of 
choice in drug response prediction studies and the 
possible effects on the results of such studies of 
differing definitions of improvement. 


EXPERIENCE. CLINICAL LORE, and reports of con- 
trolled studies have led many physicians to prescribe 
CNS stimulant medication as the initial and primary 
treatment for the child diagnosed as having hyper- 
kinetic reaction or minimal brain dysfunction (HK/ 
MBD). There is little doubt that stimulant medication 
has at least a short-term positive effect on the behavior 
of a certain percentage of hyperactive children. At 
times the behavioral effect is dramatic, with a marked 
reduction in activity level and fidgetiness, a lengthened 
attention span, etc. However, HK/MBD children do 
not form a homogeneous group. and it ts well docu- 
mented that stimulant medications are not equally ef- 
fective in the management of all cases. Recently cited 
examples of the overuse and misuse of these drugs (1) 
and studies describing their potentially dangerous side 
effects (2) remind us that scrupulous attention must be 
focused on the question of who is to receive such med- 
ications. 

Predicting the response of hyperkinetic children to 
stimulant medication has been a small but significant 
issue in the literature (3-5). It is apparent that this 
body of research is in considerable disarray, with 
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some predictive factors operating inconsisic ii a: dc: 
times in opposite directions from one stuc} +: Of ‘el 


This is probably due at least in part to th: u oae ou 
definitions used to select treatment samr >œ; eiro- 
geneity of drugs, dosages, and lengtf$ c` tron 
time employed; variations in design and c91 9 on se 
dures; and differing criteria considered tor: 's 
provement (3). 

Although certain possible predictors arè i n .d- 


c m 


vanced (e.g., “organicity™ or attention def. » tl re 
are few cross-validation data. Furthermer’ ‘fo iva- 
tionships found between predictor and out. mai vari 
ables, even when Statistically significant. « e anly 


more than “‘modest” in size. Thus, as * 2 e 6} 
noted, ‘‘to date no basis exists for predicting ©. hi: a 
specific hyperactive child will benefit from + ¢ m r- 
vention, or for determining which medicaii > H oe 
most effective and what the minimum effect + +b ss. ve 
is for him.” 

The present study was stimulated by ar = eo st n 
identifying factors that contribute significun.| : vii l- 


ation in clinically rated improvement among E < 11. 
boys during a treatment trial of methylphen< á’ 
METHOD 

The lowa HABIT project (Hyperkinetic ^t w sr 2 
Boys in Treatment) is a comprehensive. lo: & i ! 
investigation of the hyperkinetic/minimal r 1 l5 
function syndrome. The data to be consid: ¿d e> 


were drawn from a part of the project that icc s «3 
information contained in outpatient medici c u 
routinely maintained by the University of fev: ali. 
Psychiatry Service. 


Subjects c 
Of all 4- to 12-year-old boys seen for otatpat.t i. ag 
nostic evaluation by the University of lowa C? d 
chiatry Service between January 1, 1967, and ¢ cri n 
ber 1, 1972, 482 had not been treated with drus w u` 
the previous 6 months. Sixty-two percent ` - X% 
were recommended by senior psychiatrists fo: ac la 
of cerebral stimulants because their history eri = 


\ 

tom picture suggested minimal brain dysfunc’ 4 7°, 
Of these 300 boys, 59 were excluded from the! 4. 1% 

project sample because either their tested 1 y rm 

less than 70 or they were suffering from periph `> n 


PREDICTORS OF RESPONSE TO METHYLPHENIDATE 


N 


sory loss, major psychosis, epilepsy, cerebral palsy, or 
unequivocal brain damage. 

The HABIT sample was further limited to boys 
whose drug treatment had been initiated and followed 
by staff psychiatrists and/or psychiatric residents of 
the Untyersity of Iowa Child Psychiatry Service. Sub- 
jects were included only if drug treatment had started 
within 6 weeks of the day of the outpatient evaluation 
and at least one treatment progress note had been 
placed in the medical record before termination of 
drug treatment, addition of other drugs or therapies, or 
referral to a local physician for drug follow-up. 

Application of these exclusionary criteria resulted in 
a sample of 135 boys. This HABIT group includes 
boys from both rural and more urban areas of Iowa 
and several sutounding states, and 98% of the sample 
is white, a figure similar to that for the lowa general 
population. The families’ Hollingshead and Redlich (8) 
socioeconomic classes were as follows: I and H, 21%; 
HI, 33%; IV, 26%; and V, 20%. Of the 135 boys 95 
(70%) were given an initial diagnosis of hyperkinetic 
reaction of childhood (DSM-I/, 308.0). 

Before we performed the analyses that will be de- 
scribed, a more homogeneous subsample with minimal 
amounts of missing data was formed by selecting boys 
who were 1) between 6 and 12 years of age at the time 
of the outpatient evaluation, 2) living in intact families 
(i.e., both a mother and father figure present in the 
home) at the time of referral, 3) placed on methyl- 
phenidate within 6 weeks of the outpatient evaluation, 
and 4) between 12 and 18 years of age at the time of 
subsequent 5-year follow-up (9). The resulting sub- 
sample consisted of 84 boys whose average age at re- 
ferral was 9.2 years. The mean full scale IQ of the 61 
who were given the Weschsler Intelligence Scale for 
Children at referral was 101.08 (SD= 15.18, range= 72- 
139). 


Diagnostic and Treatment Procedures 


+ 


The initial outpatient diagnostic evaluations were 
scheduled one per morning and supervised by which- 
ever of two senior psychiatrists was assigned to the 
day in question. The supervising psychiatrist presided 
over an afternoon meeting at which the psychiatric 
resident and the outpatient staff members (social 
worker, psychologist, and educational consultant), 
who had assessed the child and his family that morn- 
ing, presented verbal accounts of the psychiatric inter- 
view and physical-neurologic findings, social-develop- 
mental history, psychological and educational test re- 
sults, the school report, etc. 

The senior psychiatrist was responsible for making 
the psychiatric diagnosis, prescribing a course of treat- 
ment, and dictating a lengthy staff summary. The resi- 
dent and each of the outpatient staff members dictated 
a detailed narrative report of their interactions with 
and impressions of the child and/or parents; these 
were also typed and placed in the child’s chart as the 
* medical-psychiatric summary, the social summary, the 
psychological report, and the educational report. 
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After the staff evaluation, most cases were assigned 
to the psychiatric resident for drug regulation and fol- 
low-up. Medication levels were determined clinically. 
The maximum daily dosage of methylphenidate dur- 
ing the treatment period ranged from 5 to 85 mg 
(mean= 37.5). 


Predictor Variables 


Symptom severity at referral. Among the variables 
that have been assessed (9) are ratings of each child by 
two judges on the severity of primary (central) and 
secondary (resultant) HK/MBD symptoms (10-12). A 
pair of advanced graduate students in school psycholo- 
gy independently reviewed the staff, medical, and so- 
cial summaries and psychological and educational test 
reports for each child and then rated on a 5- or 6-point 
scale the severity and/or frequency of 6 primary symp- 
toms (hyperactivity, fidgetiness, inattention, judgment 


deficits, negative affect, and uncoordination) and 4 ` 


secondary symptoms (aggressive interpersonal behav- 
ior, compulsivity, self-esteem deficits, and control 
deficits). The effective rater reliabilities (13) for the 
symptom ratings ranged from .73 to .92. For analysis, 


the two judges’ ratings were averaged to produce a | 


composite severity score for each child on each symp- 
tom. 

In another study, Loney and associates (14) per- 
formed a principal axis factor analysis and identified 
two relatively independent factors in these judges’ 
chart ratings of primary and secondary symptoms at 
referral. The first factor, which accounted for 44.6% of 
the factor variance, consisted of negative affect (e.g., 
excitability, irritability, low frustration tolerance), ag- 
gressive interpersonal behavior (e.g., bullying, fight- 
ing, refusing to mind), and control deficits (e.g., delin- 
quent acts, evasion of rules). The second factor, which 
accounted for 23.4% of the factor variance, consisted 
of hyperactivity (e.g., always on the go, overactivity, 
restlessness), inattention (e.g., inability to concen- 
trate, distractibility, forgetfulness), and judgment defi- 
cits (e.g., immaturity, impulsivity). These two factors, 
labeled aggression and hyperactivity, respectively, are 
used in the present investigation as the two measures 
of symptom severity at referral. 

Parenting styles. Among the family variables that 
have been assessed (9) are ratings of each parent by 
two independent judges on 9 parenting variables. The 
same set of chart summaries and reports was used to 
make both the parent ratings and the symptom severi- 
ty ratings, but the judges in each instance were a dif- 
ferent pair of advanced graduate students. The parent 
rating variables included separate 7-point ratings along 
both the love-to-hostility and autonomy-to-control 
parenting style dimensions (15). The effective rater re- 


v 


liabilities (13) for the parenting ratings ranged from .51° 


to .83. Again, for each dimension the two ratings for 
each parent were averaged to produce a composite 
score. 

Neurologic and perinatal status. The child’s age and 
a synopsis of the psychiatric resident’s neurologic and 


Am J Psychiatry 135:12, December 1978 


l 


physical findings as detailed in the medical summary 

. were retyped. The content of these synopses varied, 

. but they included such presumably salient material as 
observations of fine and gross motor movement and 
tests of synkinesia, graphesthesia, tandem walking, 
cranial nerves, alternating motion rate, postural reflex- 
es, etc. (16). Based on these synopses, two faculty 
members (a pediatric neurologist and a pediatrician/ 
child psychiatrist) independently rated soft signs of 
neurologic impairment on a 5-point scale. 

Similar independent ratings were made by the pedia- 
trician/child psychiatrist and an obstetrician/child psy- 
chiatry resident based on a separate synopsis of the 
narrative summary of perinatal events as reported by 
the mother (e.g., mother’s reproductive history, de- 
tails of pregnancy and delivery, child’s condition at 
birth). 

The effective rater reliabilities (13) for these two sets 
of synopses were .83 and .89, respectively, and com- 
posite ratings were again used for each. 

Socioeconomic status. In devising a measure of so- 
cioeconomic status (SES), a preliminary factor analy- 
sis was used to reduce by empirical means a relatively 
large set of conceptually similar variables to a smaller 
group of more or less independent dimensions that 
would account for most of the variance in the data set. 
The variables that loaded on the single resultant SES 
factor and that were therefore used to generate an SES 
factor score for each child were father’s education (8, 
17), mother’s education, father’s occupation (8, 17), 
family income, and psychiatric fee. Three categories 
constituted the psychiatric fee variable: private or full 
fee, clinic or partial fee, and state (i.e., indigent) or no 
fee. 

Selection of predictors. Based on considerations of 
completeness, reliability, saliency, scope, and parsi- 
mony (18). the final list of 11 variables selected as po- 
tential predictors of drug response was age at onset of 
referral problem, age at referral, perinatal complica- 
tions rating, neurologic signs rating, aggression and 
hyperactivity factors, SES factor, and ratings of the 
mothers and fathers on the love-to-hostility and auton- 
omy-to-control parenting dimensions. 


Criterion Variable 


All of the children’s study charts contained at least 
one medication progress note. Many of these were 
written summaries by a physician or social worker of a 
verbal account of positive, negative, or no change ob- 
tained from a parent, teacher, or local professional 
person. Many other progress notes were written sum- 
maries of behavioral observations of and interviews 
with the child during a return visit to the clinic. Other 
progress notes took the form of letters from the child’s 
parents or teachers reporting on his condition, letters 
from a staff person to the child's school or local physi- 
clan. repeated educational and/or psychological test 
reports, etc. 

The project secretary removed from each progress 
note any reference to the patient's name, age. or grade 
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in school; the names of all staff persons inv hi do th 
case; and any information indicative of sc. >G Oromi 
class, parent-child relationship, or other . 7s les hy 
pothesized to be related to improvement F: citi 
set of over 800 amended progress notes \. +. e! re 
typed, 1 per page, and placed in random o le Fach 
note was independently rated on a 5-point r. 35° to 
medication scale (19) by two experienced “ic ioc ab 
cians. The progress notes were then replat © > otk n- 
poral sequence for each child, and anoveral m o g- 
ment rating was independently assigned toc x 
by the two raters. Progress notes from anis ‘yr eof 
6.8 months of treatment with methylphenil. < +e oc 
rated for each child. Effective rater reliabilitic: 1. ft- 
these drug response measures ranged from .3. i 9 


and composite ratings of each measure we, 2 /e 
for each child. 
A factor analysis was used to reduce empiri: 5 h 


set of several measures of medication response. e> th 
of treatment, dosage, and side effects. Six rè? w s 
measures loaded on the single resulting fac « ic 
were therefore used to generate for.each chi: a 2- 
sponse to medication factor score that served >~; œe 
criterion variable. These 6 measures were the {i i - 
sponse to medication, the first response to the 11 4. t 
dose, the highest rated response, the last respor 2 ‘> 
medication, the mean response over the first 3 mo ik- 

and the overall response. 


RESULTS AND DISCUSSION 


Three of the 11 predictors correlated significi1 ‘y 
with the response to medication factor score: ag: i 
referral (r=.36, p<.001), perinatal complicat.. s 
(r=.25, p<.05), and the hyperactivity factor (r- i 
p<.10). The stepwise multiple regression analysis + 
predict drug response took these 3 predictors. in ` 
der, to produce a multiple correlation of .50, indicat t 
that 25% of the variation in children’s response ! 
methylphenidate is jointly predictable from age ati: 
ferral, degree of perinatal complications reported | \ 
mothers, and scores on the hyperactivity factor. 

The fact that age is an important predictive variahi - 
is puzzling. The child who ts referred at an older ag: 
apparently differs from the younger child in a way tha 
affects his response to methylphenidate. The appear 
ance of the hyperactivity factor as an additie@nal inde- 
pendent predictor in the analysis indicates that the 
way in which the older child differs is net simply that 
he is more hyperactive. There is some evidence that 
important aspects of HK/MBD children’s problem be- 
havior tend to diminish naturally with age (20), thus 
raising the possibility that the association found here 
between age and improvement is artifactual. 

Some previous investigators (21, 22) have reported a 
relationship between drug response and one or more. 
variables from a subset of ‘organic’ predictors. The , 
support lent to the hypothesized connection between 
organicity and drug response by the appearance of 
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senna complications in the present prediction equa- 
tion must be balanced against the nonappearance of 
the more direct assessment of neurologic signs. 

The least important of the 3 significant predictors of 
drug response in the present study 1s the hyperactivity 
factor, an unweighted sum of the child’s standard 
scores on the symptom ratings of hyperactivity, in- 
attention, and judgment deficits (impulsivity). Its ap- 
pearance as a predictor is compatible with a con- 
nection between inattention and drug response recent- 
ly hypothesized by Barkley (3). 

Although a well-known study by Conrad and Insel 
(21) linked parent characteristics and drug response, 
we found no parenting or SES predictors of response 
to methylphenidate. Further, the child’s degree of ag- 
gression did fét influence drug response. This study 
thus does not provide a basis to advocate withholding 
drug treatment in the belief that environmental and 
symptomatic complications preclude good response. 
On the other hand, the fact that older children in this 
study responded better to medication than younger 
ones means that those practitioners who would opt for 
the use of CNS stimulants as a “‘last resort’’ should 
find nothing in these data to dissuade them. 

-Few investigators seeking to identify possible pre- 
dictors of HK/MBD children’s responses to stimulant 
drugs have used the stepwise multiple regression 
method, although it has several appealing features that 
probably make it the method of choice. Like ordinary 
two-variable linear correlation (Pearson r), this tech- 
nique enables one to identify independent variables 
that are correlated with (i.e., that predict or contribute 
to variation in) the dependent variable. Unlike ordi- 
nary correlation, however, stepwise multiple regres- 
sion enables one to assess the relative importance of 
each of the independent variables in terms of the spe- 
cific amount of variance in the criterion variable for 
which it independently accounts. In the present analy- 
sis, for example, one can conclude not only that scores 
on the hyperactivity factor predict scores on the re- 
sponse to medication factor but also that 1) the hyper- 
activity factor is a relatively less important predictor 
than age at referral or perinatal complications, and 2) it 
makes a predictive contribution independent of both 
age at referral and the perinatal complications ratings. 
Because the addition of the hyperactivity factor in- 
creases the multiple correlation from .44 to .50, it is 
also possgble to conclude that the hyperactivity factor 
accounts independently for only .36% of the variation 
in scores on the response to medication factor. Since 
response to stimulant drugs 1s probably multiply deter- 
mined, the continued use of stepwise multiple regres- 
sion or other multivariate methods (23, 24) holds con- 
siderable promise. 

Although correlational data do not allow the identifi- 
cation of cause and effect, the three independent vari- 
ables in this study (perinatal complications, age at re- 
ferral, and severity of hyperactivity) could plausibly 
” be considered actual precursors of drug response. One 
could in fact use a multiple regression equation to pre- 
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dict in advance of prescribing medication a precise rat- 
ing for a given child on a medication response scale, 
and one could base the decision to initiate or to with- e 
hold medication on the value of that predicted rating. 
Of course, careful derivation and cross-validation of 
any such predictive equation would be necessary. 
Those who believe that there are no significant risks in 
using medication might argue that such a predictive 
approach is not even needed; all that is required is to 
initiate a drug trial and to observe response. Given the 
modest size of the multiple correlation in the current 
study and the likelihood of its shrinkage on cross-vali- 
dation, the clinical utility of these three identified pre- 
dictors 1s probably limited. An identical point could be 
made concerning other predictor variables proposed to 
date (21, 22); their present interest is more theoretical 
than practical. 

The current study used a global response to medica- 
tion score derived retrospectively from contemporary 
narrative progress notes. This approach has disadvan- 
tages that operate to reduce the reliability and, con- 
sequently, to compromise the validity of the findings. 
The data are less objective, focused, and systematic 
than one would wish, and they are filtered through the 
multiple perspectives of parents, teachers, treating 
physicians, and raters. For these reasons, one might 
consider the present results as generating hypotheses 
about predictors of response to methylphenidate 
rather than as identifying predictors. However, these 
data are derived from exactly the sort of global re- 
sponse information that clinicians routinely collect and 
use in assessing effects and titrating dosages of medi- 
cation. To this extent, the findings here should reflect 
predictions that could actually be made in similar set- 
tings. 

Much of the difficulty in arriving at a settled opinion 
on the predictors of response to CNS drug treatment 
arises from difficulties in defining response. Some in- 
vestigators, for example, have used an initial response 
or improvement measure, while others have employed 
a longer-term response or outcome measure. Initial re- 
sponse or improvement tends to be framed in self-rela- 
tive terms (‘He is more attentive than he used to be’’) 
or derived from change scores. Long-term response or 
outcome tends to be expressed in terms of severity 
(‘He is quite attentive’’) or in terms of the hypotheti- 
cal norma! child (“‘He is more attentive than most’’). It 
is one thing if an improved child is one who merely has 
less of a problem than he used to have and quite anoth- 
er if he is one who has less of a problem than others 
do. As the work of Weiss and colleagues (25) has re- 
cently suggested, the connection between early re- 
sponse to treatment and condition at follow-up is far 
from simple or strong. In addition, improvement mea- 
sures based on symptom severity may yield different’ 
results from improvement measures based on behav- 
ioral frequency. 

There appears to be a tendency for the more severe- 
ly hyperactive child to be rated as having a better re- 
sponse to medication. This might mean 1) that the - 
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more severely hyperactive child actually responds bet- 
eter to medication, 2) that what improvement he does 
show is merely more discernibly different from his pre- 
vious high rate of hyperactive behavior than is an 
equal improvement in a child who was less severely 
hyperactive or more variable before treatment, or 3) 
that high hyperactivity scores are simply more likely 
to display a statistically artifactual regression to the 
mean which would be mistaken for improvement. Few 


studies to date have attempted to disentangle these 
possibilities. 
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TheGroup Psychotherapy Dropout Phenomenon Revisited 


BY LESLIE M. LOTHSTEIN, PH.D. 


In this two-year study, patients referred for group 
therapy were extensively screened and carefully 
prepared for the therapy. In spite of this effort there 
was a 29% dropout rate after group therapy began. All 
of the therapists reported that they disliked the 
patients who dgopped out, and many of these patients 
were seen as hostile toward the therapists. The author 
suggests that for many groups the dropout 
phenomenon may be basic to the establishment of 
group cohesiveness and that instead of trying to 
prevent or reduce the dropout phenomenon, efforts 
should be directed toward reconceptualizing the more 
positive aspects of it. 


THE DROPOUT phenomenon, which is reported to oc- 
cur during the early phases of group therapy, has been 
recognized as an important obstacle to group forma- 
tion (1-3). In a classic study of group therapy drop- 
outs, Yalom (4) reported a 36% overall dropout rate 
during the initial phase of group therapy. He attributed 
the dropouts to nine factors, one of which, the pa- 
tient’s lack of orientation to group therapy, played a 
key role. Regardless of the therapeutic approach to 
group therapy, the dropout rate seems to average 
about 30%, with a range of 25% to 50% (S, 6). A pa- 
tient’s premature termination of group therapy can 
pose a significant problem for group formation; Yalom 
(4) has suggested that adequate patient preparation for 
group therapy be employed to prevent or reduce this 
phenomenon. 

Although preparing patients (and therapists) for 
group therapy is well recognized as an important fac- 
tor in preventing or reducing early dropouts, it is a dif- 
ficult task even for the experienced therapist (7-9 and 
Lothstein'). The techniques of pregroup patient prepa- 
ration (PGPP) vary considerably and include having 
patients disten to tapes of group therapy sessions (10), 
providing written literature about groups (11), and 
conducting pregroup individual sessions (8) and pre- 
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therapy group sessions (12). What these PGPP tech- 
niques have in common is the underlying philosophy 
that dropouts should be discouraged and that one can 
prevent or reduce the dropout phenomenon by in- 
troducing clarity, structure, goals, and certainty and 
by reducing ambiguity in the early phases of group 
therapy. 

While group therapy researchers have looked for 
ways to prevent or reduce the dropout phenomenon, 
no one has seriously considered some of the positive ` 
aspects of this phenomenon. It is my aim in this paper 
to show that the dropout phenomenon has not been 
fully understood and that future research to prevent or 
reduce dropouts should be reconsidered. The findings 
suggest that the dropout phenomenon may serve a 
positive clinical function for increasing the integrity of 
the group while consolidating group cohesiveness. 

When I first began my investigation of the dropout 
phenomenon, I hoped to empirically demonstrate that 
a structured group therapy training program could pre- 
vent or reduce early dropouts by employing a combi- 
nation of intensive trainee supervision and course 
work around the problems raised in the initial phases 
of forming a group. Because of the large effort to pre- 
vent or reduce dropouts, it was surprising to learn that 
approximately 30% of the patients still dropped out of 
the groups. The findings presented here should be of 
interest to group therapists who have taken the inevi- 
table 30% dropout rate too personally. 


THE STUDY 


The results reported here stem from a two-year 
study of group therapy dropouts at Case Western Re- 
serve. Fhe patient population was drawn from Cleve- 
land’s diverse urban community and was a hetero- 
geneous group with respect to social, economic, eth- 
nic, racial, and educational backgrounds. The study 
was designed to determine whether the dropout phe- 
nomenon could be controlled through a combination of 
factors introduced into the training program. Ad- 
vanced trainees with diverse educational, vocationąl, 
and theoretical backgrounds were enrolled in the pro- 
gram. The student therapists reflected a spectrum of 
trainees found in most training centers and included 
three psychiatric residents, nine psychology interns, 
two social workers, and two staff psychologists. The 
theoretical orientation of the group reflected a combi- 
nation of approaches, but the primary focus was on 
expressive-dynamic group psychotherapy. 
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All of the trainees were required to participate in a 
2'h-month seminar that focused intensively on the 
* PGPP interview. A standardized PGPP interview was 
°” introduced.” Guidelines for PGPP interviewing were 
established, and the trainees observed the director of 
the training program interview prospective group pa- 
tients using the PGPP method. In addition, all trainees 
were provided a minimum of | year of supervised 
group therapy experience (using cotherapy teams) and 
an option to participate in a continuing awareness 
group for group therapists. 


Pregroup Patient Preparation Interview 


In the PGPP the patient is systematically oriented to 
group therapy by means of a standardized interview 
technique in which three main areas of inquiry are pur- 
sued: educative, sensitizing, and evaluative. These 
areas describe predetermined functions, rules, and 
procedures that the therapist subscribes to during the 
PGPP interview. Within each of the three areas of in- 
quiry there is an inventory of questions to be asked of 
the patient (a total of 27 questions). Although each of 
the three areas of the PGPP interview may be logically 
distinguishable from the others, in reality they are in- 
termixed and during an interview may be in- 
distinguishable. 

In the educative part of the interview the group ther- 
apy contract is spelled out, and the patient is provided 
with important information about the pragmatics of the 
group therapy offered. These procedures provide the 
patient with a reality base with which to assess his or 
her therapeutic expectations and demystify group 
therapy. 

In the sensitizing part of the interview the therapist 
helps the patient to confront and work through his or 
her expectations, fears, concerns, anxieties, hopes, 
and ambivalence about entering group therapy. In ad- 
dition, the patient's interpersonal skills and styles are 
explored along with his or her ability to empathize, be 
supportive, give and take, be assertive, and benefit 
from group therapy. 

In the evaluative part of the PGPP interview the 
therapist identifies the patient’s level of psycho- 
pathology, isolates the patient's primary defensive 
strategies, and assesses his or her strengths and weak- 
nesses vis-à-vis the other group members. Although a 
formal diagnosis is helpful, it is also important that the 
therapist assess the patient's interpersonal functioning 
and try to determine the effect he or she will have on 
other members of the group. 

The value of employing a standardized PGPP inter- 
view technique is that since all patients are similarly 
prepared for group therapy, it is easy to research the 
effects of patient preparation on other group measures. 
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Procedure and Findings 


Ninety patients initially assigned for 2< f m ay 


were interviewed by the director of the z« p M ap 
training program and were then assignec t | f o 
therapy groups for further evaluation ans . w k 
for group therapy. During this pericd © : °° Te is 
were intensively supervised around th. 

the initial phase of group therapy and iec:5 2 ¢ 2 
training on the problems raised durinz <` site 

Of the 90 patients assigned to groun i > 39 
eventually entered group treatment (an : 73° CoO 
rate of 47%). Of these 47 patients, 3] wer. os o» op 
16 were men (a ratio of approximate'y ’ id 
tion, there was almost a 4:1 white to inla.. o oi 
tio, with 37 white patients and 10 blagh : > > ` 
white patients consisted of an almost ca: TAS 
men and women, while all of the black . gi 
women. The average age was 22.7 yeais. - u Ñ 
women and 24.1 years for men). 

About 1f patients were referred toc > . ti 
groups. About 2 patients per group drennr: ` ie Re 
entering therapy (during their PGPPeinte ij. he 
another 2 per group eventually droppec . . n w 
tering group therapy (all but 1 ôf the drop... 5 ot on 
before the 12th session). It was found ith. .« k ie 
stabilize the patient groups at an average c í a. Se 
per group, a patient pool of twice that s'ze \ ae i 

In addition to the 47% dropout rate frit C p u 
group therapy referrals, there wasa20r 2. tte 
(N=13) once therapy began. None o° <>: © m 
contributed significantly to a large part E 
However, over 70% of the patients (N=54, . ane 
group treatment remained in it. This iig::: Ie 


than Koegler and Brill’s figure of 58% for. ' sẹ 4 
ric Outpatients who completed their treatm. > i as 


it is consistent with figures from other gr © ro 
research. 

The initial pregroup dropout rate may Fi: © r 2 
lated to initial selection criteria that wee. > >» | 
ciently stringent, but it is within the ex... es 
for group therapy. In the present sample. ‘>: r u 
to have a particularly difficult time stey ` i ae 
therapy. All of the black male patients. > > i 
during the initial evaluation phase. In adc : TE., 
male patients (N=8) accounted for 65% Goi - vw o 


dropped out after entering group therapy. + hkh. 
ings will be discussed below. 
All of the patients who dropped out ci ? fee 


entering the group or during the course o- Co) 
were interviewed by the director of thfp`> oo: , 

ther on the phone or in person (100% res: oo: ¢ ! 
each patient was asked to complete arc. - ¢ | 


questionnaire focusing on his or her react. = 
group therapy experience (40% response.. l. 1 
addition, all of the patients who completed ::. `> x 
apy filled out the same questionnaire, anda . |: 
the therapists were interviewed about the rc: : b > 
patients either not entering group therapy cr. è o» 
out of a continuing group. 
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GROUP PSYCHOTHERAPY DROPOUTS 


Fhe questionnaire included 18 direct questions (to 
be comNleted by the patient) relating to one’s overall 
group therapy experience. The pregroup dropouts who 
were interviewed on the phone were asked those ques- 
tions which related to pregroup patient preparation. 
The patients who dropped out before entering group 
therapy (i.e., during the evaluation interview) fell into 
two categories: those who requested individual thera- 
py (20%, N=8) and those who decided not to pursue 
treatment (27%, N=11). All of the patients who 
dropped out after entering group therapy reported that 
they had been adequately prepared for the group, and 
none of them requested additional treatment. Based on 
the patients’ questionnaire responses, there were no 
overt characteristics that distinguished the dropouts 
from the pattemts who remained in group therapy. 
However, based on the therapists’ reports, there were 
definite differences between these two groups. These 
findings will be elaborated below. 

Of all the patients surveyed who remained in group 
therapy, only 1 felt that she was not adequately pre- 
pared for the group. All of the others felt that they had 
received more than adequate pregroup preparation, 
and all of them reported that they felt positive about 
their group experience and would recommend group 
therapy to other patients. 


DISCUSSION 


In spite of a strong emphasis on pregroup patient 
preparation, there was a 29% dropout rate for the pa- 
tients who entered group therapy. Efforts to reduce or 
prevent group dropouts were initially deemed a fail- 
ure. The dropout rate seemed high given the fact that 
the outpatient clinic initially referred suitably moti- 
vated patients to the program, the program director 
evaluated the patients’ motivation and suitability, and 
the cotherapists further evaluated and then prepared 
the patients for group therapy. At first I wondered 
whether the extensive screening process might have 
accounted for the dropouts, especially the male drop- 
outs. However, the overall stability of the therapy 
groups compared with those several years earlier ruled 
this out. The group stability was attributed primarily to 
the effectiveness of the PGPP program. In this sense, 
preparing a patient for group therapy had an important 
effect on controlling the early dropout phenomenon, 
which may lead to group dissolution. 

Six of the 8 groups had a male and a female cothera- 
pist, and 2 of the groups had same-sex cotherapist 
teams (1 male and | female team). The type of therapy 
team did not affect the dropout rate. 

All therapists received extensive supervision on the 
PGPP interviewing, and only those patients deemed 
suitable for group therapy were assigned. In this way 
mitial questions of suitability for group therapy, de- 
"gree of psychopathology, and interpersonal styles and 
abilities had already been assessed by senior clini- 
cians, and some idea of a patient’s likelihood to benefit 
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from group therapy was assessed. In addition, all of 
the patients expressed a positive interest in obtaining 
group therapy during their initial outpatient evalua- 
tion. Thus some of the more formidable work had al- 
ready been carried out even before the cotherapists in- 
terviewed the patient. 

The overall composition of the patients who 
dropped out before the first session differed from that 
of the group entering therapy in only one aspect: all of 
the black men in the sample (N=6) dropped out before 
entering therapy. One factor that may have accounted 
for so many black men dropping out was the lack of 
any black therapists. It is also theoretically and practi- 
cally possible that the therapists and group members 
were racially biased and transmitted their values to 
these patients. However, the fact that black women 
remained in the group seems to preclude racial bias as 
a sole explanation for the dropout rate among black 
men. Although the therapists may have perceived the 
black men as more threatening and dangerous, none of 
them were dangerously impulsive individuals. It was 
puzzling that none of the black men requested alterna- 
tive treatment and that they were unanimous in the 
view that racial factors were not involved in their rea- 
sons for dropping out of group therapy. The phenom- 
enon has not yet been adequately explained. 

The fact that white men accounted for 65% of the 
dropouts (N=8) once group therapy began was also an 
intriguing finding. It is not known if this phenomenon 
is peculiar to our clinic or whether men are more 
stressed by the early issues of group therapy and need 
to be addressed in a special way. 

In reviewing the therapists’ explanations for why a 
patient dropped out of group therapy, the ideas of 
stress and fit occurred regularly. Therapists saw the 
initial period as quite stressful for some patients, who 
either became scapegoated by the group or withdrew 
because of a fear of involvement. Although the pa- 
tients’ reasons for dropping out focused on such fac- 
tors as no longer needing treatment and scheduling 
problems, the therapists focused on dynamic reasons 
for the dropouts. All of the therapists reported that 
they disliked the patients who dropped out, and many 
of those patients were seen as hostile toward the thera- 
pist. This finding suggested that there were some very 
clear characteristics that differentiated the dropouts 
from the patients who remained in therapy. 

It is well known that during the initial period of ther- 
apy, it is sometimes difficult to arouse patients’ hostile 
feelings toward the therapist. For some groups it ap- 
peared that the group’s therapist-directed aggression 
was being displaced onto the potential dropout, often 
in the form of not listening to the patient, being unsup- 
portive, interrupting the patient, or being generally un- 
concerned about the material the patient brought up. 
In some cases it appeared that the therapists may have 
béen supporting displaced aggression in order to en- 
hance their attractiveness as leaders. By confronting a 
patient’s resistance and expelling him, the leader may 
have been attempting to consolidate control over the 
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group by having other group members fearful of the 

therapist. Some leaders may unconsciously engage in 
- this ritual and may be acting out the group's hostility 
toward the patient, that is, doing the group's work 
while also acting out their own sadism. In a depend- 
ency group in which there is a patient need for a strong 
leader, the group members may actively support such 
a Strategy. 

Some of the patients who dropped out were able to 
express their disappointment that the therapists and 
other patients were disinterested and unsympathetic 
with them. When these issues were brought back to 
the group members. the patients’ disinclination to dis- 
cuss the matter supported the dropouts’ views. Fur- 
thermore, most of the remaining patients stated that 
the dropouts really did not fit into their group. 

In no group did the issue of a patient's dropping out 
arouse the feeling among patients of being on a sinking 
ship. Rather, the effects of the group's choice not to 
accept one or two patients seemed to consolidate a 
feeling of belonging and a sense of *‘we-ness’’ among 
group members that resulted in good group attendance 
and which. as Yalom (3) pointed out, is a “‘pre- 
condition of effective therapy.’ Because our training 
program focused on some of the more thorny issues of 
group solidarity. we did not experience the phenome- 
non of the high patient-therapist turnover that usually 
leads to a noncohesive group. 

In analyzing the results of the early group therapy 
dropouts, it was considered how the diversity of the 
therapists backgrounds and level of training, the use 
of cotherapists, and the inadequate handling of imme- 
diate countertransferance issues may have contributed 
to the 29% dropout rate. In addition to these factors, it 
was considered how the patients may have been in- 
adequately assessed or misdiagnosed or how some of 
the 9 factors related to group therapy dropouts reported 
by Yalom (4) may have been operating against us. 

Whatever explanations arrived at to account for the 
dropout phenomenon, one thing was clear: after the 
{2th session the group membership stabilized and the 
dropout phenomenon was no longer in evidence. At 
that point the most outstanding feature was the cohe- 
siveness of the groups. 

During the initial 12 sessions considerable stress 
was placed on the patients to deal with such issues as 
' belonging, acceptance, and inclusion. Every group 
went through an Initial period of turmoil in which the 
hostility among group members and the therapists led 
to the expulsion or sacrifice of a few group members. 
This process of expulsion or sacrifice helped each 
become a more cohesive unit in which a sense 
woSS Or ““we-ness’’ was acknowledged. The 
for group cohesiveness helped each group 
undaries and identity as a group. As each 
ned its potentialemembership and decided 
be included, the group established its spe- 
s a separate, independent entity that was not 
and dependent. Once a sense of integrity was 
2d by the members who had some control 
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over group membership, the boundaries ¢ ' 
were firmly established and therapy coulo 

Although some groups may develop a... 
cohesiveness without the need to sacrifice : 
is suggested that for many groups the d-) 
may be basic to the establishment of gro. , 
ness. Indeed, patients previously labelec : 
may actually serve an important function <. 
expression of group hostility. 

Instead of trying to systematically preve) 
the dropout phenomenon, we ought to be: 
ceptualize the more positive aspects of ií 
pist who confronts a patient’s initial res: 
tending the early meetings may, in add ‘tic: 
his or her role as therapist, in some case 
pating in a ritual of group expulsion anhu- 
acting out an important group funct:c> 
therapist’s reported fear of the group's d 5 
ing the early dropout period may, in Í. ci 
flect the therapist’s anxiety and guilt o». 
hostility toward the so-called dropout p.:: « 

These findings suggest that the 306% ci, 
student therapist-led group therapy m.y © 
ly preventable. The so-called dropouts m.. 
the victims of group forces of hostility a. < 
ness that we are only now beginning ty vv 
order to establish group boundaries, :: s. 
ness,” loyalties, and a sense of belcns. : 
araderle, some groups may have to ritu ai - 
one or two members. Unless this par. 
complished, there is probably little hess 
sense of cohesiveness will be establiske. 
group members. 
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FXmjlies and Hospitals: Collusion or Cooperation? 


BY HENRY T, HARBIN, M.D. 


The author describes the therapeutic problems that 
can arise on a family-oriented psychiatric inpatient 
service. The stress emerging from the therapeutic 
demands on and changes in the internal structure of 
the family may cause the family to seek to reestablish 
its internal equtlébrium by changing the hospital staff 
and structure at the ward level, department level, and 
the hospital administration level. These transactions 
between the hospital and families, which are complex, 
are extremely important to recognize because they can 
undermine the therapeutic process. 


. * 


AS WARD ADMINISTRATOR of a psychiatric inpatient 
unit, one of several in a psychiatric department that is 
part of a large university teaching hospital, I have de- 
veloped a family-oriented inpatient service. This ward 
has managed to involve over 90% of the families of 
inpatients in the hospital treatment program using a 
variety of methods. This intensive involvement of fam- 
ilies represents a new dimension for psychiatric hospi- 
tals and has consequently produced unique therapeu- 
tic problems. The details of how the inpatient staff at- 
tempts to change the family have been presented 
elsewhere.! In this paper the focus will be on how the 
family attempts to change the hospital staff and struc- 
ture at the ward level, the department level, and the 
hospital administration level. 

A review of the pertinent literature reveals a great 
deal of interesting work that unravels the intricate 
structure and function of psychiatric wards and mental 
hospitals (1~4). Most of these studies concluded that 
the hospital has a powerful influence on the behavior 
of inpatients. However, they did not focus to any sig- 
nificant degree on the interactions between the fami- 
lies of inpatients and the psychiatric staff. A few pa- 
pers have discussed some of the transactions between 
families and psychiatric staff (5, 6). However, I am un- 
aware of any Jiterature that primarily focuses on the 
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different mechanisms that families use to change the 
structure of hospital organizations. 

In the hospital being discussed the clinical team with 
direct therapeutic responsibility for the family consists 
of the psychiatric resident (the team leader), members 
of the nursing staff, and the social worker. These 
people. operate within a subsystem, i.e., the psychiat- 
ric ward of the hospital organization. The ward sub- 
system is constantly interacting with the other com- 
ponents of the hospital, and they are naturally influ- 
enced by any changes in the larger hospital complex. 
In the ward described here, the therapist (the psychiat- 
ric resident) of the identified patient 1s also the family 
therapist. 

The family of a psychiatric patient entering the hos- 
pital is often in a crisis emerging from a chronic con- 
flictive situation. Their usual expectation is that the 
hospital will take charge of and cure their sick mem- 
ber. They expect that this will be done with minimal 
effort on their part. When the hospital staff responds 
by placing certain therapeutic demands on the family, 
a unique and often stressful situation can arise. In ad- 
dition, when the patient begins to change, it necessari- 
ly upsets the status quo of the family. The family must 
change to deal with these new influences. 

As the family goes through these necessary changes, 
it may use a variety of mechanisms aimed at reestab- 
lishing a stable equilibrium. Some family members 
wish to prevent any modification of their internal 
structure, while others may hope to decrease the 
speed of the change process since they may fear con- 
sequent fragmentation. A mechanism frequently used 
is a maneuver by one or more family members aimed 
at influencing the behavior or attitudes of the therapist. 
As the therapist attempts to alter the patient’s behav- 
ior by changing his or her most important inter- 
personal context (the family), the family will attempt 
to alter the context in which the therapist operates. 
This can mean the psychiatric ward, the department 
within which the ward exists, the overall hospital ad- 
ministration, or the sociopolitical agencies that control 
the hospital. One of the family’s underlying 
that the therapist will withdraw his or her pr 
change or modify the therapy for either t 
patient or the family in such a way that tl 
continue to operate as usual (thereby m 
stable equilibrium). 

If the family is successful in significantly i 
or gaining control of the treatment team, the 
will find that he is operating in a system that 
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flexibility and freedom of action. This tends to lead to 
therapeutic failure because the family is then able to 
resist making necessary internal modifications of its in- 
dividual members or of its own structure. Attempts by 
family members of psychiatric inpatients or by desig- 
nated agents of inpatients to take control of the treat- 
ment process occur in many hospitals, but they seem 
to have been intensified and hence illuminated in the 
special ward discussed here. The struggles for control 
between hospitals and families usually take place cov- 
ertly and are not often articulated by either group; yet 
the way in which a hospital staff manages these actions 
by the family is crucial to the therapeutic outcome. 

Many different types of families use these mecha- 
nisms in order to avoid or minimize change. However, 
there are some common characteristics of the families 
that use these maneuvers most often. They can be cat- 
egorized as follows: middle and upper socioeconomic 
class families, parents of adolescents and young 
adults, and families in which the patient has a fairly 
dramatic or disturbing problem, e.g., violent out- 
bursts, psychotic and bizarre behavior, and suicidal 
behavior. 


TRANSACTIONS AT THE WARD LEVEL 


Families of psychiatric patients have the most con- 
tact with the ward staff, most frequently with psychiat- 
ric aides and least often with physicians and ward ad- 
ministrators. The most common type of maneuvering 
for control of the therapeutic process occurs at this 
level of the hospital organization. Some of the meth- 
ods that families use include involving nontherapist 
staff members (e.g., the activity therapist or house- 
keeping personnel) in family disagreements, attempt- 
ing to split the nursing staff from the physicians, form- 
ing coalitions with the lower administrative echelons 
(the aides) against the higher administrative echelons 
(the physicians or nurse chairman), forming coalitions 
with the higher administrative echelons against the 
lower echelons, and attempting to undermine the treat- 
ing physician's authority by going over him to his su- 
pervisor, the ward administrator. 

If successful, these actions can lead to fragmenta- 
tion of the treatment team, thereby decreasing its effi- 
ciency as a therapeutic agent. The last maneuver is es- 
pecially common: family members (usually the oldest 
or most authoritative) often appeal to the ward admin- 
istrator for special treatment. Resistance to therapy 
can take many forms, one of which is to attack the 
credentials and status of the psychiatric resident who 
is the primary therapist. 


The father of one 19-yearzold patient telephoned the 
ward administrator, apparently to obtain some data about 
a ward policy. Once his question was answered, he began 
to complain that he did not really understand the thera- 
pists recommendations to the family. The father com- 
mented on the therapist's “foreign accent and began to 
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suggest that he was nota very competent pn°s °.1 
some discussion the crucial issue surfaced: 

agreed with the therapist about the need ‘r 
to receive medication, and the father (ahos s j4 


fession related to medicine) wished to uv. o o 


over the prescription of medication te Pis >œ qe 
hoped to influence the supervisor of the ix. 
to intervene on his behalf in his daugh’ os: ` A 


Another common tactic is the forrizi. 
tive coalition with the nurse and phys ¢ .. 


tor of the unit, the highest echelon of ‘h. p oe 
cracy, in order to undermine the author” tp 
atric aide, the lowest echelon of the wir. b 


A male attendant had set firm limits i7 = 4 
the therapist) on a male teenage patient ae. ae 
ing out on the ward. The parents had w, k 
firm limits on their son at home and weeg its 
his complaints that the male attendant F a. \ 
abusive to him. The patient retractec P~ «os 
times and at one point said that he ta.. am 
theless, the parents, who were being p.e. 
family therapist (who was also the bo, `s ^ i 
more firm with their son, believed him 1°. 1 
ward administrators fire the aide. The rt ~, ì 
physician administrator were in an uros t 
cause they had two roles: that of supe \ 
peutic team and head of the ward admu is. Tr 
Their response was twofold: they we. 


charges, and if they found no evidence te s t 
ent’s view, they would attempt to limit it, 
out behavior so that they could conti'i. k 


therapy. They did this by trying to un zis 

of the parents’ anxiety, which was the 1 

change the way they handled their son wa s 
necessitate a change in the internal stre% 


Certain organizational characteris’ c> 
administrative structure make it vuln. oo 
lation by the family. One of these is 1> E 
archical arrangements frequently fourd : aa 
hospital. Henry (7) has described th. > ; 
pital as having a particular kind of u> í 
labeled multiple subordination: a typ:. 
ture in which personnel lower in the x 
erarchy have multiple supervisors sc t: 
clear-cut lines of authority. Henry pe ri. 
type of structure often leads to chat» > ab. 
because of the contradictory splits 13 i 


rectives given to subordinates. Whe >`- gl 
faced with conflicting messages from d ` `. 
sors, he or she may relinquish autoron, <b. 
overly dependent or may withdraw ax . e 
her own structure autonomous from the.. œ ov 
leadership. Indeed, this type of strici: + op 
on the ward level and can sometimes . S 
deficits in communicational efficiere.. coa.’ 
that this is similar to the kind of struc:. te 
that one observes in disturbed famtlics œ. In, 
treatment team usually attempts to esi! s u 
cut generational hierarchy in dysfune: =] f 
and to prevent the kinds of conflicting f 3; 9 
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two pargnts may be giving their offspring who is a psy- 
shine Waren: Naturally, the ward staffs ability to 
change a family will be compromised if its own struc- 
ture is fragmented and disjointed. A vicious cycle can 
be set up if the ward staff communicate contradictory 
messages to a family; it can encourage the family to 
respond with the kinds of self-protective maneuvers 
described in this paper, e.g., attempts to further split 
the ward staff. 


TRANSACTIONS AT THE DEPARTMENT LEVEL 


The next most frequent step that a family takes in 
order to decrease the pressure of changing its internal 
functioning is tf go outside the ward level to someone 
higher in the department bureaucracy in order to have 
the ward staff alter its policies or therapeutic actions. 
This usually occurs when the ward staff has been suc- 
cessful in maintaining a cohesive unit that the family 
was unable to split. The most common object for influ- 
ence is the next person in the administrative hierarchy, 
the director of all psychiatric inpatient units. Usually 
the family will call or see the director because of a 
seemingly legitimate complaint about the ward’s pol- 
icy, such as the need for the patient to stay longer in 
the hospital or some financial concern. There is often a 
covert message reflecting the family’s fear of the types 
of changes that are occurring in their own structure. 
This can be due to either the direct influence of the 
family therapy or indirectly to the changes that the pa- 
tient has undergone that necessitate a change in the 
family system. Sometimes the inpatient director refers 
the family back to the ward; at other times he may 
decide to allow the family to discuss the situation with 
him. If these moves are successful the family may 
calm down and continue to deal with their problems 
in the context of the ward’s therapeutic approaches. 

Another common tactic is for the family to contact a 
private psychiatrist affiliated with the department or a 
faculty member who knows the ward staff and ask him 
or her to intervene. Weintraub (8) has reported several 
cases of VIP patients whose private physicians were 
able to successfully intrude into the therapeutic free- 
dom of the ward staff. The family described in the fol- 
lowing vignette proved particularly resourceful in their 
attempts to mold the hospital bureaucracy. 

® 

The patient was a 22-year-old schizophrenic woman in a 
symbiotic rejationship with her parents. The upper middle 
class parents were accustomed to manipulating bureau- 
cratic structures. They were initially reluctant to enter 
family therapy because they felt they were not a part of 
their daughter's problems; however, they finally agreed to 
participate. After a few weeks the mother announced that 
she needed more therapy than she was getting and said 
that she was engaging a private psychiatrist, who hap- 


+ pened to be a senior psychiatrist in the department. This 


threw everyone including the ward administrator into con- 
fusion, sie this person was a dominant figure in the ad- 
ministrative,hierarchy. As everyone knew, this meant that 
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the mother could potentially have a powerful ally outside 
the influences of the treatment team. The situation worked 
moderately well until a struggle ensued at discharge, with 
the family therapist making certain recommendations and 
the mother refusing to go along with them, saying that she 
had the agreement of her private therapist. Naturally, the 
family therapist (the psychiatric resident) was hesitant to 
challenge the mother given the chance that she was cor- 
rect in interpreting her special alliance with the senior 
psychiatrist. Even though some clarification was even- 
tually reached after the ward administrator contacted this 
psychiatrist, there was a certain amount of harm done to 
the family therapy work. 


This example illustrates a weakness in the ability of 
a psychiatry department to remain unified vis-a-vis the 
family. This vulnerability is partly due to the presence 
of divisive ideologies among professional staff. In pre- 
vious studies Strauss and associates (9) have identified 
three types of ideologies in the psychiatric profession: 
the psychoanalytic, the sociotherapeutic, and the so- 
matic. They felt that these differences in professional 
ideologies can lead to considerable conflict and it is out 
of this arena that a specific treatment strategy 
emerges. In the above example there was a conflict of 
ideologies between the psychiatric resident (the pro- 
fessional subordinate in the administrative hierarchy) 
and the senior psychiatrist (the superior in the admin- 
istrative hierarchy). The resident was operating from a 
sociotherapeutic ideology with a family emphasis and 
the senior psychiatrist from a psychoanalytic ideology, 
with the result that neither strategy could be carried 
out in a consistent and thorough manner. 


HOSPITAL-LEVEL AND EXTERNAL 
SOCIOPOLITICAL AGENCIES 


Families occasionally attempt to go beyond the 
ward or department level to the administrator of the 
general hospital. Others go even further—to such out- 
side systems as the state or city government, the 
press, or the courts—in order to influence the thera- 
peutic process. The organizational structure of the 
hospital is complex, and there are certain aspects that 
make it vulnerable to the actions of a small system 
such as the family. Smith and Kaluzny (10) have de- 
scribed several competing organizational models that 
are represented within health care institutions. Most 
important is the bureaucratic/industrial model and its 
conflict with the professional model. The conflict be- 
tween these different types of organizational models 
leaves the hospital vulnerable to outside influences. 

Family members may come to the hospital adminis- 
trator complaining of the unavailability of a single 
room, impolite nurses, and so forth. The hospital ad- 
ministrators, who are usually operating under the cor- 
porate or industrial model, will probably react to the 
consumer complaint at face value and may see their 
responses necessary only in terms of maintenance of 
the organization. They may ignore what Smith and 
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Levinson (11) have called the instrumental functions 
of the hospital, which in this case would be the family 
psychotherapy. The physician/therapist, operating un- 
der the professional model, will stress the need for not 
allowing the family to act out and avoid changing it- 
self. However, if the family 1s successful in forming a 
coalition with the hospital administrator, the profes- 
sional and therapeutic goals may be minimized and 
lost. 

Some families, after failing in their attempts to 
change the hospital structure, will go to social agencies 
that govern the hospital. The family in the following 
vignette was particularly successful in gaining control 
of the treatment team’s attitudes in a very positive but 
powertul way. 


The wife was a psychiatric inpatient, and the husband 
was involved in marital therapy in the inpatient unit. At 
that time the air conditioning system was broken, and the 
husband (with some covert urging by the staff) decided to 
help the ward by trying to get it fixed. He had connections 
in the state governor's office and indeed managed to get 
the air conditioning system corrected (something that the 
ward administrator had been unable to do). The ward staff 
was extremely grateful for the husband's help. However, 
they had also become dependent on him because of his 
intervention, and this had the consequence of subtly limit- 
ing their ability to treat him as a patient. 


COMMENT 


From this example and the others, one can see that 
the hospital physician at the ward level must be aware 
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of the many ways in which family member. 


his freedom of action by altering the or : 


structure of the hospital. These transactic > 
the hospital and families are complex, tt. 
tremely important to recognize because t . 
dermine the family and individual psych»: > 
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Hiysjeria Split Asunder 
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BY STEVEN E. HYLER, M.D., AND ROBERT L. SPITZER, M.D. 


The authors present the proposed DSM-III 
classification of the traditional hysterical disorders, 
i.e., disorders that suggest physical illness but in 
which psychological factors are judged to be of 
importance. THe use of the DSM-III inclusion and 
exclusion criteria —physical mechanism explains the 
symptom, symptoms are linked to psychological 
factors, symptom initiation is under voluntary control, 
and there is an obvious recognizable environmental 
goal—are discussed in the differential diagnosis of 
somatoform disorder, factitious disorder, 
malingering, psychological factors affecting physical 
condition, and undiagnesed physical illness. 


THE PROPOSED draft of the American Psychiatric As- 
sociation’s Diagnostic and Statistical Manual of Men- 
tal Disorders (DSM-III) presents a new classification 
for the diagnosis of disorders that suggest physical ill- 
ness but in which psychological factors are judged to 
be of importance in the initiation, exacerbation, or 
maintenance of the disturbance. In DSM-H (1) many 
of these disorders were classified among the neuroses 
(e.g., hysterical, hypochondriacal, neurasthenic) or 
psychophysiologic disorders. In DSM-III conditions in 
which psychological factors are judged to be impor- 
tant, whether they are physical disorders, syndromes, 
or symptoms, are dissected and redefined according to 
certain fundamental distinctions. It is hoped that this 
will result in more reliable and valid diagnostic cate- 
gories, not merely new theoretical explanations. 


TRADITIONAL CONCEPT OF HYSTERIA 


Traditionally the concept of hysteria included the 
following four criteria: the disturbance suggested 
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physical illness, there were no demonstrable organic 
findings that explained the disturbance, there was pos- 
itive evidence that the disturbance was linked to psy- 
chological factors, and the disturbance was not symp- 
tomatic of any other mental or physical disorder. 

In the classical hysterical disorders an emotional 
conflict is converted into a physical symptom (hys- 
terical conversion) that is considered a direct ex- - 
pression of the underlying conflict. Such disorders typ- 
ically involve the voluntary nervous system and the 
sense organs. Among the most common classical hys- 
terical conversions are paralysis, paresthesia, deaf- 
ness, and aphonia. 

In DSM-H the hysterical disorders were dif- 
ferentiated from the psychophysiologic disorders, 
which involved either a recognized physical disorder 
with demonstrable organic findings (e.g., bronchial 
asthma) or a physical symptom (e.g., sighing). In both 
cases the physical disturbance is caused by emotional 
factors. 

The dichotomy between hysterical and psycho- 
physiologic disorder seems to work well when the pre- 
sentation is classical; it seems unlikely that anyone 
would make a mistake in the diagnosis of hysterical 
blindness or peptic ulcer. However, it is increasingly 
common to see atypical presentations in which these 
two categories are not adequate for describing the dis- 
turbance. Take the example of the person who seeks 
hospitalization by producing symptoms of physical 1l- 
ness, e.g., hematuria, by the deliberate ingestion of 
anticoagulants. It is clear that such a person has a 
diagnosable physical illness, yet the illness is initiated 
voluntarily. In the previous classification such a dis- 
order would be forced into the classification of hys- 
terical conversion, yet the nature of the disturbance 
has little to do with the strict definition of a con- 
version. Another example is the person who develops 
back pain as a consequence of an occupational injury 
and is thus unable to work. Even after the com- 
pensation issue is settled the patient continues to com- 
plain of pain, yet there is no known disease entity or 
mechanism that explains the bizarre pain the patiertt 
describes. What if it becomes obvious during therapy 
that the patient’s husband is now attending to her 
‘hand and foot’? What is this patients diagnosis? 
What about the person who from an early age reports 
recurrent and multiple somatic complaints for which 
medical attention is sought but which are apparently 
not due to any physical disorder? \ 
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TABLE 1 


STEVEN E. HYLER AND ROBI.: 


DSM-III Inclusion and Exclusion Criteria Used in the Differential Diagnosis of Symptom(s) Suggesting Physical Illness 


Physical Mechanism Linked to Psycho- 
= Explains the Symptom 


Classification a 


Somatoform disorders No 
Factitious disorders Variable 
Malingering Variable 
Psychological factors affecting physical condition Yes 


Undiagnosed physical illness Variable 


DSM-III] CLASSIFICATION OF “HYSTERICAL” 
DISORDERS 


Table | presents the DSM-III inclusion and ex- 
clusion criteria used in the differential diagnosis of 
mental disorders when the presenting symptom(s) sug- 
gest physical illness. 

“Physical mechanism explains the symptom” 
means that either the symptoms represent an accepted 
and diagnosable physical disorder or syndrome (e.g., 
angina pectoris, duodenal ulcer, epilepsy) or that there 
is a specific pathophysiological mechanism that ex- 
plains the symptom (e.g., vasovagal reflex for fainting, 
muscle tension for tension headache, muscle spasm 
for backache). 

“Symptoms are linked to psychological factors’’ in- 
dicates that the clinician believes that there is a recog- 
nizable temporal relationship between the presence of 
specific psychological factors or an emotional conflict 
and the onset or regular occurrence of the physical 
symptom. Often the individual may not be aware of 
the role of psychological factors. An example is the 
individual who becomes nauseated and vomits regular- 
ly prior to sexual intercourse. 

“Symptom initiation is under voluntary control” 
means that either the individual simulates the symp- 
tom, e.g., feigns the typical pain of a myocardial in- 
farction, or initiates the process that results in the 
physical symptom, e.g., takes crystalline sodium war- 
farin (Coumadin), which leads to hematuria. The fact 
that the individual may claim that he or she cannot re- 
frain from engaging in the behavior that initiates the 
physical symptom does not rule out its voluntary pro- 
duction. Although the individual may deny the volun- 
tary production when confronted with evidence of 
such behavior, the clinician is justified in assuming 
voluntary production because of the nature of the pre- 
sentation. The accidental production of symptoms is 
usually ruled out by the repeated occurrence of the 
symptoms. 

“Obvious recognizable environmental goal’ in- 
dicates that the examiner must make the determination 
as to whether the symptom production is in pursuit of 
a goal that is obviously recognizable, using a knowl- 
edge of the environmental circumstances rather than 
the individual's psychology. Examples of such goals 
include monetary compensation, evasion of justice, 
and avoidance of conscription. These are obvious and 


Symptoms Are Symptom Initiation Is 


Under Voluntary Ons, 


logical Factors Control in 
Yes No 
Yes Yes 
Variable Yes 
Yes No 
Variable No 


recognizable goals to any layman. In dis | 
that only become apparent with a «rs 
individual s psychology include exp 2+~ 
rental substitutes, satisfying unmet dpe : 
and playing the role of a patient tos. t» 
impulses. These goals are understa x.: 
pretable only by the trained cliniciar . 


SOMATOFORM DISORDERS 

The somatoform disorders include 1° 
orders that have been classified as hy sic 
in this category is somatization (Br qy.. 
which ts a chronic but fluctuating dison 
early in life and is characterized by rec . 
tiple somatic complaints for which m 'c:. 
sought but that apparently are not di 2: 
disorder. The complaints refer to m. k. 
tems, e.g., abdominal pain with vori ` 
aches, joint pain, and menstrual abn. rz 
tization disorder has been removed { cev 
of hysterical personality because it his `. 
individuals with a lifelong pattern of «+ 
for multiple somatic complaints di 
have a hysterical, i.e., histrionic, pese 
versa (2, 3). When these two disordei . 
ommended that both diagnoses be mu. 

Conversion disorder has also bec 
the category of hysterical personality v 
been noted that persons with other pe - 
orders, or with psychoses, may unde” v 
tions manifest conversion symptoms {< 
version disorder the predominant fe: t.-- 
alteration in functioning that suggest. p- 
but which is actually a direct expres: ic. ` 
logical conflict that is not under volu-t::. 
not explainable on the basis of a kros 
mechanism. The most common convers 
are those that suggest disorder of th: v: 
vous system or the sense organs, €.g. pi 
nia, and seizures. This disorder shone 
nosed when the clinical picture is part 07° 
vasive somatization disorder or when t:. 
are limited to sexual dysfunction, which i 
rately. This disorder replaces the DS../-f- 
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predomjnant feature of which is the complaint of pain 
not ass&giated with any physical condition or ex- 
plained by any pathophysiologic mechanism. Psycho- 
logical factors are judged to be important in the initia- 
tron, exacerbation, or maintenance of the pain. The 
pain follows no neurological distribution and may 
present a bizarre pattern. This disorder has been re- 
moved from the category of hysterical conversions, in 
which pain is the presenting symptom. Because this is 
a nev? diagnostic category, its validity has not yet been 
established. It is recommended that extreme care be 
used in making this diagnosis. Many persons who have 
been described as having compensation neurosis may 
now be classified in this category. An example of this 
is the individual who, even after a monetary com- 
pensation issueshas been settled, continues to experi- 
ence and complain of pain when there is no evidence 
of a physical disorder, syndrome, or mechanism to ac- 
count for the pain. Persons whose complaints of pain 
disappear soon after settlement of a compensation is- 
sue may best be classified as malingerers. 

The fourth disorder in this group is hypochondriasis 
(6). Its predominant feature is the individual’s fear that 
he or she may have a disease. This fear ts refractory to 
simple reassurance, and the person often goes ‘‘doctor 
shopping” until he finds a physician who can make the 
appropriate diagnosis. This disorder is differentiated 
from somatization disorder in that the individual’s fear 
that he may have a disease, rather than multiple so- 
matic complaints, is predominant. In hypochondriasis 
the complaints are usually more circumscribed. This 
category may be used for patients who were pre- 
viously described as having cardiac neurosis, and who 
have a preoccupation with cardiac symptoms, or can- 
cer phobia, and who may interpret minor aches and 
pains as evidence of neoplasm. 


FACTITIOUS DISORDERS 


An entirely new diagnostic category in DSM-III is 
factitious disorder, which was included to fill the large 
middle ground between the hysterical disorders and 
malingering. ‘*Factitious’’ means not real, genuine, or 
natural and describes that which is produced by art or 
design. Factitious disorders are therefore character- 
ized by physical or psychological symptoms that are 
voluntarily initiated by the patient. This differentiates 
the factitious from the somatoform disorders. The fac- 
titious disorders are also differentiated from malinger- 
ing. In cases of malingering the patient also produces 
symptoms voluntarily but they are for a goal that is 
obviously recognizable with a knowledge of the envi- 
ronmental circumstances. In factitious disorders there 
is often no apparent goal other than to assume the role 
of a patient. In time it may become apparent that such 
æ patient is attempting to gain mastery over a pre- 
viously experienced psychic trauma or is acting out a 
sadomasochfstic relationship with physicians who are 
regarded as parental figures, but these are considered 
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individual goals that are related to the patient’s psy- 
chology. In addition, whereas under certain circum- 
stances an act of malingering may be considered 
adaptive, as in the hands of the enemy during a war, a _ 
diagnosis of factitious disorder always implies severe 
pathology that is usually indicative of an underlying 
personality disturbance. The factitious disorders are 
subdivided depending upon whether the symptoms 
presented are psychological or physical. 

In the subcategory of factitious illness with psycho- 
logical symptoms the essential feature is the voluntary 
production of symptoms suggestive of a mental dis- 
order, in the absence of an obvious recognizable goal. 
The mental symptoms are usually a representation of 
the person’s conception of what a mental disorder 
should be rather than being indicative of any specific 
diagnostic category. This disorder subsumes former 
diagnoses such as hysterical Ganser syndrome (7), 
pseudopsychosis, and some cases of pseudodementia 
(8). The individual with this disorder is often recog- 
nized by the pansymptomatic complex of mental 
symptoms that is presented, e.g., memory loss, visual 
and auditory hallucinations, approximate answers, 
and not being able to recognize the color red. This dis- 
order is very difficult to differentiate from malingering. 
Often a combination of recognizable environmental 
goals coexists with recognizable psychological goals. 
An example of this is the patient with a schizophrenic 
disorder who upon learning that he is to be discharged 
presents a bewildering array of new and bizarre symp- 
toms. If it is thought that psychological factors (such 
as a dependency on the hospital) rather than environ- 
mental factors (such as an absence of a place to live) 
are instrumental in the production of the new symp- 
toms, then the symptoms should be considered facti- 
tious and superimposed on the original schizophrenic 
disorder. The validity of this disorder when not associ- 
ated with any other mental disorder remains to be es- 
tablished. 

The next subtype is chronic factitious illness with 
physical symptoms (9), often referred to as the Mun- 
chausen syndrome (10). The essential feature is the 
patient’s plausible presentation of factitious physical 
illness of such a degree that he is able to obtain and 
sustain multiple successive hospitalizations. The 
symptoms described are limited only by the patient’s 
medical knowledge, sophistication, and imagination. 
Other synonyms have included hospital addiction syn- 
drome (11), hospital hoboes (12), and peregrinating 
problem patients (13). 

Associated features of this disorder include pseudo- 
logia fantastica, an extensive knowledge of hospital 
routines (which improves with each new hospital? 
ization), analgesic abuse, and “‘gridiron abdomen” 
from multiple surgical procedures. This disorder is 
thought to be extremely ‘incapacitating and is appar- 
ently refractory to any type of therapy. This category 
was created to facilitate the recognition of such pa- 
tients, who clearly have serious psychopathology not 
classifiable in DSM-II. In the past such patients have 
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been diagnosed as having schizophrenia, antisocial illness should be considered. A number of: esc as 
_ personality, hysterical personality, and hysterical neu- orders, e.g., cortical blindness or extrapy i. lis 
, rosis, conversion type. Should these patients meet the ease, may be mistaken for hysteria (15). °° [.. ‘se 
criteria for any other mental disorder, both diagnoses been shown that when a number of paue:i v.0 at 
should be made. been given diagnoses of hysteria were “Ci coas V 
Other factitious illness with physical symptoms isa time, they developed full-blown medical c» .... 2 
residual category for individuals with factitious phys- ulcerative colitis or multiple sclerosis ‘16: 
ical symptoms who do not meet the criteria of the bet- Mention should be made of two othe cai. : ois oN 
ter-studied, more pervasive disorder mentioned have in the past been considered as hyster’ a ee 


above. The patient may not seek hospitalization but physical symptoms may not have been tr. 
may appear at an outpatient department with a derma- 
titis artefacta or a voluntary dislocation of the shoul- 


der. BRIEF REACTIVE PSYCHOSIS 
It should be emphasized that the presence of a facti- 
tious disorder with physical symptoms does not neces- In brief reactive psychosis the essenil.i:, 2 os 


sarily imply the absence of organic pathology. Many a florid psychosis of at least a few hour’ 
times the individual is very ill indeed, and almost any lasting not more than one week, with a s 
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of the self-inflicted traumas results in true physical pa- immediately after severe emotional s 1. - Co 
thology. It ts the initiation of symptom production that tually terminating in complete recov... so Re 
is factitious. psychotic state. This disorder is des. ~ te. Seg 
cause it has been Informally referred <c co ae A 

psychosis, and some patients given the ic t toag 

CATEGORY 316 nosis of acute schizophrenic episode v.o is: US 
classified here. Despite its gccasion 1 E ae 

Category 316, psychological factors affecting phys- similarity to a schizophrenic disorder i. ne 
ical condition, is also a new category in DSM-HI. It hallucinations), the distinction is imt-c ~ ts as 


subsumes the DSM-H category of psychophysiologic the course and prognosis are different 
disorders but is broader tn scope. Here the clinician 

notes those physical conditions for which he believes 

psychological factors are important in the initiation, HISTRIONIC PERSONALITY DISORD k 
exacerbation, or maintenance of the condition. The (HYSTERICAL PERSONALITY) 

clinician is further requested to specify the certainty 


that he believes the psychological factors are contrib- Here the essential feature is a patter: eae, he 
utory as either probable or definite. The physical con- behavior that is overly reactive, interscl elt 
dition is coded separately on axis II]. An example of and perceived by others as shallow, supt © on 


the use of this diagnostic category would be to indicate sincere, with characteristic disturbed `~ 
the suspected importance of psychological factors in relationships. This personality disorde -- 


such diverse disorders as bronchial asthma, angina trionic’’ rather than “‘hysterical”’ to en p` TE oa 
pectoris, tension headache, syncope, or nausea and trionic mode of presentation and to rere o 4 toan 
vomiting. A more detailed discussion of this category tive connotation to women (4, 5) (and ary». 2% 2: 
is available elsewhere (14). to the uterus). The occurrence of this disc: n te 
is well recognized (17). 
UNDIAGNOSED PHYSICAL ILLNESS 
DISCUSSION 
Given the present state of the art of medical diagno- 
sis and limitations in objective diagnostic laboratory The differentiation between ‘real` ; 
tesis, it is a common occurrence that a person may terical’’ symptoms has been among tht ae 
manifest certain physical symptoms for which no diag- diagnostic tasks for physicians. Not cr . 
nosis of either physical or mental disorder can be been the problem of establishing wh-tge >° s 
made. The physical complaints should not be classi- toms are without physical basis, bu: ¿F Se, 
fied in any of the aforementioned disorders unless the been the problem of how to classify ts :* a. i 
newly established criteria are met. For example, a per- order, its causes, the course, the prem - ix iF 
son may have weakness, tremors, and paresthesias. If appropriate therapy. The purpose of reci. ov p 3 
all diagnostic tests are negative or equivocal, if it is terical disorders was to maximize the : ile i 
thought that the symptoms ‘are not under voluntary the diagnosis for the outcome and select ie 
control, if there are no obvious recognizable envirén- priate therapy. It is expected that the tr > Ro x 
mental goals, and the examiner does not have positive individual with a somatoform disorder wi ae mee 
evidence that the symptoms are linked to psychologi- at the psychological component, whien si,  _ Li. u. 
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that are presented. In factitious disorders it is ex- 
pected that the liaison psychiatrist will be able to rec- 
ognize the etiologic psychological factors that are of- 
ten hidden by, the dramatic presentation of acute phys- 
ical illness. Psychiatrists should attempt to educate 
physicians of other disciplines in the recognition of 
such patients so as to avoid needless, costly, and dan- 
gerous somatic procedures and operations. Perhaps in 
the future an effective type of psychiatric therapy will 
be developed for this condition. A diagnosis of cate- 
gory 316 will usually require the cooperation of the 
psychiatrist and the physician who is treating the phys- 
ical condition and appropriate coordination of therapy 
directed at the physical and psychological com- 
ponents. 

In creating new diagnostic categories for hysteria in 
DSM-III it was decided that all that is not genuine is 
not the same. It is hoped that the distinctions will 
prove useful. 
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‘TOPICAL PAPERS: Psychiatric. Residency and Clerkship 


Group Therapy Training in Psychiatric Residency Programs 


A National Survey 


BY EDWARD L. PINNEY, JR., M.D., STEPHEN H. WELLS, PH.D., AND BERNARD FISF ES 


The authors used a questionnaire sent to the directors 
of the 256 approved American psychiatric residency 
programs to examine the availability, content, and 
orientations of group therapy training. They found 
that 78% of the responding programs offered group 
therapy training, a substantial increase from earlier 
estimates; that an approach incorporating didactic 
courses, observation and leadership of groups, 
supervision, and participation in an experiential group 
was gaining increased acceptance; that most of the 
programs provided a variety of arrangements for 
supervision of group training; that the theoretical 
orientations mirrored the field of group therapy itself; 
and, finally, that associated disciplines were gaining 
increasing acceptance. 


INCREASING RELIANCE On group treatment approaches 
has been characteristic of the psychiatric scene over 
the past three decades, closely paralleling the develop- 
ment of the small group movement in the country at 
large. Although considerable interest has been gener- 
ated by the profusion of what many regard as new, 
effective, and economical techniques, the number of 
warnings about leadership competency has been grow- 
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The papers in this section are grouped around a specific topic. Publication here does not, however, m~: 


ing. In a 1970 task force report (1), the Ar. 
chiatric Association decried the “etau 
geneity’ among group leaders, therap > 
as well as others, in levels of competence. 


discipline, goals, and motivations. If ihs. 


has substantial merit, examination of ‘he 


periences of professionals who practice is - 


apists is a matter of some urgency. 


Although psychiatry has not generall he > 


ing force among the mental health disc }: 
advancement of group therapy, psych:ate 

programs patently represent the single mos 
training source of practitioners in this are. 


meager data are available, however, on the : 


extent of group therapy training offered 1 
grams. Based on a 1950 questionnaire su“ 


dents at 14 centers, Ward (2) reported ‘h::. - 


trainees in his sample had the opportunity < 


practice group therapy. When Ward ins . 
repeated the survey in 1961 for purses - 


parison, exposure to group therapy trata: 
to have increased to 72% of the residenis i 
atric centers. Both survey reports strivin: 


residents’ enthusiasm for the modality gr.. 


emerged in each study as ‘most vales 
who had experienced it and as “most > 
those who had not been afforded the onyx. 

In 1971 Sadock and Kaplan (4) estime te: 
therapy training was provided to residere 
the existing programs. Although this fizer. 


been somewhat on the low side, the fact. : 


account for the relative paucity of opsor' 


served in 1971 are quite accurate: a dearth > 


training faculty, time constraints of the 


schedule, resistance to a new and unfarmiliz. - 


Editor considers this material to constitute a comprehensive analysis of the topic. 
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GROUP THERAPY TRAINING 


be cay Sas 
and prejudice against a ‘‘secondary”’ or ‘‘inferior’’ 
technique. 

‘The present study sought to provide a comprehen- 
sive and contemporary picture of group therapy train- 
ing in approved residency programs. To that end, a 
national survey was performed in which the availabili- 
ty, contént, and orientations of group therapy training 
in these programs were examined. 


METHOD 


A survey questionnaire was mailed to the program 
directors (or chiefs of service) of the 256 approved 
psychiatry residencies listed in the 1975-1976 Direc- 
tory of Appreyed Residencies of the Liaison Com- 
mittee on Graduate Medical Education of the Ameri- 
can Medical Association (5). These programs included 
196 residencies affiliated with university teaching hos- 
pitals and 60 unaffiliated residencies. 

The questionnaire was a brief survey form that re- 
quested the following information!: 1) availability of 
training in group psychotherapy for psychiatric resi- 
dents, 2) postgraduate year(s) during which group psy- 
chotherapy training wa§ available, 3) training for mem- 
bers of other professional groups, 4) the types and rel- 
ative importance of training techniques used, 5) 
whether residents worked alone with groups or with a 
cotherapist, assistant therapist, or observer-recorder 
and the profession of the cotherapist, assistant thera- 
pist, or observer-recorder, 6) the theoretical orienta- 
tion of group psychotherapy training, and 7) the type 
and focus of supervision of trainees. 

A total of 172 of the 256 mailed questionnaires were 
returned, giving a response rate of 59.3%. Responses 
were received from 138 of the affiliated and 34 of the 
unaffiliated residency programs. 


RESULTS AND DISCUSSION 
Resident Access to Group Therapy Training 


Residents in 135 of the 172 programs reporting 
(78.5%) had access to group therapy training during at 
least one of their postgraduate years (see table 1). Only 
37 of the programs (21.5%) offered no such experience 
to their trainees. Although the results of the earlier 
surveys discussed above (2, 3) are not directly com- 
parable t® the results of this study, there would appear 
to be little doubt that the acceptance of group therapy 
in residency“training programs has increased. 

Even more striking than our finding that 4 of the 5 
programs we surveyed included group therapy training 
are the findings with regard to duration and extensive- 
ness of the experience offered. The most prevalent ar- 
rangement, representing more than one-third of the ca- 
ses, was one in which the resident participated during 
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TABLE 1 
Postgraduate Years During Which 172 Psychiatric Residency Pro- 
grams Offered Group Psychotherapy Training 


Programs Š 

Item p Number Percent 
Postgraduate year 

1 and 2 inclusive 2 1.2 

l to 3 inclusive 2 1.2 

1 to 4 inclusive 46 26.7 

2 and 3 inclusive 10 5.8 

2 to 4 inclusive 59 34.3 

3 6 3.5 

3 and 4 inclusive 10 5.8 
Total with group therapy training 135 78.5 
Total with no group therapy training 37 21.5 


TABLE 2 
Teaching Modalities Used in 135 Group Psychotherapy Training Pro- ° 
grams for Psychiatric Residents* 


Programs 
Modality Number Percent 
1. Didactic seminars or lectures 130 96.3 
2. Live observation of groups 98 70.4 
3. Videotape observations 76 56.3 
4. Group psychotherapy simulations 46 34.1 
5. Experiential groups 105 Vist 
6. Combinations 126 93.3 
1,2,and 5 58 43.0 
land 5 30 22.8 
l and 2 19 14.1 
1,2,3,and5 8 5.9 
2 and 5 5 cI J 
Other combinations 6 4,4: 


*All of the 135 residency programs offering group therapy training included 
supervision as a program component. Data on the nature of the supervision 
offered are presented separately in table 3. 


postgraduate years 2 to 4 inclusive. Approximately 
62.2% of the programs (N=107) offered group therapy 
training over 3 or 4 postgraduate years, and in only 16 
(9.3%) of the programs was the resident’s introduction 
to the modality delayed until postgraduate year 3. 

This development is of great importance for group 
therapy training. It has long been recognized that start- 
ing group therapy training as early as postgraduate 
year 1 would enhance the trainee’s overall level of in- 
terpersonal awareness in such a way as synergistically 
to augment functioning in other therapeutic modali- 
ties. Early exposure, as Sadock and Kaplan (4) noted, 
also serves to forestall the development of prejudices 
toward group therapy on the part of the resident, since 
he or she comes to regard it as an accepted component 
of residency training rather than as a secondary and 
auxiliary mode of treatment. 

An efficacious personal impact on the resident may 
also be observed as a consequence of experience in 
group therapy and in related trainee groups and super- 
visory triads or groups. All these can assist the resi- 
dent in gaining greater confidence and effectiveness in 
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the group settings and interpersonal situations that are 
inevitably part of professional life. 


. Group Training Modalities Employed 


Table 2 presents the survey findings on modalities 
used for the teaching of group therapy in the residency 
programs. It is clear that the use of multiple training 
modalities has gained ascendency; 126 of the programs 
(93.3%) used more than one training technique. The 
primary training pattern, used by nearly one-half of the 
programs, included didactic seminars or lectures, live 
observation of groups, and participation in an expe- 
riential group (in addition to some form of supervision, 
which every program incorporated). It is not surpris- 
ing that supervision was a feature of each of the pro- 
grams and that all but 5 included a didactic seminar or 
lecture component. What is striking is the extent to 
which program directors recognized the need for par- 
ticipation in experiential groups. More than three- 
quarters of the programs provided groups in which the 
resident participated as a member rather than a leader. 

A comparison of the survey findings with the train- 
ing model proposed by the American Group Psycho- 
therapy Association (AGPA) in 1970 (6) is instructive. 
The AGPA guidelines call for didactic courses and 
case seminars, observation and leadership of at least 
three therapy groups, supervision, and participation as 
a member in a group psychotherapy or group training 
experience. This model is finding increasing accept- 
ance in residency training programs. 


Patterns of Supervision 


As previously reported, every residency program 
offering training in group therapy provided supervision 
in some form to Its trainees. The possible supervision 
arrangements examined in this survey included indi- 
vidual or dyadic (one supervisor with one group thera- 
pist), triadic (one supervisor with two trainees who 
worked as cotherapists), and group (one supervisor 
with several group therapists) supervision. As table 3 
indicates, more than 80% or 110 of the programs had 
flexible arrangements in which two or more of these 
variants could be employed. Within this group, the 
predominant model was to permit the use of all three 
supervisory patterns. 

The most conventional arrangement, derived from 
earlier experience in the supervision of individual psy- 
chotherapy, is the dyadic. In the view of some (7), 
however, the triadic pattern has greater efficacy for 
group therapy. The triadic supervisory process per- 
mits the examination not only of events within the 
group but also of the relationship between the cothera- 
pists, both as it manifests itself within the group and as 
it emerges in the context of supervision. We found that 
the triadic was the most often employed of the three 
models, as shown in table 3. , 

Group supervision provides still further possibilities 
for training. The several trainees themselves consti- 
tute a group, the dynamics of which can be explored to 
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TABLE 3 
Patterns of Supervision in 135 Group Psychotherz > 
grams for Psychiatric Residents 


Type of Supervision Numbe 
1. Individual x2 
2. Triadic (cotherapists as a unit) C6 
3. Group ~a 
4. Combinations 10 
1,2, and 3 23 
l and 2 2yY 
2 and 3 ol 
Other combinations i7 
TABLE 4 


Theoretical Orientations of 135 Group PsychoMér- > 
grams for Psychiatric Residents 


ih 


Orientation Numbe 
1. Psychoanalytic &6 
2. Interpersonal 89 
3. Group process 118° 
4. Group dynamics 108 
5. Gestalt è 25 
6. Transactional Analysis = 
7. Behavioral a2 
8. Other 8 
9. Combinations 122 
1,2,3, and4 44 
2,3, and 4 32 
i,3,and 4 26 
3,4,and 5 li 
Other combinations 9 


elucidate aspects of the residents’ grou- 
and interpersonal experiences, particu: 
gard to countertransference. There :s : 


hood, in the view of Marohn (8), that unc : 


ditions ‘‘the themes of the formal therape 
with patients’ will be ‘‘similar to the thi 


Lae | 


sequent supervisory meetings, ` We foun: 
supervision was employed by fewer cer : 
ther of the other patterns, a phenomenor < 
due, at least in part, to the highly chaliers. : 


such work for the supervisor. 


Theoretical Orientations of Group Tra as 


Table 4 presents data on the theore‘ ca.. 


of the 135 residency group therapy train: 
The compiled findings are striking ir t| 


pluralism portrayed. Fully 90% of «in: 


(N= 122) described their orientations as a 


two or more theoretical viewpoints. A g: > 


orientation was the single most frecucr 
theoretical stance, cited in 118 (87.4% 7) 9 


The most frequent combination of orienta | 


sented by more than one-third of tne 
grams, incorporated psychoanalytic. iv 
group process, and group dynamics theo 

It is not inconceivable that the pres ely 
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GROUP THERAPY TRAINING 


x. 


bined orientations indicates that many of the programs 
used a well conceived and carefully elaborated combi- 
nation of Approaches. A more likely conclusion is that 
the survey findings precisely mirror the situation in the 
group therapy field itself. Throughout its history, as 
Peck (9) observed, there has been a ‘‘plaintive and 
continuing call for a more definite conceptual frame- 
work for group psychotherapy.” That the call has not 
yet been answered may reflect deficiencies in the work 
donee On the other hand, it may express certain spe- 
cial difficulties inherent in the task of bringing psycho- 
dynamic, group-focused, and social change per- 
spectives to bear in the developing role of the group 
therapist. 


Training of Associated Disciplines 
© 


Given the significant role of such associated dis- 
ciplines as psychology and social work in the develop- 
ment of group therapy, it is interesting to examine the 
extent to which residents have contact with other pro- 
fessionals in the course of their group training. Based 
on examination of the survey data presented in table 5, 
it is clear that such contact is more extensive than 
might have been anticipated. Fully 82% or 111 of the 
programs offering group therapy training to their resi- 
dents permitted the participation of trainees from at 
least one other discipline. Clinical psychologists and 
social workers were, not unexpectedly, the most fre- 
quently included professional groups, each being rep- 
resented in more than 3 of 5 reporting programs. Al- 
though no other group achieved such ‘‘penetration,”’ a 
broad range of disciplines found representation. 

Findings on the arrangements under which psychiat- 
ric trainees function as cotherapists in the group thera- 
py programs show that the predominant pattern, re- 
ported for 69.6% or 94 of the centers, was one in which 
residents worked with each other; however, in more 
than half of the programs they also trained as cothera- 
pists with psychologists, social workers, and psychiat- 
ric nurses. 

Ward and Rickels (3) reported a striking decrease in 
residents’ contacts with associated disciplines be- 
tween their 1950 survey and the one undertaken in 
1961. Two-thirds of the residents in 1961 had little or 
no such experience. Quite clearly a very different situ- 
ation exists for residents who participated in group 
therapy training in 1977. 
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TABLE 5 
inclusion of Other Professionals in 135 Group Psychotherapy Training 
Programs for Psychiatric Residents 


Programs 

Item | Number Percent 
Professional group 

Clinical psychologists 89 65.9 

Social workers 83 61.5 

Psychiatric nurses 69 51.1 

Occupational and related therapists 37 27.4 

Paraprofessionals 29 21.5 

Others 8 5.9 
Total programs including other professionals 11] 82.2 
Total programs with no others included 24 17.8 


There is considerable sentiment within psychiatry 
favoring the inclusion of other mental health profes- 
sionals as coequal faculty members and trainees in 
medical centers. Group therapy training programs ap- 
pear to.embody this sentiment, operating as dis- 
tinctively open environments within the residency 
context. The very diversity, complexity, and richness 
of group therapy itself apparently serves to promote 
recognition of the need for varied perspectives in its 
teaching. 
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Consultation-Liaison Versus Other Psychiatry Clerkships: 
A Comparison of Learning Outcomes and Student Reactior: 


BY WILLIAM W. WEDDINGTON, JR., M.D., FREDERICK R. HINE, M.D., JEFFREY L. HO. P7 


AND CAROLE S5. ORLEANS, PH.D. 


The authors present the results of a one-year study 
showing equivalent mastery of basic psychiatric 
knowledge and skills and equally favorable student 
reactions after psychiatry clerkships on a 
consultation-liaison service and on other more 
traditional psychiatry services. They recommend 
further research highlighting the unique contributions 
of consultation-liaison clerkship training to 
Anowledge, skills, and attitudes for holistic primary 
Cure. 


RECENT DEVELOPMENTS have formalized the demand 
that all physicians be capable of providing holistic care 
for their patrents—care that includes competence in 
the behavioral sciences and clinical psychiatry (1). De- 
velopments at the national and local levels have com- 
bined to give force to that demand. They include the 
Report of the Citizens’ Commission on Graduate Med- 
ical Education (2) detailing the required areas of com- 
petence for primary care physicians, the priorities of 
the National Institute of Mental Health Psychiatry 
Education Branch favoring support for educational 
programs that demonstrate collaboration between psy- 
chiatry and general medicine (3), and local medical 
school policies fostering productive relationships be- 
tween psychiatry and other departments. 

As one outgrowth of these developments, increasing 
numbers of medical students are receiving training in 
consultation-liaison psychiatry (4). In addition, con- 
sultation-liaison services have been recommended as 
favored settings for psychiatry clerkship training (5). 


At the time this work was done Dr. Weddington was a resident, 
Department of Psychiatry, Duke University School of Medicine. 
Durham. N.C., where Dr. Hine is Professor and Director of Medical 
Student Training in Psychiatry, Dr. Houpt is Associate Professor 
and Chief of Consultation-Liaison Services, and Dr. Orleans is As- 
sistant Professor of Medical Psychology. Dr. Weddington is now 
Assistant Professor of Psychiatry, Pritzker Schoo) of Medicine, Uni- 
wersity of Chicago, Chicago, Ill. Address reprint requests to Dr. 
Hine, Duke University Medical Center, Box 2995, Durham, N.C. 
27710. 


The training programs described in this paper were supported in part 
by Alcohol, Drug Abuse. and Mental Health Administration training 
grants MH-05972 and MH-07435 from the National Institute of Mtn- 
tal Health. 


The authors wish to acknowledge the statistical consultation of Wil- 
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Because they ensure direct conta ji 


whose needs and symptoms closely ap3 coc o «a 


which most students will encounter i 11. 


tients, it has been argued that clerkshizgy- «v 


tion-liaison Service will facilitate the c>. 
psychiatric knowledge and skills and .be 
ute to more holistic future patient x1. 
since core experiences on consultatior i. 
involve primarily surgical, medical, i 2. 

necological patients, whereas psyc iu 


training has traditionally occurred in pst...’ 


tings where patients are identified ` i, 
tients under psychiatric supervisic | 
educators might appropriately wonder 
sultation-liaison clerkships really pro . 
basic knowledge and skills. 

To address this issue the present stin 
students clerking on a consultation-lie x> s 
students clerking on more tradition. | 
outpatient psychiatry services. Two qe.- 
asked: Do students on a consultatio `- :. 
acquire sufficient psychiatric knowled;-e a 


they rate their clinical training experic ice: 1 tl 


students on traditional psychiatry cle. ks” 


METHOD 


The subjects consisted of 106 secon: 
University Medical School students 4 
viously completed a first-year psych a’: 
science course and were enrolled in ix 
psychiatry clerkship during the 1975 9! 
year. (Under the Duke curriculum, st ce.’ - 
required clinical clerkships during the: > 
Fourteen students completing their cix. 
on the psychiatry consultation-liaisc 1 ~ 
compared with 92 students who clerked c 
inpatient and outpatient psychiatry sc v®% : 

Postclerkship knowledge of traditiori 
concepts and techniques was determin ai 
special administrations of the Nationa’ Re 
cal Examiners’ part II psychiatry evar > 
ings on signed course-evaluation que-t e 
vided four measures of student reaction t. 
ship training and instruction. Studen.s i: 
“overall learning experience on the ser. - 
“adequacy of supervision and teachig . 
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and senior staff’ and the contributions of a Multi- 
dimensional Psychiatric Diagnosis and Treatment 
(MPDT) program (described below) to improving their 
3) “‘interactional skills and interviewing techniques,” 
and 4) ‘‘understanding of psychiatric concepts and 
techniques as they apply to nonpsychiatric patients.” 
Student’ ratings, which remained sealed until after 
grades were determined, were obtained using 5-point 
rating scales with the following anchor statements: 
l1=‘‘poor, not worth the time”; 2=‘‘unsatisfactory, 
mediocre”; 3=‘‘fair, useful’; 4=‘‘good’’; and 5=‘‘ex- 
cellent, outstanding.”’ 

Because the clerkship comparison groups were con- 
stituted through self-selection rather than random as- 
signment, preclerkship measures were used to control 
for selection efactors that might affect training out- 
comes (6). Students’ numerical grades on a written 
take-home examination administered after the behav- 
ioral science course in the previous year constituted a 
single measure of preclerkship psychiatric knowl- 
edge.' Ratings of the first-year course, which also re- 
mained sealed until after first-year grades had been 
submitted, Were obtained using the same 5-point rating 
scales employed for clerkship ratings. A measure of 
student reaction to preclerkship psychiatry training 
was obtained by averaging student ratings of the ade- 
quacy of the course to ‘‘introduce concepts and tech- 
niques of interviewing,’ “‘communicate behavioral 
science concepts and their importance to medicine,”’ 
and ‘‘demonstrate the approach of the behavioral sci- 
entist.” Ratings of the ‘‘general teaching effectiveness 
of small group instructors” provided a measure of stu- 
dent reaction to preclerkship psychiatry instruction. 


Description of Psychiatry Clerkship and Human 
Behavior Courses 


The second-year clinical psychiatry clerkship is one 
of five 8-week, full-time required clerkships. Students 
request assignment to one of the following six basic 
services: Duke Hospital Consultation-Liaison Service, 
Duke Hospital Inpatient Service, Durham Veterans 
Administration Hospital Inpatient Service, John Um- 
stead (State) Hospital Inpatient Service, Duke Hospi- 


tal Psychiatric Outpatient Clinic, and Durham Child. 


Guidance Clinic. Assignments are based on students’ 
requests except when a particular service is over- 
subscribed; in those cases students are usually as- 
signed second- or third-choice services. 

Students assume clinical responsibilities under the 
primary supervision of a resident and under more gen- 
eral supervision from senior faculty. They work up 
and follow patients according to the program used on 
their service and attend work rounds and case confer- 
ences with residents. Students on the consultation-liai- 
son service work primarily with surgical, medical, and 
obstetric-gynecological inpatients, while students on 
other psychiatry services work primarily with identi- 


1A copy of the examination with scoring instructions is available 
from Dr. Hine, on request. 


1310 j 
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TABLE 1 
Preclerkship Measures of Students’ Psychiatric Knowledge and Rat- 


ings of First-Year Psychiatric Training and Instruction á 


Mean Scores 


Course 


Training Instruction 

Group Exam Rating Rating 
Consultation-liaison 

(N=14) 86.57 3.45 4.07 
Traditional psychiatry 

(combined) (N =92) 88.00 3.36 4.01 

Duke inpatient (N =34) 88.44 3.29 3.88 

VA inpatient (N =32) 88.84 3.44 4.13 

State inpatient (N=7) 89.86 3.43 4.00 

Child guidance (N=9) 85.89 3.33 4.11 

Duke outpatient (N= 10) 84.40 3.30 3.95 
Intergroup comparison 

F* 95 18 a2 

m .68 4] 31 


*Resulting from one-way analyses of variance on scores for six single clerk- 
ship groups, df=5, 100. 
**Resulting from comparisons of consultation-liaison with traditional psychia- 
try group means, df= 104. 


fied psychiatric inpatients or outpatients. All students 
on noninpatient units (consultation-liaison, adult and 
child psychiatric outpatient) evaluate inpatients one 
half-day per week at John Umstead Hospital to gain 
experience with more severe forms of psychopatholo- 


In addition to rotations through basic clinical serv- 
ices, all clerkship students participate in two common 
core activities: didactic lecture-seminars on such top- 
ics as psychiatric diagnosis and treatment modalities, 
and the MPDT program, designed to increase stu- 
dents’ understanding of the value and importance of 
psychiatric concepts and techniques in medicine gen- 
erally. The MPDT program, described in detail else- 
where (7), begins with lecture-seminars 1n which psy- 
chiatric diagnoses are presented as dimensions that 
may be present in severe degrees, as in psychiatric ill- 
ness, or in mild or moderate degrees, as may be found 
in the population generally and medical-surgical pa- 
tients in particular. After this introduction students in- 
terview patients randomly selected from non- 
psychiatric hospital services, tape these interviews, 
and receive detailed one-to-one supervision from 
members of the psychiatry staff. 

Students also share a common preparation for clerk- 
ship training. All students take a first-year psychiatry 
behavioral science course that combines 60 hours of 
lectures on behavioral neurobiology, medical sociolo- 
gy, human development, psychodynamics, and com- 
munication processes with small group sessions direct- 
ed at extending lecture material and providing ex- 
periential training in interview techniques. 


RESULTS 


Means were obtained for all preclerkship and post- 
clerkship measures for the consultation-liaison group, 
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* TABLE 2 
Postclerkship Measures of Students’ Psychiatric Knowledge and Ratings of First-Year Psychiatric Training and Instruction 





Mean Scores 


National ‘ 


Board Training Instruction MPD] 
Group Exam Rating Rating I 
Consultation-liaison(N = 14) 557.86 3.86 4.04 3.00 
Traditional psychiatry(combined) (N =92) 556.90 4.11 3.99 3.67 
Duke inpatient (N=34) 571.32 3.97 3.76 3.74 
VA inpatient (N=32) 547.50 4,28 4.09 3.75 
State inpatient (N=7) 511.43 4,29 4.14 3.72 
Child guidance (N=9) 573.89 4.00 3.94 3.67 
Duke outpatient (N = 10) $54.50 4.00 4.40 3.20 
Intergroup comparison 
F* 66 1.07 1.63 1.50 
te 04 1.18 24 2225" = 


Resulting from one-way analyses of variance on scores for six clerkship groups, df=5, 100. 


* Resulting from comparisons of consultation-liaison with traditional psychiatry group means, df=104, 


= p<.05, two-tailed t test, df=104. 


for each of the five single traditional clerkship groups, 
and for the larger traditional psychiatry group con- 
sisting of all students clerking on the five combined 
traditional psychiatry services. To determine whether 
students could be significantly differentiated on the 
basis of clerkship services, one-way analyses of vari- 
ance were performed on the scores of the consultation- 
liaison group and of the five single traditional clerkship 
groups, yielding a single F value for each measure. To 
compare students in the consultation-liaison group 
with students in the larger t-aditional psychiatry 
group, t tests were performed on the mean scores of 
both groups, yielding a single t value for each measure. 

Table 1 presents the means and F and t values for 
preclerkship measures of psychiatric knowledge and 
student ratings of first-year psychiatry training and in- 
struction. As can be seen from the table, none of the 
scores of the preclerkship measures were significantly 
differentiated on the basis of clerkship service (F val- 
ues<1, df=5, 100, n.s.). Further, separate t tests re- 
vealed that students clerking on the consultation-liai- 
son service did not differ significantly from those 
clerking on the combined traditional psychiatry serv- 
ices (t values<1, df=104, n.s.) with respect to any of 
the measures obtained before clerkship training. 

As can be seen from table 2, the analysis of variance 
on National Board psychiatry scores, with means of 
511.43-573.89, revealed that the type of clerkship 
service had no significant overall effect on students’ 
scores. Further, the t test revealed that the National 
Board scores of students clerking on the consultation- 
liaison service did not differ significantly from those of 
students clerking on the combined traditional psychia- 
try services. 

As can also be seen from table 2, analyses of vari- 
ance on ratings of service training, with means of 3.86- 
4.29, and ratings of service instruction, with means of 
3.76-4.40, revealed that the type of clerkship service 
had no significant overall effect on students’ reactions 
to their clerkship experiences. Further, separate t tests 
revealed that the ratings of students clerking on the 


f 
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consultation-liaison service did not diffe> - 
from those of students clerking on the co: ` 


tional psychiatry services. 
Finally, table 2 shows that the analyse 


on ratings of MPDT contributions to inte . 
(MPDT 1) and to understandifig the role .’ 
in medicine (MPDT 2), with means of = ° 


3.29-4.03, respectively, revealed that 

clerkship service had no significant ove’ 
students’ reactions to the MPDT prora: 
separate t tests revealed that students ch 
consultation-liaison service rated the MPE 


as contributing significantly less to the:r . 
skill (t=2.25, df=104, p<.05) and to ther . 
ing of the role of psychiatry in medic : 


df= 104, p<.05) than did students clerking 
bined traditional psychiatry services. 
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The finding of equivalent learning ovtce 
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Board part II exam and objective exams among stu- 
dents clerking on five different psychiatry inpatient 
setvices. In this and the previous study (8), it is likely 
that standardized didactic instruction offered before 
and during the clerkship contributed to uniform out- 
comes in formal knowledge. 

The present study, unlike a previous study (4), does 
not show that consultation-liaison clerkship experi- 
ences are valued more highly than more traditional 
clerk’Ships. The unexpected finding that MPDT train- 
ing was rated as less valuable by consultation-liaison 
students, who saw primarily nonpsychiatric patients, 
than by clerkship students, who saw primarily identi- 
fied psychiatric patients, is probably due to real and 
perceived overlap in consultation-liaison and MPDT 
experiences. While the random selection of patients in 
the MPDT program was designed to demonstrate the 
relevance of psychiatry to all medical-surgical pa- 
tients, many patients reviewed on the consultation-li- 
aison service were similar in that they did not have 
obvious psychiatric illness and would probably not 
have been referred for psychiatric consultation. In ad- 
dition, MPDT and consultation-liaison instruction and 
supervision were similar in focusing on the role of psy- 
chiatry in medicine. Against this background it is pos- 
sible that the unique contributions of the MPDT pro- 
gram, such as detailed process supervision, were less 
salient for consultation-liaison than for other clerkship 
students. Moreover, questionnaire items were not spe- 
cifically designed to bring into sharp focus unique ben- 
efits of MPDT over consultation-liaison experiences. 

The present study examined only whether consulta- 
tion-liaison clerkship experiences were as adequate to 
impart basic psychiatric concepts and techniques as 


Am J Psychiatry 135:12, December 1978 


more traditional psychiatry clerkship experiences. Us- 
ing both National Board exam scores and student rat- 
ings of the quality of training, it was demonstrated that 
consultation-liaison students are not placed at a dis- ° 
advantage relative to students clerking on inpatient 
and outpatient psychiatry services. Given continued 
federal support for the development of consultation- 
liaison training programs and the likelihood that con- 
sultation-liaison services will be increasingly used for 
clerkship training (4, 5), the time is now ripe for re- 
search that replicates and extends these and previous 
(5) findings. Specifically, we recommend further re- 
search exploring the unique contributions of consulta- 
tion-liaison clerkship training to the knowledge, skills, 
and attitudes fundamental to holistic care. 
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The Transition to Practice Seminar 


” BY JONATHAN F. BORUS, M.D. 


The author discusses the lack of organized faculty 
attempts to facilitate psychiatric residents’ transition 
to professional practice. Interviewed residents 
suggested that faculty discontinue their “benign 
neglect of the transition and provide information and 
discussion regarding the realities of different types of 
practice. He describes the six-session seminar he 
developed at Massachusetts General Hospital, which 
focuses on the process of transition from residency to 
practice, emphasizes the role of faculty as decision 
facilitators, and explores the costs and benefits of 
different types of psychiatric practice. 


THE TRANSITION from residency to practice is an 
important and stressful period of professional develop- 
ment that annually affects one-third of all psychiatric 
residents. In the past, obligatory military service at the 
end of residency provided most psychiatristis with a 
two-year moratorium during which they could consoli- 
date their professional tdentities—-while practicing 
semi-autonomously in a sheltered institutional envi- 
ronment—and leisurely explore postmilitary practice 
opportunities. The discontinuation of the physician’s 
draft in the early 1970s ended this sanctioned hiatus 
between training and practice and has pushed decision 
making about practice into the final year of residency 
training, making it a legitimate concern of senior resi- 
dents and training program faculty. 

Despite the fact that this predictable transition peri- 
od comes at the culmination of the prolonged formal 
medical educational process and helps determine the 
ways in which residents will use their extensive train- 
ing, there has been surprisingly little attention paid to 
it in the professional literature. I conducted a five-year 
interview study of 61 senior residents graduating from 
the residency training program of the Massachusetts 
General Hospital Department of Psychiatry and Har- 
vard Medical School and describe elsewhere! the 
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issues facing residents in this stressful -` 
tressing transition period and some o” ° 
and affective ways in which residenis c: 
transition. 


THE NEED FOR FACULTY INTERIA 

During the transition to practice resid. 
fine, weigh, and assign relative priori ics 
flicting professional aspirations. pers ia 
ily expectations, and practice opportt 1. 
a satisfactory practice plan. Recent “re 
atric Association meeting panels ©) > 
cussions at training directors’ mec... 
anaugh’s article (2) on postresidency tc: 
focused on the need for faculty to fi 1 
senior residents in this decision-ma u` 
though specific faculty interventio 's 
groups, regular meetings with traing ¢ 
courses in autognosis) to facilitate tre s 
into psychiatric residency are freque it 
the literature revealed only a single d-- 
formal faculty program to facilitate e- 
tion from training to psychiatric practic. 
per, Allen (3) described a seminar al 
which he discussed with a group of se ʻio 
practical and ethical issues of enterin ' 
therapy practice. 

There have been many hypotheses ar: 
have not been more organized facult. x 
cilitate residents’ transition to practhe `< 
that the annual loss of highly cathe: tec 
progeny is such a painful event for ac. < 
deny or minimize the importance of tis 
the residents. Others suggest that «i. 
residents are clearly competent adi it ~ 
any attempt by faculty to intervene :n .- 
making would be inappropriately intrusi 
tal. At the opposite end of the spectrin 
tion that because residents become piatt | 
end of training, they pose a competitive f 
ty members with whom they will be cs- 
variety of limited practice resources ie.. 
ferrals, research monies, and academi- a 
al positions) and that in areas that a e « 
with psychiatrists faculty are not cog: 
more recently trained competition. V-h.: 
sons, I believe it is clearly within the eh ; 
make formal efforts to facilitate (curinus 
and ‘“‘facilitate’’ have the common L.ati: 
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TRANSITION TO PRACTICE SEMINAR 


easy) the growthful transition of their residents from 
trainees to psychiatric practitioners. 

In this paper I will delineate some of the faculty in- 
terventions suggested by Massachusetts General sen- 
ior residents in the interview study I conducted to fa- 
cilitate their transition to practice and discuss some of 
the attempts of our faculty to meet transition needs. I 
will specifically describe a major faculty intervention, 
the ‘Transition to Practice Seminar,” which has been 
part ðf the training program’s core curriculum for all 
third-year residents over the last four years. 


FACULTY FACILITATION OF THE TRANSITION 
TO PRACTICE 
e 

The residents J interviewed described three types of 
faculty interventions that they felt could be helpful to 
their transition decision making. These were that fac- 
ulty should 1) legitimate and openly discuss the transi- 
tion as a stressful part of residency training and an im- 
portant part of professional development; 2) encour- 
age residents to “consult specific faculty members as 
decision facilitators to help each resident define his or 
her professional strengths, skills, and identity, and to 
discuss the rewards and costs of different types of psy- 
chiatric practice; and 3) provide information to aid the 
exploration of specific practice opportunities. 

The most basic intervention suggested was for facul- 
ty to discontinue the attitude of ‘“‘benign neglect to- 
ward the transition to practice and legitimate open dis- 
cussion of this transition as a stressful, important part 
of professional development that occurs expectedly in 
the final year of residency training. The residents felt 
that faculty should focus on the end of residency as an 
important part of the total training experience in a 
manner similar to the emphasis psychiatrists put on 
the termination of other relationships. Faculty should 
familiarize residents with the process of this termi- 
nation and the decision-making tasks of the transition 
to practice, the normality of stress during this period, 
and methods used by previous residents to actively 
cope with this transition. They should also state for- 
mally their receptivity to and availability for dis- 
cussion of transition decisions in order to decrease 
residents’ apprehension that approaching staff for help 
with transition issues will stigmatize them or be inter- 
preted as individual immaturity or psychopathology. 

The second suggested intervention was for faculty 
to encourage residents to use individual staff members 
as decision facilitators during the transition. This 
could begin by the training director reviewing with 
each resident early in the final year of training the fac- 
ulty’s evaluation of his or her strengths and weak- 
nesses and the practice areas that interest him or her. 
The training director could then suggest faculty mem- 
bers with specific expertise and contacts in the resi- 
‘dent’s areas of interest with whom he or she could ex- 
' plore strategies for practice-seeking early in the year 
and discuss the pros and cons of different types of 
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practice opportunities or offers as they arise. 

Because psychiatric residents often do not get the 
opportunity to observe closely how their supervisors 
and other role models actually practice, they could al- ° 
so benefit from candid discussion with practitioners in 
their area of interest of the day-to-day costs and bene- 
fits of that type of practice. At a later point in the tran- 
sition period such decision facilitators could also be 
helpful in discussing some of the practical but often 
taboo issues concerned with entering practice, for ex- 
ample, prevailing fee schedules, office and billing pro- 
cedures, debt collection, and interaction with third- 
party payers for those interested in private practice; 
and the intricacies of academic politics, requirements 
for academic rank, and grantsmanship hints for those 
interested in academic-research practice. These im- 
portant practical realities are frequently left up to each 
new practitioner to rediscover, often through repeti- 
tion of avoidable mistakes. 

The final type of helpful faculty intervention sug- 
gested was the provision of information about and 
linkages to specific practice opportunities. A file of job 
opportunities could be maintained and a listing of fac- 
ulty members with contacts in various subspecialty 
practice areas throughout the country could be com- 
piled to provide residents with information on whom 
to check with concerning opportunities in a specific 
area or institution. This is especially important for 
those residents interested in academic-research ca- 
reers because the academic buddy system often influ- 
ences both the dissemination of information about jun- 
ior faculty positions and who eventually gets hired. 


THE TRANSITION TO PRACTICE SEMINAR 


From these suggestions I developed a six-session 
weekly seminar at Massachusetts General Hospital for 
all third-year residents, which has been part of the 
core curriculum since 1974. Although officially titled 
‘‘The Transition to Practice Seminar,” it has become 
known among the residents as ‘‘Reality Rounds” be- 
cause of its focus on many of the reality issues and 
problems of choosing and entering a psychiatric prac- 
tice. The goals of this brief seminar, which is given 
each September, are to focus the attention of senior 
residents on the decision-making tasks that lie ahead 
of them and provide them with opportunities to learn 
about the realities of a variety of types of psychiatric 
practice. 

The seminar is divided into three segments. The first 
session 1s devoted to a presentation from my research 
data about some of the issues, stresses, and options 
commonly involved in the transition to practice. The 
types of personal, professional, family, and practice 
opportunity variables that must be considered and as- 
signed priorities are described as well as the process of 
exploring the costs and benefits of practice opportuni- 
ties and negotiating for the practice rewards necessary 
to make the cost-benefit ratio a satisfactory one. In ad- 


Am J Psychiatry 135:12, December 1978 


dition, some of the common affective reactions (in- 
creased anxiety. depression) experienced by residents 
* in response to the stresses of the transition to practice 
* are delineated to help the residents anticipate them as 
normal and ubiquitous. Lastly, I emphasize the avail- 
ability and potential usefulness of the faculty as deci- 
sion facilitators in the coming months. 

The next four sessions are devoted to the careful ex- 
ploration of different types of psychiatric practice. In 
successive weeks active practitioners of general psy- 
chiatry, academic-research psychiatry, administra- 
tive-teaching psychiatry, and private office psycho- 
therapy make themselves available for open-ended 
dialogues with the residents about the realities of their 
practices. Two practitioners participate in each ses- 
sion, one senior and one relatively recent to practice, 
so that the residents can explore both the long-term 
potential and the current entry opportunities of that 

- practice type. 

After brief introductory statements by the two prac- 
titioners, the major part of each seminar is devoted to 
a no-holds-barred discussion in which the residents are 
encouraged to ask the practitioners any questions that 
will give them greater insight into the professional and 
personal sides of the life associated with that type of 
practice. The residents frequently probe the practi- 
tioners’ personal reasons for choosing that particular 
type of practice: how they got started and what their 
advice is for starting such a practice today; what their 
perceptions of the most important rewards of their 
type of practice are (i.e., what level of income, aca- 
demic status, professional stimulation, time for family 
and personal pursuits, and other rewards their practice 
provides) and what its costs, complications, and frus- 
trations are: and over the years what their major likes 
and dislikes in their practices have been and what 
trade-offs or compromises their type of practice has 
required for success and satisfaction. 

These sessions have often given the residents their 
first feel for the realities of practice, which they will 
soon face, such as the politics and hierarchy of their 
own and other academic institutions, the business 
ends of private practice and assessments of the avail- 
ability of patient referrals in Boston and other loca- 
tions, methods for seeking research support, and tech- 
niques for dealing with the bureaucracy of public or 
academic institutions or delivery systems. The faculty 
practitioners who have participated in these sessions 
over the years have been exceedingly courageous in 
sharing important parts of their personal and profes- 
sional lives with the residents: this openness has dem- 
onstrated the true availability of faculty to discuss 
such issues with residents as they grapple in the com- 
ing months with decisions about practice. 

The final session has been devoted in recent years to 
a New Practitioners’ Panel** in which residents who 
have graduated from the training program and entered 
their own practices in the last few months discuss their 
very recent transitions to practice. These neophyte 
practitioners, only one year ahead of the residents in 


the seminar, have been able to bring non. 
sions and immediacy of the decision-mi' : 
ing the senior residents and to share ne. 
recently planned and experienced the 
their new practices. Resident questio 1s ; 
are more focused on ‘What’s it like’ ` 
go about it?’ ‘‘How does it feel?) «v 
Massachusetts General’s training v co * 
market?’’ issues that the current resce © 
fortable asking their colleagues from tie y 
who have gone through the transit or 
training under similar market circum te 


RESPONSE TO THE SEMINAR 
e*t 

In general, the Transition to Prac w. 
been very well received by the reser 
resident reaction during the seminar: y 
creased anxiety as the seminar bre: s» 
dents’ denial and confronts them wii) ‘> 
the coming months they will have te 1 
decisions that will have many ram't ec.’ 
lives. The seminar couples raising of 1° 
concurrent provision of infofmation ir 
help the residents begin an active cope 
internal professional self-definition cre ¢ 
tiations for practice opportunities. 

When interviewed individually nea it 
residencies six to nine months later (: - +. 
tinuing research project), the resident \ 
positive about the seminar, and man, i. ° 
been an important stimulus to their aci ~. 
in the decision-making process. Mam s: 
the seminar’s description of the trois 
helpful in their mapping a strategy fo 
tice opportunities, anticipating the sti s- 
sion-making period, and understandir :°. 
tions to it. Several said that the serv», 
useful insights into the professional a: ¢ 
ties of the various types of psychiatric 
some found these insights useful in r Ir, 
practice area in or out for intensive c9 * 
exploration. Several residents cited ihs . 
seminar faculty as a convincing dem ui s 
faculty's desire to help in their trans tr. 
and some said that the practitioners «i 
tions of their continued developmen v 
skills after residency and the continu. t ¢ 
nities for shifts in practice decrease. 
these residents felt to make “final ` £ 
helped them put the transition to prac‘). 
spective of an important one of many rv -~ 
course of their professional developr e~ 


CONCLUSIONS 


In many residency programs, the Ut. 
training to practice is ignored, and resi.. 
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information about or help with the important issues 
raised by this stressful stage in professional develop- 
ment must attempt individually to find help on their 
own. This benign neglect increases the isolation and 
apprehension that residents feel in making decisions 
about practice, reinforces normal denial that signifi- 
cant life changes will occur at the end of training, and 
may delay active coping efforts in this predictably 
stressful professional transition. In this report I have 
descfibed some of the ways in which training program 
faculty can facilitate the transition of their residents to 
practice and a specific core curriculum seminar used 
over the last four years by the Massachusetts General 
Hospital Department of Psychiatry to meet some of 
these resident needs. We have found this type of inter- 
vention relatively easy and inexpensive to provide, 
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and our senior residents have found it to be of great 
benefit. Although specific aspects of the transition to | 
practice may be different in other settings, many of the , 
issues raised are faced by most psychiatric graduates, 
and the faculty interventions described above can be 
replicated by other training programs to achieve simi- 
lar beneficial effects. 
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Supervision and the Professional Development of the Psychiatric 


Resident 


BY JOHN J. DRUCKER, M.D., DAVID B. KLASS, M.D, AND MICHAEL STRIZICH 


The authors used a questionnaire survey to study the 
way psychiatric residents experience their 
psychotherapy supervisors at two points in their 
training. Results show that second-year residents were 
more critical in their evaluations of supervisors than 
first- or third-year residents and that there appeared to 
be a characteristic progression in the experience of 
residents from year to year. The authors believe that 
the resident’s experience of supervision reflects a 
developmental process, which others have described 
and viewed as important in the formation of identity as 
a psychiatrist. 
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A NUMBER OF REPORTS have focused on psychothera- 
py supervision as an important part of the psychiatric 
resident’s training. Our own observations of residents’ 
difficulties and satisfactions with supervisors sug- 


gested a relationship between the residents’ experi- 


ence in supervision and the process of their profes- 
sional development. Our initial approach was influ- 
enced by the classic work of Holt and Luborsky (1), 


who emphasized the need for clinical research in psy- 


chiatric education to combine with the strength of sta- 
tistical techniques in achieving more powerful find- 
ings. The existing literature discusses problems resi- 
dents experience in supervision (2-6) and their 
professional identity development (7-8), but we could 
find no studies that used quantitative methods to mea- 
sure changes in residents’ attitudes toward supervisors 
in an attempt to clarify the relationship between the 
supervisory experience and professional development. 
Sharaf and Levinson (9, 10) developed a scale based 
on attitudes of senior faculty and used it to reflect 
changes in residents’ therapeutic ideology over the 
colirse of the residency. However, they did not quan- 
titatively evaluate the process of supervision as we re- 
port here. Most of the supervision studies reported are, 
based on observations that are unsystematic. We felt. 
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that an attempt to quantify changes in attitudes toward 


the supervisory experience would be a useful contribu- 
tion to research in the area as well as an aid in formu- 
lating a theory of professional development. 

This study takes for granted that residents’ re- 
sponses to questionnaires concerning supervision not 
only relate to their outside world (i.e., their supervi- 
sors) but also inform us about the internal structure of 
the perceiver (the resident). 


METHOD 


During the second year of his residency, one of us 
(J.J.D.) actively participated in open criticism of the 
psychotherapy supervision program. In an attempt to 
collect systematic observations and complaints about 
all supervisors, this author developed a questionnaire 
for resident use in evaluating psychotherapy supervi- 
sors. The original purpose of the evaluation was to 
document for the residency director what residents felt 
were supervisors’ deficiencies. Items on the question- 
naire were generated by discussions with residents and 
faculty and from texts of psychotherapy and resident 
supervision (5, 6, 11). Faculty were also invited to of- 
fer suggestions and criticisms of the questionnaire. 
The final form was constructed by one of us (J.J.D.) 
with the general consensus of his resident colleagues. ! 

The questionnaire consisted of a section of 16 items 
in which residents rated specific aspects of their psy- 
chotherapy supervisors. Items covered the supervi- 
sor s attendance, interest in supervision, empathy for 
patients, ability to elucidate psychodynamics, ability 
to use alternate conceptual models of therapy, encour- 
agement of the resident's capacity for self-observa- 
tion, and other areas. 

Questionnaires were given to all residents. A sepa- 
rate questionnaire was completed for each of the resi- 
dent's 2 or 3 psychotherapy supervisors assigned for a 
12-month period. Each item was rated on a scale of 1-5 
(1=poor, 5=excellent). In addition, residents gave a 
“global rating’’ indicating the overall helpfulness of 
the supervisor. Written comments about each supervi- 
sor were solicited at the end of the questionnaire. 

The results of the initial survey surprised us in dem- 
onstrating how inept all of the second-year supervisors 
seemed to be. At this point, we began to suspect that 
the low ratings of supervisors assigned to the second- 
year residents pointed to an attribute of second-year 
residents. Of course, it was possible that the low rat- 
ings simply meant that all of the poor supervisors were 
in fact assigned to the second year, or that this particu- 
lar group of second-year residents rated things unfa- 
vorably even before entering psychiatric training. We 
hypothesized, however, that the resident's developing 
and somewhat conflicted professional identity was a 
factor in. how he or she rated the supervisors. If so, we 


‘Copies of the questionnaire are available from Dr. Drucker on 
request. 
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could use the supervision questionnaire .; ut. 
titude changes in residents. 

Without revealing to the residents the ^3: 
initial study, we repeated the survey or E 


a 


This gave us an opportunity to replicas c o 
results as part of a longitudinal study are) > ik 
portunities to test whether residency yc. i.c 
ing. Two classes of residents were fe lov. 1% 
nally: one group consisted of those init > k 
ond year and the other consisted of those . t. ss 
to third year. We wondered whether ses. . œ 


pervisors would again be rated poorl: i 
of second-year residents. 

We then compared residents’ ratings a ee 
while correcting for the possibility of o D Las 


“a 


tion of supervisors across years. Wea- 4 
faculty psychiatrist (the former res dco. oc: 
who knew each supervisor's professivr. p 


experience well, to independently rate ci. . z 

according to his own global assessme `i. 

sor’s skills. Using this independent ri Oon 
ed residents’ global ratings in each yec. ' ı 

squares regression. We used the resni. iu 
equation to represent each residents {.' i 
the analysis of variance. The above pres 4 
control for the fact that supervisors w. > oA 
assigned on a random basis to resider ts 


three years, leading to a possible bias. u « pal 
good and bad supervisors. The former rs... 4 
tor gave only a global rating because i \ . A 


to have him rate each supervisor on erei. 
vidual items. 

Data were analyzed by analysis of \ ame 
cover possible differences in ratings ia: os 


years. A multiple regression analysis, > n mo 


sample of residents studied longitud na 


with the residents’ global ratings as th: <!> T 
table and the 16 individual items as ‘be l 
variables. This regression analysis, der: = 
the relative contribution of each of th: 1 aw 
variables to the global rating, showed the ES 
were highly correlated with the globe! 1% n 
no particular variable stood out in ny- >c 


therefore added all of the individuali ey  :.tr 
obtain a global rating with a larger base t 
nal global rating, which was only a s ns. 
on a 5-point scale. This total score y.e~ 
analysis of covariance as explained ab >», Š 
al score, i.e., with the residual scores « | 


RESULTS 


The response rate was 92% on the 1675 =d 
26 residents) and 100% in 1976 (23 cf 7 (A 
Thirty-three different supervisors v:e 
year, and about two-thirds of these we e^i. 
than | resident each year. In the dat: ry >- , 
questionnaire was considered separately EN 
each of the two surveys were 56 and 53.. 


C. 


on 
' . 


ry e` 


i 
. es 


MO. 


4 
`r 


w 


SUPERVISION AND PROFESSIONAL DEVELOPMENT 





Arm J Psychiatry 135:12, December 1978 


o—————--* Residual Ratings . 
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FIGURE 1 
Global Ratings of Supervisors by Residents in 1975 and 1976 
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TABLE 1 
Global Ratings of Supervisors by Residents in 1975 and 1976 
1975 1976 
Residual Residual 
Resident Global Total Global Total — 
Year Score Score Score Score a 
I 0.0483 +0.1045 +0.2548 +0.1226 
2 —0.2240* —0.2082** —(),4032*** —0.3710+ 
3 +0.4106 +-0.2936 +0. 1826 +0.2264 


*Significantly different from first- and third-year groups (p<.004, F=9.30, 
ea a different from first- and third-year groups (p<.03, F=5.36, 
P E seem different from first- and third-year groups (p<.04, F=4.46, 
Sinica different from first- and third-year groups (p<.03, F=5.33, 


corresponding to the number of questionnaires com- 
pleted each year. 

On each of the two sampling occasions, the relation- 
ships of the residual global ratings across resident 
years were identical. Residual global rating refers to 
the global rating after correction for possible biased 
distribution of supervisors according to the Senior psy- 
chiatrist’s rating. The second-year residents had sig- 
nificantly lower residual global ratings compared with 
the first- and third-year groups (p<.004 in 1975 and 
p<.03 in 1976) (see table 1). Negative numbers in- 
dicate that second-year residents’ ratings clustered in 
a direction opposite those of their first- and third-year 
colleagues in the analysis of variance. Results were the 
same for the total scores (see table 1). 

A striking pattern followed by the raw scores on all 
16 items as well as the global ratings was a V-shaped 
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one of high ratings in years one and three and low rat- 
ings in year two (see figure 1). However, it was only 
the residual globa! ratings that showed any significant 
differences across resident years. None of the 16 indi- 
vidual items showed significant differences. 

The two groups that were followed longitudinally 
were compared against themselves for the two time 
periods covering a 15-month interval. The first-year 
residents in 1975 who became second-year residents in 
1976 moved in the direction of lower ratings in the sec- 
ond year; this change just missed statistical signifi- 
cance (p<.06). The second-year residents in 1975 who 
became third-year residents in 1976 gave significantly 
higher ratings (p<.0003) in their third year compared 
with their second year. These changes show that the 
original low ratings by second-year residents were not 
due to their being a group of consistently low raters. 


COMMENT 


Results of the multiple regression analysis demon- 
strated the high internal consistency of the rating scale 
we developed. The 16 items provided a framework on 
the 1-5 scale indicating to residents what factors 
should be taken into account in making their global rat- 
ings. The global ratings were thus not haphazard 
guesses but were based on the preceding variables, as” 
the high correlation between all items and the global 
ratings shows. When we saw the differences across 
years in the residual global ratings, we expected to see 
differences in at least some of the 16 independent vari- 
ables that might explain these differences. However, 
there were none. No item was independent of the oth- 
ers. Perhaps if the independent variables were cor-, 
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rected by having the senior psychiatrist rate them and 
then testing them in an analysis similar to the global 
" ratings, differences might have emerged. 

Although the profiles of the independent variables 
did not vary, an interesting finding was the depression 
of the whole scale in the second year compared with 
the first and third years. This paralleled the low residu- 
al global ratings in the second year. Our data clearly 
document that residents’ experiences of psychothera- 
py supervision follow the ‘second year slump” dis- 
cussed by Sadock and Kaplan (12). They described 
this period as characterized by “vague dissatisfaction 
leading to persistent complaints and formal protests 
against the institutional structure. Whereas the first 
year of the residency is characterized by eagerness, 
enthusiasm, and a glowing desire to learn, the begin- 
ning of the second year is often followed by dis- 
content, dissatisfaction, and negativism.’’ This phe- 


. nomenon was described in 1959 by Holt (13) in a paper 


reflecting on the less obvious effects of psychiatric 
training, unsystematically observed tn the process of 
carrying out a long-term research project at the Men- 
ninger School of Psychiatry. 

The only study we found quantifying this “‘slump”’ 
is that of Pasnau and Bayley (14), who found MMPI 
depression scales elevated in residents at the end of 
their first year compared with their entering scores. 
The literature indicates that residents in almost every 
program complain about not getting enough good psy- 
chotherapy supervision (15): our study points out that 
these complaints, at least in some degree, are part of 
the slump. Further, although our measurements are 
different from the standardized MMPI profiles of Pas- 
nau and Bayley’s report, our findings go beyond their 
work in showing that residents seem to snap out of the 
slump by the third year. We have no data on whether 
or not our residents were in personal psychotherapy 
before, during, or after our surveys. An increasing 
number of residents enter treatment as the residency 
progresses. It would be interesting to know whether 
residents come out of the slump with or without thera- 
py. 

How do we explain the existence of the second-year 
slump? We agree with others (7, 8, 13, 16) that it may 
represent part of the process of identity development 
as a psychiatrist. Psychiatric training imposes major 
stresses on the resident's developing identity (17), and 
a “regression in the service of residency education’”’ 
occurs as an adaptive step in the process. Shershow 
and Savodnik (18) used this phrase to describe certain 
behaviors of first-year residents on an inpatient unit. 
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Although we believe this process extends ' 
second year of training, we agree with S2 
Savodnik that with appropriate super 
vention these regressive behaviors cap” 
dents’ further development as psychiatr. | 
suggest that this development continues 
year. Our belief that the resident’s g wi. 


tion with the supervisor is an impor.iun: 
process is supported by Sharaf and Levi” 


+ 


(10) that residents’ therapeutic ideoleg . 
similar to those of their experienced 1°. 
the third year of training. 


10. 
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Training Psychiatrists for Working with Blacks in Basic Residency 


Profřams 
Bi N 


BY WALTER-H. BRADSHAW, JR., M.D. 


The author summarizes recommendations on how 
specific training for working with black and other 
minority patients can be integrated into the existing 
relatively traditional residency programs. He also 
discusses psychotherapeutic issues and problems 
encountered in biracial and/or transcultural therapy 
that must be resolved tf the training is to succeed. 


RESIDENCY TRAINING PROGRAMS today are faced with 
a variety of competing pressures. There is strong pub- 
le and government demand to train psychiatrists who 
will provide services in diverse locations to poor and 
minority populations (1). At the same time, training 
programs wish to maintain quality education and avoid 
role diffusion. Despite the fact that these pressures 
have been with us for some years, there is a notable 
lack of specific structure and content regarding the 
treatment of blacks and other minorities within most 
residency programs. Thus, psychiatry is called on to 
treat greater numbers of black people, but psychia- 
trists are lacking in critical knowledge of black people, 
the systems that impinge on them, and pertinent 
growth and development data. Even more serious is 
the lack of an organized approach to the understanding 
of the psychodynamics of racial relationships in the 
United States, factors that are bound to have a pro- 
found effect on treatment of blacks within the frame- 
work of existing general psychiatry training programs. 


PROGRAM STRUCTURE 


Orientation to Blacks 


The American Psychiatric Association Task Force 
on the Delivery of Psychiatric Services to Poverty 
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Association, Toronto, Ont., Canada, May 2-6, 1977. 
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Areas! noted that community psychiatric training is 
generally started late in the residency, after pri- 
mary attitudes and values regarding psychiatry have 
been formed. In addition, there is poor integration of 
knowledge of the dynamic perspective and knowledge 
of the broader systems relating to primary and second- 
ary prevention that have impact on patients. 

In programs that provide services for blacks, from 
the beginning there should be continuing contact with 
the agencies and social structures of the community. 
This contact should involve on-spot visitation. Didac- 
tic offerings should include history and ethnic culture, 
growth and development data, family structure and 
dynamics, group and community characteristics, soci- 
ological literature, and selected readings on “‘growing 
up black in America.”’ 

Furthermore, literature to dispel myths about blacks 
should be presented. Briefly stated, here are the main 
myths: 1) Africans arriving in the United States as 
slaves were only ‘“‘primitive stock’’; they had no cul- 
ture or civilization of their own (2). 2) The black family 
is a ‘‘tangle of pathology” (3), as opposed to the white 
nuclear family. 3) A matriarchal structure is universal 
in black families. (Hill [4] indicated that the most com- 
mon authority patterns in lower-class intact black fam- 
ilies are more egalitarian than matriarchal.) 4) The 
black family is in total disarray because of slavery. 
(Guttman’s study of the black family [5] casts serious 
doubt on this widespread assumption and suggests that 
family stability has broken down more recently under 
the impact of urbanization and racism since the 1920s.) 
5) Psychopathology is the inevitable consequence of 
one-parent families; strengths cannot emanate from 
such families. 6) The black man is totally inferior sex- 
ually or, conversely, he is a ‘‘super-stud.’’ 7) Blacks 
rarely develop severe depressions or commit suicide. 
(Depression is a widespread phenomenon among 
blacks, and there 1s an extremely high rate of suicide 
among young urban blacks [6, 7].) 

Also included in this orientation should be group ex- 
periences providing the opportunity for residents tò 
role-play minority patients and nonpatients. 


J 
'Rae-Grant Q, Lightfoot O, Becker A, et al: Report from the Task 
Force on Delivery of Psychiatric Services to Poverty Areas (un- 
published report, American Psychiatric Association, Washington, 
DC, 1973). 
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Clinical Services 


Inpatient and outpatient rotations. Part of the resi- 
dent's inpatient experience should be conducted in a 
hospital setting separate from the main training site 
(i.e., separate from the university hospital). The resi- 
dent should have the opportunity to diagnose and treat 
black patients, including those suffering from drug 
abuse, alcoholism, and severe personality disorders. 
Part of the outpatient experience should be conducted 
in a community mental health setting serving a black 
lower-class population. Diagnostic assessments and 
work in all forms of psychotherapy should be done on 
an ongoing basis. It is essential that these experiences 
be closely supervised by faculty who are sensitive to 
the minority experience (be they minority members or 
not). Academically their capacity must be of the high- 
est level because they must be able to dissect the is- 
sues most relevant to successful diagnostic assessment 
and the psychotherapeutic process. Their skills have 
to include the capacity to evaluate cultural adaptation 
and identification versus pathology, a finely tuned 
knowledge of ego functions, the capacity to dif- 
ferentiate the role of reality as reality and as defense, 
techniques for the fostering of the therapeutic alliance, 
and sensitivity in the detection of and assistance with 
working through special countertransferences to mi- 
nority individuals. It should be obvious that minority 
faculty would be invaluable for this teaching. 

The chronic patient. A disproportionate number of 
chronic patients are minorities or poor. Their care 
must be elevated from neglect and being regarded as 
an unpleasant chore to the status of a legitimate field of 
training and research. This could be done by providing 
residents a controlled and supervised experience in 
constructing, running, assessing, and modifying a 
small system of mental health care delivery. This 
should begin early in the residency, preferably as a re- 
search project. For example, several sets of two or 
three residents might construct alternative systems of 
aftercare delivery using matched groups of patients. 

Community consultation. Although tt has already 
been suggested as an tmportant component of ap- 
proved residency programs, community consultation 
should be mandated. Assuming adequate supervision, 
didactic exposure, and seminar discussion, I would 
suggest a part-time consultation rotation in community 
agencies serving a lower-class black population. 

The residency training director. Implementing such 
recommendations represents a major extra burden on 
the training director (8). This person must find and ne- 
gotiate arrangements with new institutions and field 
placements, fleshing out the curriculum in the process. 
Furthermore, strenuous efforts will have to be made to 
recruit supervisors, many of whom may be uncomfort- 
able with the broader frames of reference and con- 
frontation with their own latent racism. Finally, the di- 
rector will have to conterf with the increase of resi- 
dent anxiety and identity diffusion inherent in the 
expansion of their roles, settings, and perspectives. 
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the same line, Spurlock (18) mentioned the con- 
striction of hope, fantasy, and cognition that leads to 
intelleétua!underachievement and chronic depression. 
On the otherNgand, these authors have strongly point- 
ed out the tendency of white psychiatrists to over- 
generalize middle-class standards of development as 
the norm, thus overlooking the adaptive capacities of 
the ghetto-raised child. Notwithstanding multiple 
mothering via extended families, many of our ghetto 
residtnts manage to grow up without mental disorder. 
These authors also pointed out that psychiatrists ne- 
glect the synthetic ego function of the ghetto resident 
that allows for maximum adaptation to the reality of 
existing in a world in which expectations are frequent- 
ly frustrated. Further, these authors stated that in 
looking at ghetto families, psychiatrists have paid no 
attention to the strengths within such families. With 
these biases, there is an inevitable tendency to pre- 
maturely label or mislabel as psychopathological some 
of the phenomena manifested by black patients. 

The extremity of distortion that can result from such 
tunnel vision regarding the black patient has been 
pointed out by Thomas and Sillen (19) in their com- 
ment on Kardiner and Ovesey’s The Mark of Oppres- 
sign (20). In the latter work a major hypothesis is that 
blacks have practically no possible basis for healthy 
self-esteem and almost every possible incentive for 
self-hatred, a dogmatic overgeneralization of an entire 
people. We see a similar attitude in the tendency to 
glibly overextend psychoanalytic concepts to explain 
an entire people, e.g., the idea that slavery reduced all 
blacks to an infantile-oral-dependent level. Likewise, 
it is seen in the tendency to perceive differences from 
the white culture as representative of the ‘‘deficit mod- 
el,” according to which variations in the use of lan- 
guage, syntax, attitudes toward time, and other as- 
pects of the dominant culture are assumed to be psy- 
chopathological, even among children. This latter idea 
has been‘effectively refuted by many, including Coles 
(21), who noted the resilience and ingenuity of the 
black schoolchildren who first entered desegregated 
schools in both the South and the North. 

More subtle preconceptions can creep into the use 
of shorthand terminology, such as ‘‘culturally dis- 
advantaged,’ ‘“‘slow learner,’ and other phrases, 
however well-intentioned these were in their original 
descriptive origins (22). This is illustrated by a 1968 
study (23) in which one group of students was repre- 
sented to their teachers as late spurters while another 
group was not. Both groups were in fact matched. 
However, the children who had been identified as late 
spurters did so academically, while those who had not 
did not. Like the teachers in this study, mental health 
professionals can easily have entire stereotyped pic- 
tures called to mind with the use of a single phrase. 
Furthermore, to many black children the phrases *“‘cul- 
turally disadvantaged” and ‘‘slow learner” have be- 
“come the equivalents of the epithet ‘‘nigger’’ and rep- 
resent just another instance of the micro-aggressions 
beating daily, on their self-esteem. 
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With this background in mind, there are specific 


ways in which countertransference and technique er- 
rors impinge on the evaluation and treatment of black 
patients. One such error is that premature closure Is 
instituted on patient evaluation or treatment with the 
rationalization that the patient is unsuitable for psy- 
chotherapy because the patient has difficulties with im- 
pulse control, verbalization, ego deficits, and soon. A 
variant of the same theme is occasionally heard from 
some black mental health professionals, who argue 
that dynamic psychotherapy is not suitable for black 
patients because it is too cold and intellectualized, that 
the average black patient’s needs are more immediate, 
and that it is not relevant to the patient’s struggles in 
the world. This strikes me as being partially tinged by 
the unconscious adoption of some of the racist myths 
about black people that are prevalent in our society. 
These remarks have certain implications, e.g., that 
black patients do not have the ego strength to tolerate 
some forms of therapy, that they do not have the ego 
capacity to form a therapeutic alliance even when they 
receive an appropriate preparatory education by thera- 
pists about the way some forms of therapy are con- 
ducted, that they do not have the capacity to use in- 
sight in relation to their own personal dynamics, that 
they must be invariably and strenuously infantilized, 
and that they do not have the capacity to use therapeu- 
tic methods that are specifically designed to offer the 
maximum opportunity for ego autonomy and freedom 
from neurotic conflicts. 

Ticho (24) described a case in which she was psy- 
choanalyzing a patient in a foreign country when she 
experienced a temporary breakdown of empathy and a 
reaction of distrust toward the patient. She recognized 
this reaction as projection. The impairment of her 
skills was reinforced by the fact that not only was she 
deprived of the internal identification with the patient 
(a foreigner) but also by the fact that she was deprived 
of the support of her own familiar culture. 

Another error made in therapy with black patients is 
that everything the patient says is interpreted m glib 
reductionist constructs involving racial stereotypes or 
psychoanalytic jargon. The opposite problem can also 
occur: nothing the patient says is considered in rela- 
tion to race—a kind of global denial or avoidance by 
the therapist—or all references to race are immediate- 
ly defined as defensive, without any regard for the in- 
ternal and external realities of the patient’s life as a 
black person in the United States. 

A potpourri of overidentifications, overcompensa- 
tions, condescension, and flight, all linked together by 
countertransference involving warded-off aggression 
and/or compensatory mechanisms against feelings of 
inferiority and badness, can also occur. One of the 
more typical patterns seen, particularly in a beginning 
therapist confronted with feelings of increasing impo- 
tence or narcissistic injury, is the tendency to abandon 
psychotherapy completely‘and fling himself or herself 
into a group situation that is going to restore all mental 
health by changing the community. The resident can 
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thus become part of a hopeful situation involving an 

infallible force that would change the world. This reac- 
* tion is also linked to the therapist's having difficulty 
« with aggression, which ts warded off by joining with 

the patient in an assault on the projected evil outside. 

Other therapists, although they do not flee headlong 
from psychotherapy, may keep the patient in treat- 
ment in a condescending oversolicitous relationship in 
which the patient is never confronted on critical issues 
either within the patient's external world or the trans- 
ference. In a situation in which a black patient is in- 
volved in significant amounts of destructive acting out, 
the white therapist may receive the added bonus via 
identification of satisfying his or her own aggressive 
impulses vicariously from a relatively protected and 
self-righteous position. 

Schacter and Butts (25) and Grier and Cobbs (26) 
have described how references to race, the use of sub- 
cultural language differences, and the gross acting out 
of racial stereotypes can be used primarily in the serv- 
ice of resistance in therapy—with both therapist and 
patient engaged in mutual avoidance. Often, because 
of the projected fear of the blacks’ retaliatory aggres- 
sion, the therapist rationalizes his or her overemphasis 
on culture by saying that to do otherwise would be 
“trying to make the patient white.” 

Poussaint and Ladner (27-29) have gone into some 
detail regarding a particular type of masochistic over- 
compensation that has relevance to psychotherapeutic 
relationships. In this variant a white person compen- 
sating for feelings of inferiority and badness approach- 
es the relationship with rescue fantasies involving un- 
conscious feelings of superiority. When confronted by 
a black person’s perception of the racist attitudes in- 
herent in that position, the white person then either 
flees or places himself in the position of being abused 
masochistically. 

It 1s clear that the task of the supervisor 1s made 
more complex by the issues ratsed here. Jones and as- 
sociates (30) indicated that in their experience in resi- 
dency training they found similar patterns in their su- 
pervisors treatment of them and in the supervisors’ 
advice regarding their black patients. Basically, if su- 
pervisors are not sensitive to these issues and have not 
confronted their own unconscious racism, it is unlikely 
they can help residents to do so. Once again, one can 
see the importance of recruiting minority faculty. 


GENERAL PRINCIPLES 


There are several fundamental and deceptively obvi- 
eus guides for the therapist. The first is that therapists 
must engage in continuous introspection and self-anal- 
ysis. Even more rigorous attention must be paid when 
there 1s a transcultural or biracial situation because the 
therapist is in greater dangerfof regressing and projeet- 
ing whey the patient or external environment seems 
significantly unfamiliar. 

: Therapists must make a serious effort to learn as 
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although the therapist must remain ay en 
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times when it is necessary to help the pi. < 
the realities of external existence bef vic 
ous with the internal conflicts. 
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varying and different perspectives. | or 
black power movement had a significt'm >. 
as a phase of self-assertiveness that e: Fe 
tal health of black people in fhis couar 
with black patients, therapists must 
adaptive value of autonomous constr.ict 
tive action, thought, and feeling and ct 
by it. However, on the other side of i : 
must be prepared to deal with the norai. > 
of aggression and neuroses of black nix 
obstacles these place in the path of psy ho: 
of these have been outlined by Pinde. hu: : 
nial, paranoid feelings and distrust, siler ° 
passivity, precipitation of crises, and |. 
payment of bills, and missed apponi” 
phenomena frequently represent indirect - 
due to fear of assertiveness in the ps.ch ° 
though they may have been adaptive dev > 
and historically (and, as mentioned abo. : 
by the dominant society in the present) ‘F> 
sent maladaptations in the present. Pire > 
vocates quick identification and inte pre 
resistance in order to engage the patient <. ` 
ful attention following any therapeutic r 4 
determine whether distortion has occurre 
jection or misunderstanding via subcu!tui. 

Within the context of a therapeutic rv 
which the alliance is secure. not only cu: 
gin but it can flourish with black patierts » 
dismissed as ‘‘unsuitable.”’ It requires. ® : 
therapists have attained sufficient resa!: 
control of their own fears and aggressic 
can mitigate their own racism. 

There are many challenges and jos 
transcultural work. Many of us have noice: 
ic effect of racial differences on the t ier. 
ess. The differences often bring certain 
sharp and dramatic focus, facilitating ond 
therapy. This occurs most often when thc 
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and stereotypes are related to the same conflicts and 
affects as the transference. Furthermore, the in- 


tensified 


cessity for self-observation enhances the 


professional Skills of therapists as well as their own 
pérsonal growth. 
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Psychiatric Education and Training of Asian and Asian-Ame: orn 
’ Psychiatrists a 


BY NORMUND WONG, M.D. 
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‘ ASIAN AND ASIAN-AMERICAN PSYCHIATRISTS 


TRAINING AND EDUCATION ISSUES 


This papą addresses two specific issues in the train- 
ing and education of Asian and Asian-American psy- 
chiatrists. First, I will discuss the plight of the Asian- 
American physician in a standard psychiatric resi- 
dency and second, I will conceptualize a residency 
program especially aimed at preparing Asian-Amert- 
can and Asian psychiatrists to treat Asian-American 
populations. The educational principles buttressing 
such a program might well apply to any psychiatric 
training program with the explicit goal of treating mi- 
nority group patients. 


Asian-American Trainees in a Standard Psychiatric 
Residency 


e 

Institutional racism is experienced by even the most 
acculturated Asian-American U.S. medical school 
graduate. It is beyond the scope of this paper to dis- 
cuss the plight of the Asian foreign medical graduate; 
however, suffice it to say that discrimination is present 
in even more gross and blatant forms. 

The American-born Asian trainee is confronted by 
issues different from thọse experienced by his white 
counterpart. Despite his or her credentials, faculty 
members and patients consciously or unconsciously 
tend tọ equate him or her with the foreign medical 
graduate. He may encounter discrimination even be- 
fore entering the training program. The Asian-Ameri- 
can’s name often causes the admissions committee to 
engage in stereotyped fantasies about his alleged docil- 
ity, passivity, inscrutability, mysterious Asian up- 
bringing, and lack of adaptability to Western mores. 
He encounters these same fantasies throughout his 
residency years from a succession of clinical and 
teaching staff members. Although he may be a third- 
generation American he remains highly visible. He 
does not blend easily into the white population. Con- 
sequently, he might become entangled in a self-fulfill- 
ing prophecy. The faculty and staff of the program may 
have assuaged any guilt about discriminatory practices 
by accepting him for training. However, discrimina- 
tion may exist on an overt or covert level. As a resi- 
dent, he might be accepted on the same footing as any 
of the white trainees; such a move would be very ap- 
propriate. However, even then, especially for a sec- 
ond-generation Asian-American, the positive cultural 
and personal assets that he brings to his training might 
be lost or devalued in a subtle fashion. 

Much has heen written about the psychiatric train- 
ee’s identity crisis and penchant for role confusion. It 
is generally acknowledged that a successful resolution 
often hinges on identification with an admired teacher. 
The task is more complicated for the American-born 
Asian trainee, who must not only contend with his pro- 
fessional role confusion but must also resolve the mat- 
ter of his personal identity. Unlike his white counter- 

part, he rarely has contact with an American-born 
Asian psychiatrist after whom he can model himself. 
In treating patients he may encounter initial relation- 
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ship and transference problems due to his projected 
image; these problems usually do not arise among oth- 


er trainees, and they may not be readily apparent to his | 


supervisors. If a strong tendency exists to stereotype 
him, the staff may assign him primarily non- 
dynamically oriented and traditionally less desirable 
patients, minority patients, or multiproblem patients, 
and in general offer him a less satisfactory psychother- 
apy training experience than his peers. He may be 
steered into research tracks with fewer patient con- 
tacts. 

Should he seek psychoanalytic training, he is likely 
to encounter the same, although more intensive, 
biases that he experienced when applying for resi- 
dency training. Gross generalizations may abound, ex- 
cluding individual considerations—for example, ‘‘It is 
not possible for a therapist to analyze an individual of 
another race because of the divergency of psychologi- 
cal biases.” ‘* Asians are so obedient, intellectually de- 
fended, and need so much structure that free associa- 
tion and therefore analysis are impossible.” Despite 
these views there are a small number of American- 
born Asian graduates of psychoanalytic institutes. 


Problems of the Graduate 


Assuming that the American-born Asian psychia- 
trist successfully hurdles these difficulties and gradu- 
ates, he or she may run into a new set of problems. 
Should he choose to pursue private practice, he must 
again contend with the image of being a foreign medi- 
cal graduate whom colleagues and patients may regard 
as inferior. He must struggle more than most medical 
graduates if he wishes to establish a private practice in 
a predominantly white middle-class population. 
Should he wish to avoid the aggressive and com- 
petitive stance required for private practice, he might 
enter a government system, assume an administrative 
position, do research, or enter the academic field of 
psychiatry. In any of these settings he still encounters 
problems as a consequence of his Asian background. 

Sata! has pointed out that typically the American- 
born Asian psychiatrist, as a minority member, is 
asked to serve on numerous committees that consume 
inordinate amounts of time and create further barriers 
to his or her professional development and productiv- 
ity. Sata also mentioned that the Asian-American may 
be disliked by white colleagues because his mere pres- 
ence evokes guilt feelings or defensiveness. In addi- 
tion, in many institutions there is the unspoken feeling 
that minority faculty, in order to be found deserving, 
must work twice as hard. It is probable that even the 
most successful American-born Asian psychiatrist has 
experienced some such form of discrimination or diffi- 
culty. Aside from the obstacles that he must surmount 
in order to achieve success, one must take into ac- 
count the losses both to the Asian-American psychia- 
tri8t and the members of Keehn group as 4 seeks 


‘Sata LS: Cultural diversity and psychiatric training (unpublished. 
paper, 1973). . 
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to assimilate into a white-oriented psychiatric system. 
_ Unless he chooses to practice or teach in a community 
* witha significantly large ethnic population of which he 


* is a member, he is unable to pass on much of the dy- 


namic understanding and successful coping techniques 
that he may have learned in order to resolve his own 
struggles and which may be difficult for a therapist of 
another ethnic background working with Asian-Ameri- 
cans to fully comprehend and empathize with. In addi- 
tion, American-born Asian psychiatric residents and 
other professional individuals or students who may be 
experiencing similar conflicts may not have access to 
him as a resource. 

Finally, if an American-born Asian psychiatrist de- 
cides to practice in an Asian-American community, he 
or she often finds that training is of little practical help. 
He or she may have retained much knowledge about 
the religions, mores, and philosophy of his or her eth- 
nic group, but with notable exceptions, nowhere dur- 
ing the standard psychiatric residency was he or she 
exposed to any teaching or supervision specific to 
treating Asian patients. Frequently, the American- 
born Asian psychiatrist has never treated an Asian- 
American patient during his entire residency. From 
the few studies available (9, 17), it appears that Asian 
patients are usually assigned to mental health workers 
other than psychiatrists and psychologists and are in- 
frequently seen in individual and group therapy. Psy- 
chiatric residents are exposed early in their training to 
notions such as ‘‘Asian-American patients generally 
do not respond well to a psychological approach, are 
somatically oriented, and are unable to question au- 
thority.” This induces some American-born Asian 
psychiatrists to follow an organically oriented ap- 
proach. If the American-born Asian psychiatrist is 
trained in a psychodynamically ortented program that 
places great emphasis and value on the highly verbal 
patient, he or she may be given little encouragement 
and time for exploring ways of educating Asian pa- 
tients to the workings of the psychotherapeutic proc- 
ess. Commonly, such patients are specifically re- 
ferred to him for a ‘‘supportive and drug approach.” 

Many American-born Asian psychiatrists are poorly 
informed and ignorant of the culture and language of 
their own ethnic group. Even if they are motivated to 
work with Asian-American patients, they may be ill- 
equipped for the task. For example, of the 84 identified 
Chinese-speaking psychiatrists in the United States, 9 
only speak Cantonese and cannot converse in Manda- 
rin or Tot San. Twenty-one can only speak Mandarin 
(18). There are only 2 Chinese psychiatrists who reside 
and work in New York City, where most of New York 
State's 81,378 Chinese live. One can easily conjure up 
a Kafkaesque scene in which an emotionally disturbed 
Chinese patient is finally brought to the office of a Chi- 
nese-American psychiatrist. fand neither can speak to 
the other except through a yanslator Thus despite the 
presencg of accredited erican-trained Asian psy- 
chiatrists, Asian-American communities may still lack 
adequate psychiatric services. 


NON ’ 


The Need for Specialized Psychiatric Ire» 


Programs 


Just as many trainees select a psyche < 


that they feel will fulfill their needs to p: 


in psychoanalysis, research, or commu’ 


try, there should be the opportunity fort 
international psychiatric or ethnically sc 
dency programs. Aside from the prewic 


versity of Hawaii to train Indonesian ps, 
establish and practice child psychiatry `` 
country (19), there are no psychiatre 1: - 
grams in the United States that incorna™. : 


ment the cultural, social, and philosophis 
that exist among Asian-Americans (2:)) 
edged among American-born Asian Md} - 


while there is an obvious need for Ps ; 


among the Asian-American populatic 1. ° 
psychiatric approach that ts taught iD T 


programs must be modified for most e7 ` 


(9, 13). Basic research and evaluation a: 
specific treatment programs with follow 
lacking. The following program I pio; 
suitable for all Asian psychiatrists, not : 
can-born Asians. ° 


PROGRAM CURRICULUM 


Any program specifically ae to 


psychiatrists must meet the general ° 
tablished for psychiatric graduate med © 
However, care must be exercised to a D 
of courses and clinical experiences in c 
pose hardships on the resident. While 


sible within the standard residency per c: 


Asian-American resident to function < ~ 
psychiatrist in his or her ethnic co17 
probably require additional time and ra. 


the stated goals. Similarly. the trainee ir. ; 


try may require extended training. 
should carefully monitor the tran: 
throughout the program as well as per’c 


studies to justify the value of exten ivi. 


period beyond the time required for rov- 
ates. 

Formal curriculum must provide veu 
parative psychopathology (focused or 
ethnic variations), cultural norms anid : 
social psychology. religions, and sac a 


ethnic group. There should be semiez, 


writing, and speaking the ethnic language 


there should be seminars dealing with se. 
and mental health issues of other mincrit. 
search and teaching skills are to be enzo . 


courses should be taught throughout ‘h 
years of training rather than being reles! 
time. 

The specialized training program could 


ent, but in all likelihood it would prob: ` 
best as a track system within a general cr 


9> 


+ 
E | 
y 


+ 
* 


ASIAN AND ASIAN-AMERICAN PSYCHIATRISTS 


* 
s 


gram. Because all of the residents would have contact 
with thelocal ethnic population, some of the special 
curses tng be included in the curriculum for all 
trainees, with others being elective. For example, a 
Seminar on comparative psychopathology and cultural 
norms might be required and a course on reading, writ- 
ing, and speaking the ethnic language be elective. All 
faculty should be encouraged to participate in these 
seminars in order to become aware of the difficulties 
frequently experienced by Asian-Americans. A sensi- 
tivity group experience should be mandatory for all 
residents and faculty to bring into awareness uncon- 
scious racial issues that may crop up in supervisory 
and teaching situations. 

While the Asian trainee must be exposed to the clini- 
cal experiencé? required of non-Asian trainees, he or 
she should participate especially in outreach and after- 
care programs. Above all, the trainee’s patient load 
should not be restricted to Asian-American patients; 
he or she needs to be exposed to a wide variety of 
individuals with different clinical syndromes and re- 
quiring various ,treatment approaches. The trainee 
should be encouraged to try innovative therapies for 
Asian-American patients not fitting into clearly de- 
fined Western treatment categories. 


TRAINEES AND FACULTY 


It is proposed that training programs designated to 
educate Asian psychiatrists within a general residency 
have at any one time a minimum of two Asian trainees. 
Peers learn from each other, apart from the formal in- 
struction they receive, and they need a psychological 
and culturally similar base support in a new environ- 
ment. The presence of two or more culturally related 
Asian trainees, for example, two Japanese-Americans 
or a Chinese-American and a Japanese-American, 
would help reinforce their ethnic identification and 
special training objectives. The trainees should be 
members of that ethnic minority population served by 
the training Institution or be culturally related to it. If 
an Asian applicant does not wish to enter this special- 
ized track, he or she should not be counted as one of 
the two trainees deemed necessary to maintain such a 
program but should be considered instead as a regular 
resident. 

There gust be an adequate number of Asian faculty. 
I suggest that there be a minimum of three key Asian 
faculty, consisting of a social scientist and two psychi- 
atrists. One psychiatrist should be a significant figure 
in the didactic teaching program and the other a clini- 
cal supervisor. Part-time Asian faculty and consultants 
should be involved to further strengthen the didactic 
and clinical teaching. Being an Asian should not be 
sufficient in itself to qualify the individual as a key fac- 
alty member for the special program. The person must 
know the cultural, social, and philosophical aspects of 
his or her ethnic heritage; be able to communicate in 
the languages and have worked with Asian-American 
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patients and community groups. Outside Asian faculty 
should be invited to teach in this specialized program. 
Because it may be difficult to find within a single insti- * 
tution sufficient, qualified Asian faculty, it is essential ° 
to engage visiting consultants from other geographic 
locations in order to provide the program with breadth 
and depth. 

It is important that expert non-Asian faculty also be 
involved in teaching and supervision. Other faculty 
not directly involved with the special curriculum or 
clinical track should be encouraged to attend these 
seminars and case conferences in order to prevent a 
sense of fragmentation of the general training program 
and isolation of the Asian trainees. The resident in the 
training program for Asian psychiatrists should be re- 
garded in the same light as the fellow in child, forensic, 
community, or research psychiatry who is expected to 
possess a sound grounding in basic psychiatry on top 
of which he or she chooses to superimpose additional, ° 
specialized interests. 


LOCATION, FISCAL CONSIDERATIONS, AND 
PROGRAM VIABILITY 


The institution should be significantly involved in 
rendering psychiatric services and readily accessible 
to a large Asian-American population. An institution 
located in a large geographically identifiable area, such 
as a Japantown or Chinatown, in the midst of a pre- 
dominantly non-Asian community would be more suit- 
able as a training site, than, for example, an institution 
in Honolulu, where the Asian-American population is 
the majority. According to the U.S. Bureau of Statis- 
tics, 44.1% of the population in Honolulu in 1970 was 
of Japanese descent. It would also be undesirable to 
locate a training program in an area where the ethnic 
population has acculturated into the general popu- 
lation with little influx of recent Asian immigrants and 
which does not typify the plight of Asian-Americans in 
large West and East Coast cities. 

One or more ethnic training tracks may be situated 
in a training institution located, for example, in the San 
Francisco Bay area, where there are significant Chi- 
nese, Japanese, and Korean populations. The require- 
ments for each ethnic training program should be . 
maintained whenever possible, for despite many simi- 
larities, there are significant differences and needs 
among the groups. In addition, the ethnic training pro- 
grams should be multidisciplinary to include training 
for Asian psychologists, psychiatric nurses, and social 
workers within the same institution. For this reason 
these programs should be in institutions that are affifi- 
ated with medical schools or universities. 

It can be anticipated that the establishment of a 
“separate but equal” 4pecialized residency training 
program that focuses K minority groups will draw 
protests from certain factiðns of the psychiatric com- 
munity, which object to the implication that racism 
and discrimination exist within our profession. My ex- 
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Children of an Idle Brain? 


UNLIKE THE fabled vicar who ‘‘trod the strait and narrow path between good and evil,” students 
of the dream have generally been divided into two opposing camps. Freud’s extensive review 
(1) of the nineteenth-century literature well documented the polarization between those who 
disparaged dreams as an anarchy of meaningless images arising from a brain whose higher 
functiéns were inoperative during sleep and those who saw in them a creative force giving rise 
to knowledge inaccessible to the rational waking mind. 

Freud’s own contributions to the understanding of dreams need not be belabored here. Suf- 
fice it to say that (as every educated twentieth-century man and woman knows) he viewed them 
as the ‘royal road to the unconscious’’—as the symbolic, usually disguised expression of basic 
human wishes and needs taking their origin from the earliest phases of the individual’s life. 
However, until the posthumous publication of the ‘*Project for a Scientific Psychology” (2) in 
the 1950s, it was not generally recognized that Freud was from the start concerned with the 
neurophysiology underlying psychic processes, including dreaming. The fact that he very early 
on abandoned the attempt to create a neurological model and focused on the psychological 
aspects of dreaming determined the cast of analytic thinking for decades to come. 

The concept that dreams had a method and order of their own and that their meaning could be 
fathomed by analysis has not been significantly challenged until recently. In the last two num- 
bers of volume 134 of the Journal, Drs. J. Allan Hobson and Robert W. McCarley (3, 4) took 
Serious issue with the analytic view of dreams and dreaming. They not only pointed out that 
Freud's neurological model was archaic in the light of modern knowledge of the brain’s func- 
tion, but they provided evidence that dreams were after all merely the senseless, random ac- 
companiment of the autonomous electrical activity of the sleeping central nervous system. 

If controversy —sharp, critical, intelligent controversy —is an editor’s fond desire, his dreams 
came true. The two papers in question provoked more letters to the Editor than the Journal had 
ever received before. Subsequently published, these were merely the opening salvo of re- 
sponse, and the opposing forces, having marshalled their arguments, now return cannon fire for 
cannon fire in the form of two articles appearing elsewhere in this issue. Dr. Gerald W. Vogel 
aims his sights at the neurophysiological model proposed by Drs. Hobson and McCarley, sug- 
gesting that their hypothesis is not fully supported by what is known about the dreaming brain. 
Dr. Anthony L. LaBruzza, pointing to the fundamental irreducibility of psychological and phys- 
iological concepts and language, one to the other, argues that Hobson and McCarley’s phys- 
iological formulations of dream processes have no logical bearing on the truth or falsity of the 
psychological understanding of dreams and their meaning. 

The battle is joined. We are hopeful that, given a forum, scientific dialectic will lead to a rea- 
sonable synthesis. Meanwhile, safe in his foxhole, the Editor will remain neutral; he promises 
to give equal time to both camps and to cut the logomachy short when it begins to pall. 
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An Alternative View of the Neurobiology of Dreaming 


BY GERALD W. VOGEL, M.D. 


The author critiques the recently proposed 
activation-synthesis hypothesis about the origin and 
formation of dreams. Many findings do not support 
the new hypothesis that specific pontine physiological 
processes, rather than mental processes, instigate 
dreams and produce their distortion. First, dreaming 
often occurs in the absence of the pontine processes. 
Second, forebrain activity (which can have mental 
correlates) is crucial to the instigation and 
maintenance of dreaming sleep. Finally, activity of the 
proposed pontine dream generator, which is claimed 
to cause dream distortion, is not reliably accompanied 
by dream distortion, 


Two PAPERS by Hobson and McCarley have in- 
tegrated a vast array of recent neurophysiological find- 
ings to propose a new, non-Freudian theory of dream- 
ing, the activation-synthesis hypothesis (1, 2). The 
crux of the hypothesis is that physiological processes 
rather than psychological processes are the primary in- 
stigators of dreams and are the primary determinants 
of their formal characteristics (viz., distortion, bizarre- 
ness, discontinuity, and incoherence). Since Freud 
proposed that psychological processes instigated 
dreams and determined their formal characteristics 
(3), Hobson and McCarley concluded that the recent 
neurophysiological findings refute Freud’s dream hy- 
pothesis. 

This paper represents an alternative to these views 
of Hobson and McCarley. 1 will present evidence that 
their papers did not consider and that I interpret to be 
inconsistent with the activation-synthesis hypothesis. 


Dr. Vogel is Director, Sleep Laboratory, Georgia Mental Health In- 
stitute, 1256 Briarcliff Rd., N.E., Aflanta, Ga. 30306. He is also Pro- 
fessor of Psychiatry, Emory University School of Medicine, *At- 
lanta, Ga. Pa 


The author wishes to thank Dr. Alan Rechtschaffen, University of 
Chicago, for his helpful comments. 
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the defensive need to disguise or censor unacceptable 
wishes, as proposed by Freud. 


ay T 


EMPIRICAL CRITIQUE OF THE HYPOTHESIS 
What Causes Dream Distortion 


I will now examine evidence and methodologic is- 
sues related to the activation-synthesis hypothesis that 
were aot considered by Hobson and McCarley. I begin 
with the proposition that dream distortion is caused by 
a partially random discharge of neuronal units (FTG 
cells) in the pontine D state generator. 

Hobson and McCarley present no evidence to sup- 
port this proposition. Indeed, it is an assumption with- 
out empirical support. We have no evidence that ‘‘dis- 
ordered’ meaning is caused by a disordered (tempo- 
rally random) discharge pattern of individual neurons. 
In more general terms, we do not know the neural cor- 
relates of particular sequences of mentation, ordered 
or disordered. We also do not know that the order- 
liness of mental sequences is determined by the pat- 
tern of hindbrain stimulation of the forebrain. It is pos- 
sible that mentation is relatively independent of hind- 
brain stimulation and is* primarily determined by the 
reSponse characteristics of the forebrain. In any case, 
our ignorance about these issues is very great. In view 
of such ignorance, the claim that disordered (incoher- 
ent) meaning is caused by disordered (random) dis- 
charge of individual pontine cells appears to be based 
on verbal similarity rather than empirical findings. In- 
deed, the empirical findings do not support this claim. 

Contrary to the hypothesis, the empirical correla- 
tion between irregular (phasic) discharge bursts of the 
proposed pontine generator and dream distortion is 
very weak. Relevant studies report that dream dis- 
tortion, bizarreness, and discontinuity are unrelated or 
only weakly or unreliably related to indicators of the 
generators phasic discharge bursts (4-6). Further- 
more, based on the high frequency of random phasic 
bursts of the generator, the hypothesis would predict 
that distortion, bizarreness, and incoherence are very 
frequent characteristics of dreams. However, contrary 
to the hypothesis, D state dreams usually contain re- 
alistic imagery, concern banal everyday events, and 
display remarkable thematic coherence (7-10). Thus, 
the correlational evidence does not support the claim 
that dream distortion is caused by the partially random 
discharge Of a pontine D state generator. Put directly, 
D state dreams simply do not resemble that kaleido- 
scopic barragt of unconnected images one would ex- 
pect from a random generator of mentation. 

Furthermore, the activation-synthesis hypothesis 
cannot explain the remarkable coherence of most 
dreams by shifting its emphasis from the disordering 
effect of random hindbrain stimulation to the ordering 
effect of a forebrain synthesizing response. Such an 
explanation would mean that although the hypothesis 
has not predicted dream coherence, it could, post hoc, 
conveniently invoke just the right amount of synthetic 
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activity to explain the observed coherence of any 
dream. With such explanatory agility, the hypothesis 
would be compatible with all degrees of dream coher- 
ence but would predict none. In that case, the hypoth- 
esis would have no testable empirical consequences 
and would therefore be empirically meaningless. 


The “Dream State Generator’ 


Next, I will examine evidence on an alternative to 
the proposition that the “‘necessary and sufficient’’ 
generator of the D state is a pontine mechanism in 
which the FTG neurons are the specific D state execu- 
tors. Support for this proposition comes mainly from 
animal transection, lesion, stimulation, and unit re- 
cording studies. My examination of these studies leans 
heavily on Siegel’s recent critical review of the neu- 
rophysiology of D state generation (11) and on the re- 
lated work of Siegel, McGinty, and Breedlove (12-14). 

Consider first the transection studies. Cats, decere- 
brate at the pontine or pontomesencephalic level ‘‘ex- 
hibit all the brainstem components of the D state... .”’ 
(11). Furthermore, there is no D state in the per- 
manently isolated forebrain of the cat (15). Clearly, the 
brain stem—and not the forebrain—contains structures 
whose activity is a necessary and sufficient condition 
for the brain stem components of the D state. How- 
ever, these results do not rule out the possibility that in 
the intact animal, forebrain structures interact with the 
brain stem D state structures in such a way that the 
forebrain is crucial for D sleep. This possibility 1s sup- 
ported by the McGinty and Sterman finding that le- 
sions of the basal forebrain (which left the brain stem 
intact) “*. . . totally eliminated (the D state) for periods 
of several weeks” (16). The work of Villablanca and 
Marcus (17, 18) more directly supports the crucial im- 
portance of the forebrain for the D state. These inves- 
tigators studied sleep and wakefulness over several 
months in chronic diencephalic cats, i.e., cats without 
neocortex, striatum, and rhinencephalon. In such cats, 
non-D sleep was reduced to !/s of that in control (non- 
lesioned) cats, and D sleep was reduced proportion- 
ately much more to ‘‘... less than '/20 of the con- 
trols. In fact D sleep was completely absent in 10 out 
of 48 sessions (24 hours of observation) while non D 
sleep was never absent. . . . The normal cyclic distri- 
bution . . . of the remaining non D sleep and D sleep 
could not be demonstrated” (17, pp. 357-358). More- 
over, according to my calculations from the other Vil- 
lablanca and Marcus data (17), the diencephalic cats 
averaged 2 episodes of D sleep per 24 hours, while the 
controls averaged 31 longer episodes of D sleep per 24 
hours. This evidence indicates that, contrary to the ac- 
tivation-synthesis hypothesis, the forebrain plays a 
crucial role in the instigation, maintenance, and timing 
of most episodes of D sleep. Evidence from the Villa- 
blanca and Marcus study, also indicates that the fore- 
brain affects its own activation pattern during D sleep 
because the frequency of gapid eye movements (or 
phasic discharges) during the D state was higher in the 
chronic diencephalic cats than in the intact control 
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(17). In the intact animal, the forebrain exerted an in- 
hibitory influence on the D state phasic discharge pat- 
e tern of the hindbrain. Therefore, contrary to the acti- 
-vation-synthesis hypothesis, the hindbrain activation 
pattern is not autochthonous, and the forebrain is not 
simply a passively responding slave of the hindbrain. 
Rather, the forebrain influences the hindbrain activa- 
tion pattern. As Villablanca and Marcus put it, “the 
present finding in ‘diencephalic’ animals necessitates a 
revision of [the] concept (that rostral structures do not 
exert much control over caudal brain stem sleep mech- 
anisms)... (17). “Our hypothesis of the direct, al- 
though complex, descending forebrain influence con- 
trolling the lower brain's sleep wakefulness structures 
appears to fit the available data better” (19). 

Pontine lesions that eliminate the D state, as in the 
transection studies, have been interpreted to indicate 
that the brain stem contains the necessary and suf- 
ficient generator of the D state. However, Stegel’s crit- 
ical review offers a different conclusion (11). Siegel 
emphasized the many shortcomings of the lesion tech- 
nique when applied to the brain stem. In particular, the 
specific effects of a localized brain stem lesion cannot 
be separated from the strong nonspecific effects of the 
lesion. The latter include serious morbidity (often 
leading to death), destruction of surrounding blood 
supply, and death or damage of neighboring neurons 
and neuronal fibers—all of which occurrences have ad- 
verse effects on remote structures. Thus, elimination 
of the D state by pontine lesions (although consistent 
with the theory that pontine structures are necessary 
for D sleep) does not necessarily imply that in the in- 
tact animal the pons contains structures sufficient for 
generation of the D state. 

Similar conclusions may be reached from stimula- 
tion studies. Although pontine stimulation can insti- 
gate the D state, *‘stimulation of a variety of structures 
including cortex [20], vagal nerve [21], and the visual 
system [22] can induce the [D state] ` (11). Thus, struc- 
tures outside the brain stem, including many cortical 
areas; can instigate the D state. 

Finally, on the basis of unit recording studies, Hob- 
son and McCarley have proposed an ingenious pontine 
mechanism to explain the alternate generation of non- 
D sleep and D sleep (23, 24). According to these work- 
ers. two pontine neuronal groups, a D state inhibitor 
and a D state generator, reciprocally interact to pro- 
duce the alternation of non-D sleep and D sleep. The 
pontine FTG cells are the specific neurons whose aug- 
mented activity generates the D state. Hobson and 
McCarley originally suggested that these neurons were 
the D state generator because, among other proper- 
ties, the FTG met the crucial selectivity test, i.e., their 
firing rates increased selectively during the D state and 
decreased in the absence of the D state (during wake- 
fulness and slow sleep) (23, 24). More recently, con- 
siderable controversy has developed among neure- 
physiologists about whether the FTG neurons meet 
the selectivity criterion (11-14, 25). I will present evi- 
dence that they do not. In doing so, I am not criticizing 
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that bizarre, vivid, visual, hallucinated dreaming oc- 
curs only during the D state. This proposition is 
strongly contradicted by empirical data. Studies from 
different laboratories have found that dreams for all 
practical purposes indistinguishable from D state 
dreams occur in the absence of the D state (26-28). For 
example, during sleep onset dreaming is very preva- 
lent: 50%-70% of awakenings from certain non-D 
state, sleep-onset EEG stages result in the report of a 
dream. When compared with D state dreams, sleep on- 
set dreams are not significantly different in bizarre- 
ness, length, manifest sexual content, manifest aggres- 
sive content, hedonic tone, or dreamlike quality (27, 
28). Furthermore, instigators of sleep onset dreams are 
more closely related to psychological variables than to 
physiological variables such as EEG stage (27, 29). 
Dreaming also occurs frequently throughout the non-D 
sleep of light sleepers (30). 

The finding that dreams similar to D state dreams 
occur frequently in the absence of the D state has two 
implications. First, the unique physiology of the D 
state does not explain the instigation or formal charac- 
teristics of the ndn-D state dreams. Second, the simi- 
larity of D state and non-D state dreams makes it un- 
likely that unique D state neurophysiology determines 
the characterisiics of D state dreams. Rather, the simi- 
larity of dreams in different states suggests that some 
properties common to all the dream states determine 
dream characteristics. We do not know what these 
properties might be. One plausible speculation is that 
forebrain response characteristics during sleep are 
common to all dream states and forebrain activation 
sources are unique to the different dream states. That, 
at least, would be consistent with most of the neu- 
rophysiological evidence presented above. 

Let me clarify the relationship between activation 
sources and response characteristics with an analogy. 
Imagine a town with several different independent 
sources Of electrical power. Each night, the temporo- 
spatial pattern of lighting will be independent of the 
power source but will depend on the usual habits of the 
town’s inhabitants and on their unique needs of that 
day. The power sources obviously represent the fore- 
brain activation sources, the inhabitant’s usual habits 
represent the neural correlates of personality traits, 
and the unique day’s needs represent the neural corre- 
lates of recent experiences. In other words, my sug- 
gestion is that state generators—like the D state gener- 
ator—permit dreaming to occur but do not instigate 
the actual content or determine its characteristics. 
These, being similar in all dream states, are functions 
of the response characteristics of the forebrain. This 
would suggest that psychological phenomena, which 
are correlates of forebrain activity, can instigate actual 
dream content and determine its formal character- 
istics. 


Summary of Empirical Critique 


This completes the critical review of the activation- 
synthesis hypothesis. As a whole, the evidence does 
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not support its three propositions. First, dreaming is 
not limited to the D state. Second, in the intact animal 
pontine structures, although necessary for D sleep, are 
not sufficient to account for the generation of most D 
sleep episodes. The forebrain is also necessary for the 
instigation, maintenance, and timing of most D sleep 
episodes. Hence, contrary to the propositions of the 
activation-synthesis hypothesis, forebrain neural 
structures with possible psychological concomitants 
are involved in the instigation of the D state. Third, the 
correlational evidence contradicts the claim that the 
formal characteristics of dreams are related to phasic 
pontine activation. Thus, the evidence does not sup- 
port the crux of the hypothesis, that (pontine) physio- 
logical processes rather than psychological processes 
instigate dreams and determine their formal character- 
istics. Furthermore, such an unsupported neurophysi- 
ological theory cannot be a sound refutation of Freud’s 
dream hypothesis. 


METHODOLOGICAL CRITIQUE OF THE 
HYPOTHESIS 


I have a final comment about Freud’s dream theory 
that is not related to the soundness of the neurophysio- 
logical attack on it. Here, I want to show that purely 
neurophysiological data—such as that used in the acti- 
vation-synthesis hypothesis—cannot refute a purely 
psychological theory such as Freud’s. 

A psychological theory asserts a reliable relation- 
ship among psychological variables. Physiological 
variables can be used to test this psychological rela- 
tionship only if the physiological variables are empiri- 
cally reliable correlates of the relevant psychological 
variables. Conversely, we cannot know that physio- 
logical variable A is not the correlate of psychological 
variable B until we empirically determine the correla- 
tion between A and B. Applied to the particular case of 
dream theory, we cannot know, for example, that pon- 
tine activation of the forebrain is not the neural corre- 
late of emergent, primitive, unconscious wishes until 
we empirically determine the correlation between pon- 
tine activation and emergent, primitive, unconscious 
wishes. That determination has not been made. 
Hence, we cannot use the physiological variable, pon- 
tine activation, to indicate the absence of unconscious 
wishes. Put in general terms, neurophysiological vari- 
ables cannot be used to test a psychological theory of 
dreams (such as Freud’s) when the correlation be- 
tween the relevant psychological variables and the 
relevant physiological variables is unknown. 

Furthermore, even when the relevant psyche- 
physiological correlations are known, the use of physi- 
ological variables to test a psychological theory pro- 
vides only an indirect teşt of the theory. A direct test 
would involve only the Acholoe variables. In the 
case of Freud’s dream theory, a direct psychological 
test has yet to be made. In a recent detailed examina- 
tion of the empirical foundation of Freud’s dream thé- 
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The Activation-Synthesis Hypothesis of Dreams: A Theoretical 


Note - 


BY ANTHONY L. LABRUZZA, M.D. 


The author examines Hobson and McCarley’s 
activation-synthesis hypothesis of dreams from the 
point of view of theory construction and the logic of 
science. After reviewing pertinent literature, he 
concludes tha? modern science has not yet established 
a well-defined mind-body isomorphism. Therefore, 
conclusions about the psychological meaning and 
motive of dreams cannat validly be drawn from 
neurobiological data. 


RECENT RESEARCH in the neurobiology of dreaming 
sleep by Hobson and McCarley has led to their pro- 
posal of an activation-synthesis hypothesis of the 
dream process (1, 2). Technical advances have al- 
lowed investigators to study desynchronized (D) state 
control in cats by recording from individual neurons in 
various parts of the cat brain as the sleep cycle pro- 
gresses. The result has been an impressive and schol- 
arly enhancement of our knowledge of the neurophys- 
iology of sleep and dreaming. In essence McCarley 
and Hobson have shown that the D state is generated 
by autochthonous, periodic activation of pontine gen- 
erator cells with elaboration of the pontine neuronal 
stimulus by the perceptual, conceptual, and emotional 
structures of the forebrain during sleep. Unfortu- 
nately, these same authors attempt to extend their ex- 
tensive neurobiological findings to psychoanalytic 
dream theory without sound logical justification. 

The popular press (3, 4) has capitalized on the acti- 
vation-synthesis hypothesis to make it appear that 
Freudian dream theory has been ‘‘scientifically”’ inval- 
idated. It is as if we can now rest easy, for our secret, 
‘‘repressed”’ wishes can no longer be discovered in the 
analysis of our dreams. Such theoretical conclusions 
are unjustified on the basis of McCarley and Hobson’s 
findings. The purpose of this article is to critique Hob- 
son and McCarley’s theorizing and to elaborate the 
need for careful conceptual, logical, and theoretical 
analysis in drawing conclusions from neurobiological 
data. The theory of dreams and dreaming will be taken 
as a model. I have not attempted an exhaustive dis- 
cussion or literature review; rather, I will examine 
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some fundamental issues of theory building and evalu- 
ation. 


FROM PHYSIOLOGY TO PSYCHOLOGY 


Freud was well aware of the difficulties in arguing 
from principles of brain physiology to principles of 
psychological functioning. Although he set out in the 
‘*Project for a Scientific Psychology’’ (5) ‘‘to furnish a 
psychology that shall be a natural science,” he ran into 
theoretical difficulty that ultimately compelled him to 
abandon the project. As Strachey explains, Freud 
“threw over the whole neurological framework” (6) 
because the neuronal machinery had no means of ac- 
counting for the fact of consciousness. Having aban- 
doned his attempt to develop a physiology of the mind, 
Freud sought in ‘‘The Interpretation of Dreams’’ (7) to 
define a purely psychological model of mind based on 
“analogies” and ‘‘giving free rein to our specula- 
tions.” Freud explicitly stated his point of departure: 
“I shall carefully avoid the temptation to determine 
psychical locality in any anatomical fashion. I shall re- 
main upon psychological ground .. .” (7). Implicit in 
Freud’s remarks is his recognition of the fundamental 
principle that ‘‘different levels of scientific explanation 
may involve essentially different frames of reference, 
and each level may therefore require a different appro- 
priate language” (8). Peterfreund gives a homely illus- 
tration of this principle when he points out that if Tom 
loves Jane (‘‘love’’ belonging to the language of per- 
sons), one does not say that Tom’s brain loves Jane’s 
brain, and so on (8). 

McCarley and Hobson ignore this principle when 
they claim that the primary motive for dream language 
cannot be disguise because the firing of cells in the 
pons is motivationally neutral. In their own words, 
“The primary motive for the dream language and 
dream process cannot be disguise if the prime force of 
dreams is not an instinct or represented ‘wish’ in need 
of disguise’ (1, p. 1219). Such faulty logic and concep- 
tual unclarity are surprising in an otherwise carefully 
reasoned and scholarly report. The authors are precise 
in defining a dream as “‘a mental experience, occurring 
in sleep...’ (2, emphasis added). Nonetheless, they 
frequently fail to distinguish between the dream state 
(a neurophysiological process) and dreaming as a men- 
tal (subjective) experience.\ There is no objection to 
their claim that something is happening in the nervous 


1536 ; 0002-953X/78/0012-1536$0.40 © 1978 American Psychiatric Association 


è 


Am J Psychiatry 135:12, December 1978 


system which corresponds to the mental process of 
dreaming: but that “something” cannot be described 

* in the language of dream meaning and motive, nor can 

* the psychological purpose of a dream be explained in 
terms of the firing of cells of the pons or forebrain. In 
contrast to Hobson and McCarley, Freud was firm 
in his resolve to allow “‘psychology the right to ac- 
count for its most common facts ... by its own 
means’ (9). Horton suggests that Freud’s resolve in 
this matter had to do with ‘the epistemological judi- 
clousness of mixing frames of reference, of throwing 
together, willy-nilly and chaotically, the immediate ex- 
perience of brain cuttings and pathology slides with 
the immediate experience of emotions, thoughts, and 
actions (10, p. 516). 

The net effect of such injudicious mixing of frames 
of reference is the unwarranted implication that Hob- 
son and McCarley’s neurobiological discoveries will 
logically necessitate major revisions in psychoanalytic 
dream theory. As previously mentioned, reports in the 
popular press have already picked up on this implica- 
tion, claiming that the activation-synthesis hypothesis 
“discounts Freud’s psychoanalytic notion of dreams 
... (3) and that “ifthe origin of dreams is adequately 
accounted for by a physiological mechanism, there is 
no need to hypothesize a psychological motive for 
dreaming (4). Statements such as these are glaring 
examples of the confusion of independent logical or- 
ders and need no further comment. 

It is noteworthy, however, that psychoanalytic the- 
orists have long been familtar, implicitly or explicitly, 
with the notion that, logically considered, repressed 
wishes cannot physiologically initiate the dream state 
(8. 10-16). Yankelovich and Barrett (11) traced back 
almost two decades the theoretical misgivings about 
Freud's theory of forces as opposed to his theory of 
meanings. It is true that Freud used the term “wish” 
to represent both a meaning and a physical force, but 
no serious modern theoretician would make such a 
claim. In an odd way, McCarley and Hobson are 
merely confirming what has been accepted by knowl- 
edgeable theoreticians for many years: it is not valid to 
move freely between independent logical systems of 
description and explanation. One cannot add apples 
and oranges without appealing to a superordinate con- 
cept such as fruit. Likewise, wishes cannot trigger 
cells, and cells firing in the pons cannot determine the 
meaning and motive of dreams. 


MIND-BODY ISOMORPHISM AND THEORY 
CONSTRUCTION 

In attempting to address the nature of theory con- 
struction, we cannot avoid coming face to face with 
the perennial mind-body probiem. How can we recon- 
cile subjective experience with concomitant objective 
measurements? McCarley and Hobson have provided 
us with the physiologicaf concomitants of the sub- 
jective experience of dreaming. We have seen how 
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correlated events are also correlated; but they are not 
translatable to one another” (14). Phenomenal and 
néurophysiological statements belong to different lan- 
guages and cannot be translated because translation 
involves transposing without change of reference a 
statement in one language to a statement in another. 
By now the reader should be amply aware of the con- 
fusion that arises when Hobson and McCarley attempt 
to translate statements about cells to statements about 
dream language without regard for the change of refer- 
ence involved. Further, there is not currently any way 
to translate statements about cells and dream motive 
into a common superordinate language. As Reiser ob- 
served, ““There is no way to unify the two by trans- 
lation {into a common language, or by reference to a 
shared concePtual framework, nor are there as yet 
bridging concepts that could serve, as Bertalanffy sug- 
gests, as intermediate templates, isomorphic with both 
realms” (15, p. 479). 

It was McCarley and Hobson’s assumption of a 
mind-body isomorphism ‘‘in a less exact sense” (1) 
that got them into theoretical difficulty. The term “‘1so- 
morphism” has an exact meaning. Either there is an 
isomorphism or there ig not. To make deductions from 
an isomorphism in a less exact sense is to try to have it 
both ways. This approach has no foundation in the log- 
ic of science. 

If by isomorphism “‘in a less exact sense” McCarley 
and Hobson mean the use of ‘‘analogies’’ and what 
Freud termed “‘giving free rein to our speculations” 
(7) to generate hypothetical constructs, then they 
should also agree with Freud that such methodology is 
‘only intended to assist us in our attempts to make the 
complications of mental functioning intelligible” (7). 
To speculate from analogy and evocative metaphor is 
a time-honored tradition for generating scientific hy- 
potheses, but in no way does it constitute scientific 
proof or explanation as McCarley and Hobson imply. 
As it now stands, the activation- synthesis hypothesis 
of the dream process is an impressive theoretical state- 
ment about the neurobiology of the dream state; how- 
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ever, its extrapolation to psychoanalytic dream theory 
is mere speculation, albeit fascinating speculation, and | 
represents a deviation from basic principles of sound ` 
theory construction. 
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Comparison of the Incidence and Severity of Extrapyramida 


BY JOHN KANE, M.D., FREDERIC QUITKIN, M.D., ARTHUR RIFKIN, 


AND DONALD F. KLEIN, M.D. 


Forty-nine schizophrenic outpatients stabilized on oral 
antipsychotic medication and procyclidine received 
12.5 mg or 18.75 mg of fluphenazine enanthate or 
fluphenazine decanoate and were examined for 
extrapyramidal side effects one and two weeks later. 
Extrapyramidal side effects were present in 30 patients 
(61%) but were clinically significant in only 11 (22%). 
Fluphenazine enanthate produced more clinically 
significant extrapyramidal symptoms, particularly 
akathisia, than did fluphenazine decanoate. 


A SIGNIFICANT PERCENTAGE of schizophrenic out- 
patients do not take medication as prescribed. Esti- 
mates of noncompliance (1—4) vary from 32% to 63%. 
Long-acting, injectable phenothiazines offer a partial 
solution to this problem. However, a major dis- 
advantage associated with fluphenazine enanthate, the 
first long-acting injectable preparation, is its tendency 
to produce extrapyramidal side effects (EPS). With the 
introduction of fluphenazine decanoate it became im- 
portant to compare these agents for the frequency of 
side effects. Five studies (S—10) have appeared in the 
literature contrasting the incidence of EPS with flu- 
phenazine decanoate and fluphenazine enanthate. 
Kurland and Richardson (5) compared fluphenazine 
decanoate and fluphenazine enanthate in 19 chronic 
schizophrenic patients, who ranged in age from 23 to 
53, in a 12-week, random-assignment, double-blind 
crossover study. No prophylactic antiparkinsonian 
medication was given. It is not clear whether or how 
often patients were systematically examined for EPS. 
Five patients developed evidence of EPS, 3 on flu- 
phenazine enanthate and 2 on fluphenazine decanoate. 
The authors found no significant difference between 
these agents in producing EPS. However, it is difficult 
to interpret this study because of variations in injec- 
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in which EPS were assessed. 

Keskiner and associates (6) reported ¢ ` 
schizophrenic patients (age range, 26-51; 
received fluphenazine decanoate at two-v : 
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decanoate treatment lasted from 12 to 78 : 
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was replaced by fluphenazine enanthate ı 
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Patients were rated (7) monthly for cv 1 
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nian medication during the fluphenazin: 
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weeks.‘The dosage and injection interval were deter- 
mired by, previous medication levels and clinical cri- 
teria. Antiparkinsonian medication was given only on 
emergence of EPS. Additional major tranquilizers, 
ECT, and night sedation were administered as neces- 
sary. Three of 4 patients requiring additional major 
tranquilizers were in the fluphenazine enanthate 
group, but no further details are given. 

Grosser found significantly more EPS in the flu- 
phenazine enanthate group. He acknowledged that the 
baseline level of psychiatric symptomatology was 
higher in the fluphenazine enanthate group and did not 
compare dosages. It is possible, therefore, that due to 
greater baseline psychopathology the fluphenazine 
enantħate group was placed on higher doses than the 
fluphenazine d&canoate group. 

Van Praag and Dols (11) reported on 30 inpatients 
with various diagnoses in a 4-week double-blind ran- 
dom-assignment study using a single 25-mg injection of 
fluphenazine decanoate or fluphenazine enanthate. In 
addition, if a patient’s condition warranted it, the 
treating psychiatrist also administered chlorpromazine 
in a single-blind fashion. If extrapyramidal side effects 
were observed, orphenadrine was prescribed openly. 
It is not clear how or with what frequency patients 
were examined for EPS. In the first week, orphena- 
drine was prescribed for 11 of the 17 fluphenazine 
enanthate patients and 3 of the 16 fluphenazine deca- 
noate patients (p<.05). During this period the two 
groups did not differ significantly in the number of pa- 
tients requiring supplementary chlorpromazine; there- 
fore, it is unlikely that this could account for the dif- 
ferences in EPS. 

A review of the studies comparing the effects of flu- 
phenazine enanthate and fluphenazine decanoate in- 
dicates a lower incidence of EPS with fluphenazine 
decanoate in two studies and no difference in three. 
Most of these studies have serious methodological 
flaws. The best designed study (11) reported fewer ex- 
trapyramidal side effects with fluphenazine decanoate. 

The purpose of our study was to determine if flu- 
phenazine enanthate was more likely than fluphena- 
zine decanoate to produce EPS during the first two 
weeks after their initiation. Our a priori hypothesis 
was that fluphenazine enanthate would be more toxic. 


METHOTs 


The subjects in our study were 49 recently dis- 
charged schizophrenic patients who were attending an 
aftercare clinic and were stabilized on oral antipsychot- 
ic medication and procyclidine, 15 mg/day. The cohort 
included 29 men and 20 women, with an age range of 
13 to 37. We wished to switch these patients to inject- 
able fluphenazine in preparation for a long-term main- 

tenance medication study and took this opportunity to 
compare the incidence of EPS with fluphenazine enan- 
thate and fluphenazine decanoate. Informed consent 
was obtained from all patients. - 
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Treatment Design 


Because some earlier reports (10, 12) had indicated a ° 


high incidence of EPS with fluphenazine enanthate and: 
fluphenazine decanoate, we began with a conservative 
regimen: 25 patients were assigned randomly to re- 
ceive 12.5 mg of either fluphenazine decanoate or flu- 
phenazine enanthate and 2 mg of benztropine mesylate 
I.M. The other 24 patients received 18.75 mg of either 
fluphenazine decanoate or fluphenazine enanthate 
without benztropine mesylate. All of the patients con- 
tinued to take procyclidine, 15 mg/day, and some pa- 
tients continued to take a fixed dose of oral antipsy- 
chotic medication throughout the study. The decision 
to continue oral medication was based on clinical judg- 
ment. Eleven patients who received fluphenazine 
decanoate and 13 patients receiving fluphenazine 
enanthate also took oral antipsychotics. In addition, 3 
patients in the fluphenazine enanthate group and 2 in 
the fluphenazine decanoate group were receiving 
imipramine at a constant dose throughout the trial and 
| patient in each group was receiving lithium. 

There were no significant differences between the 
groups In average age, sex, or average dosage of con- 
comitant medication. 


Evaluation 


An examination for extrapyramidal side effects was 
carried out at baseline, 1 week, and 2 weeks after the 
initial injection by a physician blind to the type of in- 
jection received. All of the patients were examined at 
baseline. The data were incomplete in 11 patients 
(22%) due to noncompliance. Ten of these 11 patients 
missed the 2-week examination. There was no signifi- 
cant difference in compliance between the fluphena- 
zine enanthate and fluphenazine decanoate groups. 

Evaluations for extrapyramidal side effects were 
carried out using 8 items of the Simpson-Angus scale 
(13): gait, arm dropping, shoulder shaking, elbow ri- 
gidity, wrist rigidity, glabella tap, tremor, and saliva- 
tion, as well as 2 additional items to measure dystonia 
and akathisia and 2 items to measure akinesia (sponta- 
neity of speech and gestures). Items were rated on a 5- 
point scale, except the 2 measures of akinesia, which 
used a 4-point scale. 


RESULTS 


The results are presented in table 1. Of the 49 pa- 
tients in the study, 30 (61%) developed detectable 
EPS. Of these 30 patients, 19 experienced a change of 
one point on the scale. A change of one on this rating 
scale is of dubious clinical significance, however; since 
we were interested in determining if either drug had 
any potential advantage at all the first statistical com- 
parison involved all mahifestation of extrapyramidal 
side effects, whether of clinical significance or not. No 
significant difference existed when the drugs wère con- 
trasted on the 12 individual i\ems nor between the drug 
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TABLE 1 


Patients Experiencing an Increase in Extrapyramidal Side Effects from Fluphenazine Decanoate or Fluphenazine Enanthate 
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Number of Patients with Increase in 


Increase 

Group =] Point —— p** 
Fluphenazine enanthate, 12.5 mg (N = 12) 8 
Fluphenazine decanoate, 12.5 mg (N = 13) 7 me 
Fluphenazine enanthate. 18.75 mg (N= 14) 9 ns 
Fluphenazine decanoate. 18.75 mg (N= 10) 6 
All fluphenazine enanthate (N= 26) 17 oa 
All fluphenazine decanoate (N= 23) 13 


Extrapyramidal Side Effects* 


Increase Developed Sign ihe- ` 
=2 Points p Akathisia 

4 3 

i 14 

5 4 

Ay 0 

9 7 

7 .03 | 


Simpson-Angus scale: 6 extrapyramidal side effects were rated on a 5-point scale and the 2 measures of akinesia were rated on a 4-_ 317 


One-tatled FE. 


groups when all 12 items were considered together. In 
addition, no differences were found when the same 
drug was contrasted at the two different dosage levels. 

Eleven patients (2%) had a change of two or more on 
any one item (a change that might be clinically signifi- 
cant). When only these 1] patients were considered, a 
difference did emerge. Of the 26 patients receiving flu- 
phenazine enanthate at either dose, 9 patients (35%) 
developed significant EPS, but only two (9%) of the 23 
patients receiving fluphenazine decanoate did (p=.03, 
one-tailed FE). 

Akathisia was the most frequent clinically signifi- 
cant extrapyramidal side effect. Of 26 patients receiv- 
ing fluphenazine enanthate, 7 (26%) developed signifi- 
cant akathisia whereas 1 (4%) of 23 patients receiving 
fluphenazine decanoate did (p=.04, one-tailed FE). 
We used a one-tailed test because our a priori hypothe- 
sis, based on the literature, was that fluphenazine 
enanthate was more likely to produce EPS. 

At baseline, 9 patients had ratings of two or more on 
one item, which indicates potential clinical signifi- 
cance. Five of these patients had their oral antipsy- 
chotic medication discontinued or decreased at base- 
line. None of the EPS noted caused subjective distress 
or interfered in any way with these patients’ function- 
ing.~Five of these patients received fluphenazine enan- 
thate and four received fluphenazine decanoate. Only 
| of them experienced a worsening of the item that was 
present at baseline. Only 2 of the 9 patients (22%) with 
EPS at baseline experienced any significant new EPS. 
This is the same percentage that was found among pa- 
tients with no baseline EPS. This would seem to in- 
dicate that mild EPS are not necessarily a con- 
traindication to starting long-acting fluphenazine. 

Of the 18 patients who experienced a l-point change 
on any item, 4 had baseline scores of I on that item and 
therefore manifested a rating of 2 at some point. These 
patients were evenly distributed, 2 in each drug group, 
and were not included among those considered to have 
developed clinically significant EPS. 

Of the 26 patients receiving fluphenazine enanthate, 
9 experienced no extrapyranaidal side effects during ei- 
ther week of the study, gs did 10 of the 23 patients 
receivytg fluphenazine dgcanoate. There were 13 pa- 
tients in the fluphenazingenanthate group and 6 in the 


fluphenazine decanoate group who hi bs 
symptoms during the first week but c: 


patients receiving fluphenazine ena tòs- 


tients receiving fluphenazine decars:i 


pyramidal symptoms in the second weex > 


tient in each group experienced ext i> 


effects during both weeks. These dati iv . 
phenazine enanthate is more likely f» = . 


pyramidal side effects during the first 42 
tration than during the second (one-:a |. 


p<.03); this is not so with fluphenaz:ne - . 
Twenty-four patients continued ta ~:: 


stant dose of oral antipsychotic medi:t 
study. The dose and type of concomit irt 
varied among patients but not wto“ 


throughout the study. Because the səsin ` 
phenazine enanthate or fluphenazine J.. 


random it was anticipated that patients 


with medications with a relatively gicut . 
to produce EPS (those with a piper..z'" > 


would be equally distributed between -‘ 
ment groups. This was, in fact, the case 


DISCUSSION 
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the oceurrence of EPS that it did not prevent. Some 

„studies (14-16) have suggested that the routine use of 
prophylactic antiparkinsonian medication is of ques- 
tionable value even with the injectable fluphena- 
‘zines—a conclusion that we consider yet to be estab- 
lished. Secondly, all patients had previous exposure 
to antipsychotic medication. The occurrence of EPS 
might be more frequent in patients without previous 
exposure. 

One half of our patients were receiving concomitant 
oral antipsychotic medication. One might expect that 
this would increase the likelihood of developing EPS; 
however, Chien and Cole (12) report a lower incidence 
of EPS in patients receiving chlorpromazine and flu- 
phenazzine enanthate (33.3%) than in patients receiving 
flUuphenazine Chanthate alone (52.6%), although it was 
not statistically significant. 

The fact that we examined patients for only two 
weeks may have also contributed to our findings. 
However, Ayd (17) reported that 90% of EPS associat- 
ed with injectable fluphenazine occur within the first 
week of starting treatment. Certain EPS, however, 
take longer to develop. Akinesia, a syndrome charac- 
terized by apathy, logs of spontaneity, and psycho- 
motor retardation, was observed by Rifkin and associ- 
ates (18) to occur after several months of treatment. 

The trend for fluphenazine enanthate to produce 
EPS earlier than fluphenazine decanoate is consistent 
with the findings of Itil and associates (8), who used 
quantitative EEG investigations, that fluphenazine 
enanthate has its maximum effect during the first week 
of administration, whereas the maximum effect of flu- 
phenazine decanoate is reached in the second week. In 
addition, EEG analysis indicates that the activity of 
fluphenazine decanoate is longer than that of fluphena- 
zine enanthate, which is consistent with the clinical 
findings of Van Praag and Dols (11). 
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Severe Depersonalization Treated by Behavior Therapy 


z ji eae? 


* BY DEBBIE SOOKMAN, M.A., AND LESLIE SOLYOM, M.D. 


Tr uiioprenon eua of beha iher ir y ane toms of anxiety and depression respond STORD 
treatment of two cases of severe intractable suey Seals Ge trangurizers, a ee 
depersonalization. Outcome criteria included full TUGDI AS C p OF Phenol age ae 
oes ies poe re: ECT may be helpful in cases with cleare * yo 
psychiatric assessment, patients’ self-ratings, and depression (12), Roth (13), and Sargen. : he 
psychometric test scores. Treatment by flooding was h d th t ECT ` A "i C 
highly effective in one case, and associated obsessive ave Tepes et rue Tay ee ae oon 
ood Se M i cipitate depersonalization. In severe aË! e U 
symptoms and anticipatory anxiety were substantially ] 
decreased in the other. Behavioral techniques may Cae frontali Ue es GEEN uNe : 
es , To the best of our knowledge, this pe <: 1. X +e 
prove especially helpful in cases in which anticipatory fie feat d beba orior d Je 
anxiety, phobic avoidance, and obsessive iL a aa ee ee a a 
ment of two cases of severe depersonc: in y 
perseveration are exacerbating features. patients Were incapacitated by daily Epi Aia Pe An 
depersonalization that had persisted for + al G 
and had shown progressive worsening ù’ bays, 
DEPERSONALIZALION occurs when there is a changein OUS previous pharmacologic and psychi: 26. 
any or in all of the four fundamental aspects of self- terventions (which in one case incluced. 6. @ I 
awareness (1): 1) activity—an awareness that I am the apy techniques of desensitization and fs: >) 
one who wills my activity; 2) unity—an awareness that Both patients were assessed on the ft ys on. 
at any given moment | am unity; 3) identity —an SUES. 1) an open-ended psychiatric gue] pi A N 
awareness that I have been the same person all the 1ng all symptoms on a 0- to 4-point scis i. 1 oE 
time, that my past experiences belong to me; and 4) tom complex consisted of four to s1\ CEUS i 
separateness —an awareness of myself. The sine qua mean of which provided the symptom : 
non of depersonalization is an awareness of internal patients’ self-assessment on a 0- te <- « ais 
and/or external (derealization) change experienced as their depersonalization, obsessive-com;i =. nm 
strange or unreal with the simultaneous experience of toms, other neurotic symptoms, and so. iale ju: 
the opposite, i.e., that no change has occurred. Insight ment; and 3) psychometric test scores i sh yes 
is not lost. Obsessive Inventory (15), Fear Surv ee AN 
Depersonalization is frequently reported as a sec- IPAT Anxiety Scale Questionnaire. a’ àa. ` 
ondary aspect of many psychiatric illnesses, the most Personality Inventory. ° 
common of which are depression (2, 3), phobic anxiety 
st (4, 5), obsessive neurosis (6), and schizophre- 
ia. It may also be a feature of hysteria (7) and tempor- CASE REPORTS 
al lobe epilepsy (8). However, cases in which the syn- n 
drome dominates the clinical picture are relatively Case 1. Ms. A, a 48-year-old housewi'c. s = d 
pate: aati ag a se daa n C ar ; 
; i ; ; tranquilizing and antidepressant medicetl' at 
Most episodes of depersonalization a aE (9), nE ay change in fer constantly worse el gs 
may be precipitated by identifiable situations, or beac- depersonalization. She complained of feci ¢ “re. 
companied by a particular feeling state, such as hostili- ity“ about herself and the world, whien o. oe > ve 
ty, frustration, anxiety, etc., which may provoke the times daily and lasted from a few minutes = 5. alco! 
episode. The few articles available indicate that deper- with no identifiable triggering stimulus: sess. 6 e W5 
sonalization is very resistant to treatment (9-12). and moderate social phobia: pervading cou?” : œ ie 
Although a mild form of it may respond to supportive her incapable of making any decision; obsess . tour tg 
psychotherapy, this is rarely effective in severe cases about trivia, and clinically unimportant tuus desa hi 
(10). Predominant depersonalization tends not to bene- ing to check her curtains, stove, door, etc, d'es pe 
fit from the treatments to which the associated symp-  Com#nantly, a depressive mood characteris, a 
of interest, feelings of worthlessness. ina? ey oe 
trate, diurnal fluctuations, and guilt (specif bow 
o j ill). 
VIS. £ : Vv X - K š : ; E gue ie ‘ 
My Sookman is Peychologs. Behavior Therapy Unit. Allan Meme The episodes of depersonalization had hee! < «e 
IAL Pa Dr. Solyom was Sgnior Psychologist; he is now Associ- years before therapy by a temporary fami OWT 
‘ate Professor of Psychiatry, WcGill University, Montreal, Canada. then, her condition progressively worsened... 3 cf 
om. A 
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quent and intense attacks of depersonalization, derealiza- 
tion, and panic. During the attacks she experienced marked 
color, Visual, and auditory distortions, desomatization, and 
autoscopy. On assessment she was incapacitated. 
„Flooding treatment in fantasy was carried out with the use 
of grossly exaggerated taped narratives of depersonalization 
episodes based on Ms. A’s description of her anxiety-pro- 
voking thoughts and sensorial experiences during the at- 
tacks; her own words were used as much as possible. She 
received 2 1-hour treatment sessions per week for a period of 
10 weeks in addition to 8 flooding sessions in imagination for 
her agoraphobia. 

Her depersonalization was reduced by 83% on psychiatric 
ratings and by 67% on self-rating. During the 8th treatment 
session Ms. A reported that her depersonalization experi- 
ence was no longer continuous and that each episode was 
less intense. By the 20th session, the grossly disturbing de- 
personalization hàd been almost completely eliminated. She 
described her experience now as a feeling of *‘being aware of 
myself” or ‘‘being removed from the situation,” and she sel- 
dom felt panicky. She felt she had regained her self-control 
and no longer avoided shops, buses, etc. 

On psychiatric ratings, her phobias, particularly the agora- 
phobia, were reduced by 67%, her anxiety by 33%, and her 
depressive symptoms by 36%. There was also a substantial 
decrease in her ruminations (66.7%), horrific temptations 
(56%), and doubt (57.1%). Her rituals, originally subclinical, 
intreased slightly. 

On self-rating, there was also a substantial decrease in her 
obsessive-phobic and other neurotic symptoms (54.5% and 
69.9%, respectively) and a substantial improvement in her 
social maladjustment (83.3%), especially in the areas of 
work, extra-familial activities, and expressed self-satisfac- 
tion. 

At I-year follow-up, her improvement was maintained. 
She occasionally experienced a feeling of self-awareness but 
without panic. She again became depressed but an ex- 
acerbation of the depersonalization experiences did not oc- 
cur. Phenelzine, 45 mg/day for 5 weeks, terminated this de- 
pressive episode. 


Case 2. Mr. B, a 40-year-old insurance salesman, was ad- 
mitted to the hospital in a desperate, agitated state with feel- 
ings of unreality lasting from a few seconds to several weeks, 
the shorter episodes occurring up to 10 times a day. During 
these episodes, things felt unreal or dreamlike, with frequent 
time distortions, occasional visual and olfactory distortions 
and déja vu experiences. He had obsessive ruminations and 
doubt surrounding his own state of awareness and intense 
fears of ‘going into unreality. He maintained a tortuous 
self-scrutiny in an effort to ‘‘keep myself in a state of aware- 
ness.’ Especially intense were his fears of darkness and all 
dark objects, including his own closed eyes, which he associ- 
ated with feeling unreal. There was a daily increase in the 
number of such feared stimuli. Mr. B had an elaborate and 
incapacitating System of rituals to “get out of unreality’* or 
as a preventive measure to ‘“‘stay in reality.” In order to un- 
do a time distortion, for example, he would wait until the 
same time on the following day and recreate the situation 
right down to the same underwear and tie in order to repeat 
ritualistically and with absolute awareness the previous 
day's event in a nondepersonalized state. He was terrified of 
performing the most basic activities—showering, changing 
his clothes, brushing his teeth, etc.—and on admission was 
unable to do so. 

Other less disturbing obsessive symptoms included a host 
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of horrific temptations, obsessive fears, and all-pervading 
doubt and indecision. However, Mr. B showed no depres- 
sive features and no phobias other than the fear of darkness. -° 
One unusual feature was that when he was not depersona- e 
lized or ritualistic, he showed an unusually gregarious, 
friendly, and easy-going personality with very few obsessive 
personality traits. 

Over a 2'/2-month period, 5 1-hour treatment sessions per 
week and several prolonged (2- to 3-hour) flooding treat- 
ments were given. During the flooding treatment, carried out 
mostly in vivo, Mr. B was exposed to the situations that pro- 
voked his depersonalization experiences, encompassing a 
large number of stimuli in random patterns to prevent habit- 
uation. Some paradoxical intention was employed when he 
was encouraged to say his dreaded ‘*obscene’’ thoughts 
aloud or to try to induce a depersonalization episode. 

Mr. B was strongly urged never to perform a ritual to ter- 
minate his feelings of depersonalization. In view of the na- 
ture of his rituals, self-monitoring was instituted to encour- 
age complete response prevention, since 24-hour super- 
vision was not possible. For his many ruminations a thought- 
stopping technique—a portable finger-shock apparatus—was 
used, first administered by the therapist and then by Mr. B 
during actual depersonalization episodes. 

Within the first week of therapy, Mr. B began to extend his 
activities to include those situations to which he had been 
exposed during therapy. The flooding treatment seemed to 
have had very little therapeutic effect on the depersonaliza- 
tion. It was our impression that the episodes were reduced 
somewhat in frequency and in intensity, but Mr. B did not 
agree. However, the associated rituals were reduced by 
63%. He reported feeling fewer urges to perform his rituals 
following a depersonalization episode, and the rituals he did 
perform (e.g., blinking) lasted a few seconds instead of 
hours. His avoidance behavior was markedly reduced. 
There was also a 50% reduction in his horrific temptations 
but only a 25% improvement in his ruminations and per- 
vading doubt. Of greatest importance on the Leyton Obses- 
sive Inventory was a 55% reduction in the interference 
score. Although the number of obsessive symptoms was on- 
ly moderately reduced by treatment, their duration and in- 
tensity were reduced such that they interfered only half as 
much as previously. 

Mr. B also considered his obsessive and other neurotic 
symptoms, such as anxiety, to be reduced by over pee 
rated himself as substantially improved (63%) in all areas of 
work, leisure, and sexual performance. On returning home, 
Mr. B was able to resume his work, and at 6-month follow- 
up he had maintained his progress. 


DISCUSSION 


Two patients with a main complaint of depersonali- 
zation were treated with behavior therapy: In both pa- 
tients, the depersonalization syndrome was long- 
standing and highly distressing and previously had 
shown no response to psychotherapeutic and pharma: 
cologic intervention. However, the personalities of the 
patients and the other associated symptoms were quite 
different. In the first patient (Ms. A), depersonaliza- 
tidn was connected with severe agoraphobia and mild 
obsessive symptoms and was not stimulus bound. Ms. 
A had high anxiety, high neuroticism, and [ow ex- 
traversion scores. This symp\om constellation is simi; 
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lar to Roth’s phobic anxiety depersonalization syn- 
drome both in type of symptoms and in personality 
attributes. In the second case (Mr. B), the depersonali- 
zation ruminations, provoked by an almost infinite 
number of stimuli, led to obsessive rituals. The anxie- 
ty, phobia, and neuroticism scores were relatively 
low; the extraversion score was high. This is a case of 
long-standing severe obsessive neurosis with atypical 
personality characteristics. Thus, of the most common 
psychiatric conditions in which depersonalization is a 
clinically tmportant feature—phobias, depression, ob- 
sessions, and schizophrenia—all but schizophrenia are 
represented. 

The different outcomes of treatment—-improvement 
in depersonalization versus improvement in rituals— 
may have been due to differences in the treated symp- 
toms as well as to the different personalities and total 
symptoms of the patients. Flooding in imagination 
(case 1) proved to be more efficacious than flooding in 
vivo (case 2) In ameliorating the intensity and severity 
of the depersonalization episode. The salient factor 
may be that depersonalization is itself an experience of 
the imagination and is therefore more effectively 
treated in imagination. 

Despite residual disabilities, both patients were sat- 
isfied with the results of treatment. Nevertheless, 
there remain some reservations about long-term re- 
sults, as both patients still manifested fairly high post- 
treatment anxiety scores that may make them vulner- 
able to relapse. 

Follow-up and further clinical application are 
needed to elucidate the indication for and long-term 
benefit to be derived from the use of behavior therapy 
in the treatment of depersonalization. Behavioral tech- 
niques may prove to be especially helpful in cases in 
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Neurobiological Vulnerability to Low-Dose Amphetamine 


Psyčhosis 


BY MARK 5. GOLD, M.D., AND MALCOLM B. BOWERS, JR., M.D. 


The authors present a case to illustrate a model of 
drug-induced psychosis wherein the drug acts as if it 
fits with some neurobiological predisposition in the 
patient. Patients with a good interpersonal 
developmental fistory but extreme sensitivity to a 
psychotomimetic drug may provide a model for 
neurobiological vulnerability to psychosis. 


THE WELL-DOCUMENTED Clinical similarity between 
amphetamine-induced and naturally occurring para- 
noid psychosis (1-7) has led to the proposition that am- 
phetamine produces aemodel psychosis resembling 
paranoid schizophrenia in most respects. Support for 
this model psychosis has come from numerous studies 
that have been reviewed elsewhere (8-10). These stud- 
ies have linked antipsychotic drug efficacy, ampheta- 
mine stereotypy, behavioral effects, and pharmacolog- 
ically significant actions of amphetamine to altera- 
tions in dopaminergic activity. 

Amphetamine psychosis has been produced tn vol- 
unteer subjects by large cumulative doses of ampheta- 
mine (5, 6, 11). An amphetamine psychosis produced 
by cumulative administration of amphetamine is not a 
toxic psychosis in the usual sense. However, in anoth- 
er respect this syndrome is ‘‘toxic’’ in that it 1s limited 
by the presence of the drug in the body. At very low 
doses, amphetamine-like compounds can produce psy- 
chotic states resembling naturally occurring paranoid 
psychosis (1). The *‘low-dose’’ or amphetamine-pre- 
cipitated psychosis may continue after the drug effect 
has dissipated (12-15). It is this low-dose or drug-pre- 
cipitated reaction that we believe may be more rele- 
vant as a model of clinical psychopathology, i.e., a 
lock-and-key model wherein the drug acts as if it 
“fits” with some predisposition in the patient. Fur- 
thermore,ein this low-dose model neither the drug nor 
the individual contribution is overriding. Both the drug 
and the individual vulnerability are required. 

The model we are using is a component model of 
psychopathology. With regard to psychotic states, the 


At the time this work was done, Dr. Gold was a Behavioral Sci- 
ences Training Program Fellow, Yale University School of Medi- 
dine, Neurobehavioral Laboratory and the Department of Psy- 
chiatry, New Haven, Conn., where Dr. Bowers is Professor of 
Psychiatry. Dr. Gold is now Director of Research and Training, 
Fair Oaks Hospital, 19 Prospect St., Summit, N.J. 07901. 
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primary components of this model are vulnerability to 
the psychotic state and the interpersonal development- 
al level of the individual. The question of drug-induced 
models of psychosis may be best scrutinized with this 
component model in mind. Such a model would pre- 
dict that vulnerability to psychotic states and inter- 
personal developmental deficit are separable aspects 
of psychotic illnesses. It might be possible to isolate 
this vulnerability, which is unmasked by the provoca- 
tive drug stimulus, in an individual who has a good 
interpersonal developmental history but is sensitive to 
a psychotomimetic drug. In this model the patient car- 
rying such a vulnerability might not develop a pro- 
longed psychosis without the administration of the 
drug. 

To illustrate we will describe a patient with an ex- 
quisite sensitivity to amphetamine-precipitated psy- 
chosis in conjunction with a history of good inter- 
personal development. The case is presented as an ex- 
ample of the low-dose psychotomimetic phenomenon 
and an approach for studying the neurobiology of vul- 
nerability to psychosis as a component of psychotic 
states. 


CASE REPORT 


Ms. A, a single 20-year-old woman, was living alone in an 
apartment at considerable distance from her parents. All of 
her brothers and sisters had moved out of the home after 
completing high school, continued their educational oF ee 
tional training, and eventually married and had children. Ms. 
A was the youngest of the four siblings. She was admitted to 
the Yale-New Haven Hospital Emergency Room and was 
referred to the clinical research unit with a diagnosis of am- 
phetamine psychosis or schizophrenia. (Urine and blood 
toxicology tests at the time of admission were subsequently 
found to be negative.) Neither she nor any member of her 
family had any previous psychiatric contact, medication, or 
hospitalization. Three weeks before admission, Ms. A had 
planned a long drive for a ski weekend. After ‘a long day at 
work” she was tired and “‘borrowed”’ five 5-mg dextroam- 
phetamine (Dexedrine) tablets from a friend who was under 
treatment for narcolepsy. She took 5 mg at the beginning of 
her drive, another 10 mg 3 hours later, and then another 10 
mg at daybreak. No further amphetamine was ingested. She 
describes feeling hyperalert and vigilant throughout her 
drive but on arriving at the resort felt that she “had died and 
someone else was in my place.” She described intense anx- 
iety, suspiciousness, ideas of teference, hyperactiyity, and 
dysphoria. She was so uncomfo¥table that she cut he? vaca- 
tion short and returned home. She went to work that next 
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Monday but felt that the “F.B.I. had agents watching me.” 
She withdrew from her friends and family, feeling that they 

» were imposters, and spent hours in a noncommunicative 
tate. She demanded that her mother prove her “true” iden- 
tity and accused her of being an F.B.I. agent. When her 
mother removed her false teeth as proof, Ms. A concluded 
that her mother was “a very good imposter but not my 
mother’ {Capgras phenomenon). She began having auditory 
hallucinations and felt that she was Patty Hearst. She plead- 
ed with her family not to “throw me in the closet.” She had 
vivid dreamlike visual hallucinations. and her family de- 
scribed her as “hyper and always picking at her clothes.” 
She tried to stay at home, but it became impossible when °"] 
felt convinced that the apartment was bugged.’ She went to 
live with a sibling who, upon learning of the “drug abuse” 
and observing bizarre stereotyped behavior, increasing so- 
cial withdrawal, and communication that at times was inco- 
herent. brought her to the Yale-New Haven Emergency 
Room for treatment. Her interpersonal developmental level 
appeared good, and she had a record of age-appropriate 

» adaptive behavior in her sexual adjustment. work, social ad- 
justment, childhood development, and school performance. 
Interviews with her family members, teachers. employers. 
and friends failed to document pathological premorbid traits 
or behaviors. Medical and neurological evaluation was nor- 
mal on admission. 

Evaluation of this patient included measurement of pro- 
benecid-induced accumulation of the cerebrospinal fluid sero- 
tonin and dopamine metabolites, 5-hydroxyindoleacetic acid 
(S-HIAA) and homovanillic acid (HVA). respectively. as de- 
scribed by several investigators (16, 17), and serum pro- 
lactin, an accessible marker of tuberoinfundibular dopami- 
nergic activity (18). We were looking for evidence of central 
dopaminergic overactivity in Ms. A before she began phar- 
macological treatment. During the second week in the hospi- 
tal (when symptoms were minimal) values for 5-HIAA, HVA, 
and probenecid were 130 ng/ml. 145 ng/ml, and 17 ug/ml. 
respectively. During a subsequent drug-free, essentially 
asymptomatic period serum prolactin was 18 ng/ml]. During 
treatment with chlorpromazine (500 mg/day, dose achieved 
after 21 days), CSF values for 5-HIAA, HVA, and proben- 
ecid were 67 ng/ml, 274 ng/ml, and 25 ub/ml, respectively. 
Medication was later changed to thiothixene (10 mg/day) at 
which time serum prolactin was 38 ng/ml. 

Ms,.A’s motor stereotypies, hallucinations, and delusional 

bition cleared in sequence. Visual and auditory hallucina- 
tions abated 8 days after admission and were followed by a 
marked decrease in delusional content over the next 72 
hours. As she improved, Ms, A began to attend a discharge 
group and to take passes outside the hospital. After taking a 
number of these passes and seemingly doing well, Ms. A be- 
came quite disorganized and manifested a number of the 
symptoms seen on her admission. Urine and serum tox- 
icology was repeated and again found to be normal. The 
EEG was abnormal. with prominent left temporal runs of 
sharp and spike activity. The EEG became norma! on clini- 
cal remission 10 days later. After discharge, Ms. A returned 
to her level of premorbid functioning and was asymptomatic 
at l-year follow-up. 


DISCUSSION s ° 


Casexof psychosis following ingestion of low doses 
of amphetamine can be fpund in the literature dating 
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nerability might allow for the development of per- 
sistent central dopaminergic overactivity and a 
paranoid State. 

Our biochemical measures do not provide definitive 
~tformation on these points. The CSF HVA value ob- 
tained when Ms. A was minimally symptomatic and 
unmedicated was certainly not elevated (17). The 
serum prolactin level measured at another asympto- 
matic, drug-free period was not low. These findings in- 
dicafe that there was no generalized process at work in 
this individual which led to increased transmission in 
the nigrostriatal system (HVA) and/or increased do- 
paminergic inhibitory pressure on prolactin secretion. 
That both these systems are functionally intact is dem- 
onstraéed by the expected responses to antipsychotic 
drugs in both *systems, i.e., an increase in CSF HVA 
and serum prolactin. It is conceivable that other cen- 
tral dopaminergic systems (possibly limbic) currently 
inaccessible to direct clinical assessment may contain 
sites uniquely vulnerable to amphetamine. In this re- 
gard, the EEG findings in our patient are interesting. 
Stevens (2!) has reviewed the evidence for the limbic 
system's involvement in the anatomy of psychosis. It 
is conceivable that the temporal spike activity in this 
instance is a reflection of limbic irritability relevant to 
amphetamine sensitivity and vulnerability to psycho- 
sis. Further investigations of patients with a good in- 
terpersonal developmental history but extreme sensi- 
tivity to psychotomimetic drugs are necessary to de- 
termine whether they provide a model for assessing 
the predictions of the dopamine hypothesis and dis- 
secting out vulnerability to psychosis. 
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Enuresis Treatment with Imipramine Hydrochloride: A l- .. 


- Follow-Up Study 


BY PAUL M. BINDELGLAS, M.D.. AND GEORGE DEE, PH.D. 


The authors followed 29 young adults who had been 
treated for enuresis with imipramine hydrochloride 10 
years earlier. To test beliefs that enuresis is 
symptomatic of severe psychopathology or of 
urological conditions, they studied whether the 
treatment had been followed by psychological 
decompensation, an inhibition of learning; a 
predisposition to drug abuse; negative effects on 
health, growth, weight, and development; or 
continued urinary symptoms. None of these negative 
effects was present; in general the subjects were 
active, well-motivated, and sociable and showed no 
significant psychiatric symptoms. One patient still 
wetted but only occasionally. 


THERE 1S considerable controversy about the use of 
medication for treating children, particularly when it is 
for the treatment of enuresis. Fear has been expressed 
that the long-term effects of medication for enuretic 
children would lead to 1) psychological decompensa- 
tion. 2) inhibition of learning, 3) predisposition to 
abuse drugs as the child grows older, and 4) dele- 
terious effects on health, growth, weight, and develop- 
ment. 

Some believe that wetting is a symptom of severe 
psychopathology in the child and the family and that 
the removal of this symptom leaves the pathology in- 
tər and may result in further psychological decom- 
pensation and more severe symptomatology (1). 

After reviewing reports by MacLean (2) and others 
(3) on the positive results of imipramine hydrochloride 
in the treatment of enuresis, we began a controlled 
study of its effects on enuretic children whose parents 
responded to a newspaper article about the study (4). 
Response to the medication was generally favorable, 
and a 2-year follow-up indicated that the fears of 
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symptom removal were groundless o° 
(5). However, the children were stili to: 
to evaluate the long-term effects on i 
adults, so 10 years after the start of t>- 
tempted to contact 44 of the childrc ge 


pleted our original study to evaluate th. : 


fects of imipramine hydrochloride o.: 
dren. 


METHOD 

We developed a telephone contac \ 
about the subject's adjustmefit to se ia 
and family: drug, tobacco, or alcohe . 
traits; illnesses or accidents: and he's 
history of bedwetting. The original fic’ - 
subject were available from the earli >: - 
cluded the subjects’ addresses, J=. 


schools, the age at which bedwetting si. 


of night that the wetting occurred, ir. 
bedwetting, the degree of bedwetting +: 
the family who were bedwetters, the ». 
of bedwetting, and the child's heigh : 
patients’ responses to the treatmei t 
study were also available. 

Due to the long time that had elaps > 
tion of the population, only 29 fami 
tacted. Subjects were found throw;.h-. 
States; 2 were overseas. Patients’ ages. 
to 25 years (mean, 19 years). 

A psychiatrist (P.M.B.) interview œ . 
completed the Hamilton Depression Y. 
for each of them. A psychologist (G. 2 
ject’s height and weight, administere:| = 
BM from the Thematic Apperceptio : 
and the patient completed the Zung 3. 
for Depression (8). An additional cor: 


` 


with 17 families 6 to 8 months after tk ° . . 
view to check on the constancy of res- 


RESULTS 


To measure possible psychologie’ 
tion, a comparison of emotional and r. 
lems before and after the original sti d 
ing responses to questions asked in ‘Fe 


terview, the descriptive adjectives c>. 
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mother to describe the subject, and data from the origi- 
nal study. 

- The number of subjects who displayed psychologi- 
cal or emotional symptomatology of any significance 
„as small. We subdivided patients into those who had 
problems before the study and those who had prob- 
lems after the study. Eight subjects were reported to 
have had problems before the study. Four of them in- 
dicated they were having problems at the time of fol- 
low-up, as did | patient who had no reported emotional 
problems 10 years before. This subject was function- 
ing adequately at home and at school, but his mother 
considered him ‘‘emotional.’’ 

In general, the subjects were active, well motivated, 
and sociable and showed no significant depressive 
symptomatology, anxiety, or other psychological- 
emotional problems. 

The essential lack of psychological problems was 
confirmed by the sampling psychiatric and psychologi- 
cal interview that was given to 9 patients. Testing with 
the TAT pictures, the Hamilton scale, and the Zung 
Self-Rating Scale for Depression, and the impressions 
of the psychologist and psychiatrist indicated this same 
conclusion. An evaluation was completed on these 9 
patients using the findings of the original and current 
studies, and there were no indications that psychologi- 
cal decompensation or more severe psychiatric sym- 
tomatology occurred with the removal of the symp- 
toms of enuresis. 


School and Work 


Of the 29 subjects contacted, 15 were still in school; 
most of those who were out of school had finished high 
school and were working, and the few who had not 
finished high school were all working. The 2 patients 
who were not in school or working had completed high 
school the summer before contact. Many subjects 
were involved in various extracurricular activities in 
addition te their studies. 

While in school, 10 subjects were in the upper third, 
12 were in the middle third, and 7 were in the lower 
third of their class academically. We found no evi- 
dence to support the assumption of an inhibition in 
learning. 


Substance Abuse 


That using drugs as a child would lead to a pre- 
disposition to use drugs is based on the assumption 
that the suBjects would abuse drugs, particularly pills, 
because of a psychological reliance. We distinguished 
marijuana use*from other drug use and added the use 
of alcohol and tobacco. Marijuana use, which includes 
having tried it but not using it regularly, has been esti- 
mated to be 20% or higher locally for the age range 
studied (9). 

We asked the subjects to rate their use of marijuana, 
other drugs, alcohol, and tobacco as ‘‘frequent,”’ 
"some, or ‘‘never’’; the some” category covers 
‘those who have tried or used a substance occasionally 
but does not include regular users.’ Two individuals re- 


a 


ASO p 


Am J Psychiatry 135:12, December 1978 


A 


ported ‘‘some’’ use of marijuana; none reported using 
it frequently, and 27 said they had never tried it. Of the 
2 who did use it, the use was extremely light. Ten of 
the 29 had used tobacco, but only 5 reported being fre- 
quent users. Thirteen reported using alcohol, but only 
2 reported fairly frequent use. No family members or 
patients reported any other form of illicit drug use. As 
can be seen, this group had remarkably little contact 
with drugs. 


Physical Growth and Development 


The original study included data on height, weight, 
and physical health, and the follow-up also covered 
these areas. Using Public Health Service height- 
weight statistics (10) and tables developed by the Met- 
ropolitan Life Insurance Company (11), we rated each 
subject as above average, average, or below average 
for height and weight at the time of the original study 
and at follow-up. 

The majority of subjects maintained their same 
growth position in regard to height and weight; 20 
maintained their height status, and 23 maintained their 
relative weight. Six subjects had increased and 3 had 
decreased their relative height, and 5 had increased 
and 1 had decreased their relative weight. On the 
whole this was a fairly well-functioning, healthy group 
of young adults that was not being significantly ham- 
pered by any health problems. There is no evidence to 
support the assumption of a deleterious effect on 
health or growth development. 


Consistency of Responses 


In addition to the 9 subjects who were interviewed 
by a psychiatrist and psychologist, 17 families were re- 
contacted after 6-8 months to check on the constancy 
of responses. The responses did not change, which 
supports the reliability of the telephone interviews. 


Urological Symptoms 


Arnold and Ginzberg (12, 13) and Mahoney and as- 
sociates (14, 15) wrote about the high incidencexgf 


urogenital symptomatology in enuretic children. They“ 


felt that the treatment of choice for most of these chil- 
dren would be urological procedures and that if such 
procedures were not done, even though many of these 
children would eventually outgrow their enuresis, the 
other urinary symptoms such as urgency, frequency, 
and burning would persist. Therefore, we attempted to 
check out these contentions. We reviewed the original 
records of the 29 children in the follow-up; 12 subjects 
had other urinary symptoms such as frequency and ur- 
gency. Four of them had daytime wetting. During our 


follow-up we inquired as to whether there was any per-= 


sistence of enuresis and urinary frequency or urgency. 
Of the 29 patients, all but 1 reported that they no 
longer wetted and the | patient wetted only occasion- 
ally. This patient reported still having symptoms of 
frequency and urgency. The other 11 who had report- 
ed urinary symptoms in the original study were free of 


urinary symptoms at follow-tp. One may speculate; 
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that, just as a psychiatrist or mental health clinic treats 
many enuretic children with a high incidence of emo- 
'tional pathology, a urologist may receive a high in- 
cidence of referrals with signs indicative of urinary pa- 
thology. with the result that both groups tend to get a 
distorted view of the etiological factors in enuresis. 
The results of the 10-year follow-up study support 
the findings and observations we made at the end of 2 
years (5). We again found imipramine hydrochloride 
to be safe and effective in the treatment of enuretic 
children. The mere removal of symptoms produced no 
psychological complications but, rather, had a healthy 
effect on the child and his or her family. 


DISCUSSION 


The prevailing view has been that enuresis Is in- 
dicative of severe psychological and family problems, 
and, just as with hysteria, if one removes the symptom 
without treating the underlying cause there is the pos- 
sibility that the patient will experience further psycho- 
logical decompensation and even more severe psycho- 
pathology. However, most studies that have reported 
a high incidence of emotional problems in enuretic 
children have come from child guidance clinics, where 
one would normally expect to find a high incidence of 
psychopathology (16). In our original study, in which 
our patients came In response to a newspaper article 
about our Investigation of the use of imipramine hy- 
drochloride in enuresis, we did not find a high in- 
cidence of psychopathology. 

Arnold and Ginzberg (12, 13) and Mahoney and as- 
sociates (14, 15) reported finding many enuretic chil- 
dren who suffered urological conditions. (Arnold and 
Mahoney are both urologists.) Others have reported 
small bladder capacity (17). neurological problems 
(18), and allergic disorders (19, 20) that cause bladder 
irritability and contraction of bladder size. In addition, 
there are enuretic children who become enuretic fol- 
lowing stressful events in their lives and there are 

‘many who are psychologically immature and have se- 

vere psychopathology. Thus, we believe that enuresis 
is a Symptom, like a cough, which can have multiple 
and varied etiologies. We also believe that just be- 
cause an enuretic child has concomitant emotional 
problems, one should not assume without further evi- 
dence that the enuresis is caused by the emotional 
problems. We have found that many enuretic children 
with severe concomitant psychopathology respond 
well to imipramine hydrochloride and show no evi- 
dence of psychological decompensation. In a few in- 
stances where for psychological reasons either the 
child or the family has an emotional need for the en- 
uretic symptom to persist, treatment is discontinued or 
the child will start wetting again in spite of treatment. 

We used the data from the original study (5) to com- 
pare and contrast changes, but we also asked the re- 
spondents for their memory of the original study. 
There was a discrepan¢y between our records and 
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what the parents and the youngster remer ! 
the effects of the medication, but the i 
those who were contacted twice were c> 
general, it would appear that only when tk: 
had an immediate and dramatic effect v : 
tendency to remember that the medicatie ` 
tive effect. Thus, 3 mothers who hac n` 
the medication indicated that their ch. 
wetting almost immediately and were pe « 
dren who were on medication at the beg : 
double-blind part of the study. None of t: - 
children who started on placebo had suc 
for the medication. Some parents fo me : 
ment on the basis of time sequence. Wir 
and effect between the medication anc tu. 
wetting was slow and less dramatic. dh: ` 
give the medication less credit and te ass 
enuresis stopped because of other rei s97- 
In general, both parents and patients z. 
enuresis something to be ashamed of crc 
ten. Thus, although cooperative, most © 
remarks that indicated they wanted to p 
tient from embarrassment at having tee 
child. In general, the patients themse! 
very hazy recollections of befag enu eii 
stoppec, or of even having been in the v 
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Sexual Function and Affect in Parkinsonian Men Treated with 


L-Dopa 


BY EDWARD. BROWN, M.D., GREGORY M. BROWN, M.D., PH.D., OSCAR KOFMAN, M.D., 


AND BRUCE QUARRINGTON, PH.D. 





Using psychiatric interviews, sexual and affect rating 
scales, hormonal studies, and neurologic assessment, 
the authors assessed the effect of L-dopa treatment 
on men with Parkinson’s disease. Patients 
demonstrated variable affect changes. Approximately 
one-half of the patients reported an increased sexual 
interest that was not related to improvement in 
locomotor function. Hormonal factors appeared to be 
involved. The findings suggest that male parkinsonian 
patients who possess an intact hypothalamic- 
pituitary-gonadal axis experience increased sexual 
function related to L-dopa treatment. 


THE USE of L-dopa in the treatment of Parkinson’s syn- 
drome has been reported to correlate with alterations 
in affect (1-6) and sexual function (1-5, 7, 8). It re- 
mained to be determined if these alterations were re- 
lated to drug effect or placebo response or were sec- 
ondary to the reduction of locomotor impairment. In 
this study the effect of L-dopa therapy was assessed in 
men with Parkinson's disease by using psychiatric in- 
terviews, sexual and affect rating scales, hormonal 
studies, and neurologic assessment. 
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METHOD 


The subjects were 7 men with Parkinson’s disease 
who ranged in age from 59 to 69 years (mean=62). 
They had been ill for 1-7 years (mean=4). All patients 
were receiving the standard antiparkinsonian medica- 
tions, benztropine mesylate and trihexyphenidyl HCI, 
but they had not received L-dopa before this study. 
Their dosages of benztropine and trihexyphenidyl 
were unchanged throughout the study. 

At the beginning of the study, each patient received 
a thorough physical examination as well as a psychiat- 
ric assessment. Neurologic status was assessed at in- 
tervals. Each patient was asked to complete self-ad- 
ministered sexual interest and affect questionnaires 
each day at the same time. 

On the sexual interest rating scale, each patient was 
asked to give a single numerical response (1 to 9) that 
corresponded to a specific question reflecting drive.in- 


tensity (e.g., 1=no interest in sexual matters, 5=somé ` 


things are of sexual interest, 9=readily excited sex- 
ually). In addition, each patient was asked to respond 
to questions about specific behaviors (e.g., masturba- 
tion, intercourse without ejaculation, intercourse with 
ejaculation); responses tended to confirm the validity 
of the sexual interest rating scale. On the affect rating 
scale, each patient was asked to give a single numeri- 
cal response (1 to 9) that corresponded to a specific 
question reflecting affect (e.g., 1=extremely unhappy, 
5=not happy or unhappy, 9=extremely happy). Pa- 
tients were also asked to respond to questions regard? 
ing specific behaviors (e.g., feeling like crying, hope- 
lessness, energy level, wanting to be alone); again, re- 
sults tended to confirm the validity of the rating scale. 
Mean values were calculated for each patient on the 
various measures at each phase of the study (baseline, 
placebo, stable L-dopa dose). Findings were then sub- 
jected to analysis of variance. 
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Plasma luteinizing hormone (LH) and prolactin! 
were measured by radioimmunoassay with methods 
*and materials supplied by the National Institute of Ar- 
‘thritis, Metabolism, and Digestive Diseases. Blood 
specimens were collected weekly in the early morning 
of the same day each week. 

The following sequence was followed for each pa- 
tient in a single-blind method: period 1 (baseline)—3 
weeks in which no placebo or L-dopa was given; peri- 
od 2 (placebo)—3 weeks in which placebo was given; 
and period 3 (L-dopa treatment)—a period of changing 
L-dopa dosage, followed by a period of stable L-dopa 
dosage (3-18 weeks). 


RESULTS 
Psychiatric Interviews 


The psychiatric assessments were done before the 
baseline study period. Patient 2 failed to complete the 
psychiatric assessment but continued to participate in 
all other aspects of the study. Patient 3 exhibited mod- 
erate anxiety symptoms with some depression. Pa- 
tients 5, 6, and 7 were moderately depressed. Patients 
] and 4 were within the normal range of affect. 

The patients fell into three categories of sexual func- 
tion. Patients 3 and 4 reported marked reduction in 
sexual desire and erectile and ejaculatory capability 
that preceded the onset of Parkinson’s disease. Pa- 
tients 1,6, and 7 reported a marked reduction in sexual 
desire and erectile and ejaculatory capability that coin- 
cided with their parkinsonian symptoms. Patients 2 
and 5 reported a satisfactory level of sexual desire and 
sexual potency, which did not change with the onset 
and progression of their symptoms. 


Sexual Interest and Sexual Activity Ratings 


Patient | had a significant increase in the sexual in- 
terest rating during the drug period (p<.001), but his 
masturbation frequency showed a nonsignificant de- 
crease during this period. His frequency of intercourse 


- showed little change. 


Patient 2 showed a significant increase in sexual in- 
terest (p<<.001) during the placebo period but not dur- 
ing L-dopa administration. However, his intercourse 
frequency decreased during the placebo period and 


* rose markedly (p<.004) with L-dopa. 


Patient 3 showed a decrease in sexual interest 
(p<..001) during the 1.-dopa period. This patient devel- 
oped side effects that necessitated a number of dosage 
changes. He reported no sexual activity throughout 
the study. 

-Patient 4 showed a progressive decrease in sexual 
interest throughout the study (p<.00]) and reported no 
sexual activity. 

Patient 5 showed little change in sexual interest. He 
reported no masturbatory activity until he began to rê- 


'Data were insufficient for analysis of prolactin changes. 


ceive L-dopa. The Fisher exact test ceny 
batory frequency in the placebo perc 


stable drug dosage period showed no » - 


ference. This was probably due to the fic 
cebo period was only 20 days long. Wh: 
and placebo period combined were ci mr 
period of stable drug dosage, the diffe =; 
cant (p<.Q1). 

Patient 6 showed a marked increase (3 
ual interest through the placebo perio : »: 
period. This increase could not be . t- 
drug alone since it appeared during thi i «. 

Patient 7 showed no changes in ani ¢ 
throughout the study. 

Thus, 2 patients showed evidence ¢ f 
ual functioning that was probably rei tee 
patients showed increased sexual mv? 
be attributed in part to the drug but in < 
tors as well, 2 showed reduced sexui 
showed no change. In patient 3, 
seemed to be related to L-dopa, pro . 
verse side effects. The reduced sexua +` 
ed by patient 4 was part of a trend thrt... 
od in which he was studied. Factor- 
drug were operating, perhaps as part «1 
thexis related to the subject's chronic v. 
to which he succumbed a few month 
period. 


Affect Ratings 


Mean values for affect for each of i> 
periods were determined for each pati `. 
termined the mean values (+1.5 SD, i. 


control subjects (men aged 57-67 in noc. 


with no psychiatric history). 

Patient 2 showed a baseline affect s w 
mal limits. During the placebo period. ti. 
nificant increase in his affect ratings th : 
tained during the period of stable dr +. 
patient therefore appeared to have ; 
sponse to placebo. 

Patients 3, 5, and 6 showed baseli ': 
ratings at or below the control v: i. 
showed no significant changes with « œ- 
Patient 5 improved significantly to ne <>: 
ing L-dopa administration. Patient 6 s96. 
cant level of improvement with placcei:c. 


Patients 1, 4, and 7 showed no sig u^.. 


over the three periods and all values \ c- 
mal limits. 


Statistical analysis (Pearson correlat © ° 
of data for all patients as a group duri y ~ 


L-dopa treatment indicated a significar: D. 
tive correlation between affect ai 
(r=.1716, p<.002). 

Pearson correlation coefficients bei .- 
terest and affect scores were calculate 


a group for the combined baseline ard t 


ods, the period of L-dopa treatment, ard r 


ods combined. Sexual interest was sigr f. 
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to the affect score only for the combined study periods 
(r=.73, p<.001). 
* * The data suggest that affective state did not play a 
consistent role in determining sexual interest, particu- 


larly in subject 1, who showed an increase in sexual 


interest without a corresponding change in affect. 
Neurologic Findings 


Patient | had tremor with very mild rigidity that im- 
proved with treatment. With the exception of minimal 
residual tremor, his pattern returned to a relatively 
normal state. 

Patient 2 had significant tremor in the right arm with 
very slight rigidity. With L-dopa treatment the tremor 
improved somewhat but did not cease. There was no 
alteration in the mild rigidity. 

Patient 3 initially had mild to moderate bradykinesia 
with very slight tremor and mild rigidity. The bradyki- 
nesia improved somewhat but was still present. The 
rigidity and tremor were unchanged. 

Patient 4, who had bradykinesia, tremor, and mod- 
erate rigidity, showed little essential change with L- 
dopa treatment. 

Patient 5 had mild bradykinesia, significant tremor 
in the left arm, and a very slight tremor in the right 
arm. There was mild rigidity in the left arm. Following 
treatment there was considerable improvement in the 
tremor, with mild residual tremor in the left arm only. 
The bradykinesia improved substantially. 

Patient 6 had moderate bradykinesia and moderate 
tremor, particularly in the left arm and leg. The severi- 
ty of these symptoms was mild after treatment. 

Patient 7 had pronounced tremor and mild rigidity in 
the left arm, slight tremor in the right arm, and mild 
bradykinesia. With treatment the bradykinesia dis- 
appeared; tremor and ridigity persisted but were less 
pronounced. 

The data did not permit intraindividual statistical 
analysis. However, there were sufficient data to per- 
form statistical analysis for patients as a group for 
baseline-placebo versus L-dopa periods. There were 
no positive correlations between neurologic parame- 
ters and the ratings for sexual interest or for affect. 
This would suggest that the alterations in sexual inter- 
est and affect in parkinsonian patients treated with L- 
dopa are independent of changes in neurologic func- 
tion. 


Luteinizing Hormone 


There were significant changes (p<.05, analysis of 
variance) in ‘LH in patients 2, 5, and 6. Patient 5 had no 
significant baseline-to-placebo change but showed a 
significant increase during L-dopa treatment. Patient 2 
demonstrated an increase during placebo but only a 
slight further increase with L-dopa, indicating the in- 
volvement of factors other than L-dopa treatment. Pa- 
.tient 6 showed a significant drop in LH from baseline 
-*to placebo and from baseline to L-dopa treatment. The 
4 other patients showed no significant changes in 
plasma LH throughout the study. These findings sug- 
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gest that factors other than L-dopa influenced plasma 
LH. Patients 2 and 5, who showed significant in- 
creases in sexual activity with L-dopa treatment, al- 
so showed significant increases in plasma LH. : 


DISCUSSION 


In this study, 4 of 7 men with parkinsonism reported 
increased sexual interest or sexual activity related to 
treatment with L-dopa. (One of these men also report- 
ed increased sexual interest with placebo.) In other 
studies (1-3), in which patients were not specifically 
questioned about their sexual function, the incidence 
of increased sexual interest or activity was consistent- 
ly low—about 4%. In studies wherein the patients 
were questioned (4, 7, 8) approximately 30% reported 
increased sexual interest or activity with L-dopa treat- 
ment. Further review of these studies revealed that - 
three times as many men as women with parkinsonism 
reported increased sexual function with L-dopa. Recal- 
culation of rates from other studies for men only, 
taken together with our own findings, would indicate 
that the incidence of increased sexual interest or activ- 
ity among male parkinsonian patients receiving L-dopa 
is approximately 50%. 

It has been suggested (9) that L-dopa may act via the 
hypothalamic-pituitary-gonadal axis to induce a hor- 
monally related increase in sexual function. The ma- 
jority of female parkinsonian patients reported in the 
literature were probably postmenopausal and there- 
fore were less likely to possess an intact hypothalamic- 
pituitary-ovarian axis. The findings in the present 
study are compatible with this hypothesis. Those pa- 
tients with the longest history of impotence showed no 
Increase in sexual function with L-dopa. Those who 
had no history of impotence (patients 2 and 5) and 
were more likely to have an intact hypothalamic-pitui- 
tary-gonadal axis showed an increase in sexual activity 
with L-dopa. Moreover, it was the latter patients who 
also showed an increase in LH with L-dopa. Intra- 
psychic and interpersonal factors such as the fear of> 
failure in reestablishing sexual behavior after pro- 
longed abstinence must also be considered. 

Our neurologic findings are in agreement with those 
of Bowers and associates (8), who found no significant 
correlation between sex drive and improved locomo- 
tor function in parkinsonian patients treated with L- 
dopa. 

Three of the patients in this study showed evidence 
of moderate depression before treatment. This is con- 
sistent with the findings in other studies (4, 10), in 
which approximately 50% of patients with Parkinson‘s 
syndrome were found to be depressed. 

In studies involving parkinsonian patients receiving 
L-dopa, the affect responses have varied. Jenkins and 
associates (3) reported that 14 of 90 patients receiving 
L-dopa became depressed. Marsh and Markham (11) 
reported no change in Minnesota Multiphasic Person- 
ality Inventory depression: scores with L-dopa, al- 
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though there was significant improvement in locomo- 
tor functioning. Other studies (1, 3-6) have reported an 


* apparent hypomanic response to L-dopa. 


This variable affective response to L-dopa has been 
observed in studies involving nonparkinsonian pa- 
tients. Goodwin and associates (12) reported that only 
patients with retarded depressions improved with L- 
dopa (administered with a peripheral decarboxylase 
inhibitor); most of the endogenously depressed pa- 
tients had no change or became worse. Murphy and 
associates (13) found that 8 out of 9 nonparkinsonian 
bipolar depressed patients in their study developed a 
hypomanic response to L-dopa. Only 1 of 12 unipolar 
depressed patients manifested a hypomanic response 
to L-dopa. 

This variable affective response to L-dopa was dem- 
onstrated in the present study. Only two of the three 
moderately depressed patients showed an improve- 
ment in affect related to L-dopa. One patient (patient 2) 
demonstrated a hypomanic response to placebo. 


CONCLUSIONS 


Our study and the review of other findings have in- 
dicated that there is a high incidence of sexual impo- 
tence and depression in male patients with Parkinson’s 
disease. With L-dopa treatment, parkinsonian patients 
demonstrated variable affective changes. Two patients 
with a history of reduced sexual function reported an 
increase in sexual interest with L-dopa treatment (one 
also reported increased interest with placebo) but did 
not report any change in sexual activity. Two patients 
with no history of impaired sexual function reported 
an increase in sexual activity with L-dopa treatment. 
The improvement in sexual function for the group as a 
whole was not related to improvement in locomotor 
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function. Hormonal factors did appear t 3 


in the L-dopa-related increase in sexual i wvity efr 


findings suggest that parkinsonian patie 
not undergone an interruption of sexua 

who possess an intact hypothalamic-pitl1 
axis may undergo an Increase in sexual a: 
to L-dopa treatment. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 

laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 

light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 

attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 

gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ‘‘Infor- 

mation for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the author. 
© 


Computerized Tomography and Skull X Rays: Relative Efficacy in Detecting Intracranial ° 


Disease 


BY LUKE TSAI, M.D., AND MING T. TSUANG, M.D., PH.D. 


è 


Computerized tomography (CT) is an important new 
noninvasive neuroradiologic method for detecting in- 
tracranial disease (1). It provides as much information 
about intracranial structures as any other single inves- 
tigative procedure currently available. However, 
many hospitals still routinely take skull X rays in addi- 
tion to using CT scan when organic brain syndrome is 
suspected. The purpose of the present study is to eval- 
uate whether routine use of both procedures is justi- 
fied. 


Subjects and Method 


One hundred and twenty-five patients admitted to 
the inpatient unit of the Iowa Psychiatric Hospital 
from 1973 to 1976 received both CT scans and plain 
skull X rays in addition to initial neurologic and psy- 
chiatric evaluation. The age of these patients ranged 
from 5 to 82 years, with mean ages of 44 for women 
(N=62) and 35 for men (N=63). The reasons for CT 
and X ray referral included evidence of memory deficit 
or deterioration of intellectual function on clinical and/ 
or psychometric testing, persistent or unexplained 
confusional state, focal abnormality or neurologic ex- 
amination suggestive of intracranial pathology, focal 
or generalized seizures, focal or generalized EEG ab- 
normality, eYVidence of mental retardation, history of 
poorly explained rage attacks or aggressive behavior, 
and unusual headache history. The CT scans were per- 
formed and interpreted by the department of radiolo- 
gy of the same medical center. We compared the re- 


. Dr. Tsai is Resident, Psychiatric Hospital, Department of Psychia- 
try, University of lowa College of Medicine, 500 Newton Rd., lowa 
_ City, Iowa 52242, where Dr. Tsuang is Professor and Chief Staff 
Psychiatrist, East Ward. Address reprint requests to Dr. Tsuang. 
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sults of the skull films with the CT findings to deter- 
mine the efficacy of these diagnostic procedures. 


Results 


Table 1 shows the results of this comparison be- 
tween skull film and CT scan findings for the 125 pa- 
tients. In 6 of the 125 patients both CT scans and skull 
films were positive. In 1 of these patients the skull film 
showed a shift of the pineal to the right. This diagnosis 
was confirmed by CT, which showed enlargement of 
the ventricles. In another case the skull X ray detected 
intracranial calcification caused by tuberous sclerosis, 
while CT detected not only the calcification but also 
the precise location of the lesions. In a patient with a 
history of a gunshot wound to the head, both skull film 
and CT located the shotgun pellets. Another patient’s 
skull film indicated Paget’s disease and acromegaly, 
while CT detected cortical atrophy combined with 
ventricular enlargement. In 2 patients the skull films 
showed only calcification around the sella turcica, 
whereas both CT and EEG demonstrated that the ce- 
rebral atrophy was a contributory cause of organic 
brain syndrome. 

Of the 29 patients with positive CT scan and nega- 
tive skull X rays, 12 had cortical atrophy, 4 abnormal 
ventricular size, 8 cortical atrophy with ventricular en- 
largement, 4 cerebral infarction, and 1 demyelinating 
disease. ° 

Five patients had positive skull X rays that indicated 
possible intracranial tumors, but CT scans were nor- 
mal. The skull film of 1 of the patients, a 44-year-old 
woman, showed meningioma. A 21-year-old woman’s 
film showed upward shift of the pineal, and that of a 
29-year-old man demonstrated thinning of the dorsum 
sella. Another patient, a 23-year-old woman, showed 
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TABLE 1 


Results of Comparison of CT Scan and Skull Films in 125 Patients 


Outcome Combinations == = =~ Number Percent 
Abnormal CT/abnormal X ray 6 4.8 
Abnormal CT/normal X ray 29 23.2 
Normal CT/abnormal X ray 5 4.0 
Normal CT/normal X ray 85 68.0 


increased density of the sphenoid on the skull film. 
The last of these patients, a 16-year-old girl, had ques- 
tionable increased intracranial pressure. Radionuclide 
scans and EEGs done on these 5 patients were normal 
except that the 23-year-old woman showed a left-right 
shift of slow waves over the temporal region on her 
EEG. However, this EEG finding is not compatible 
with intracranial tumor. 


Discussion 


The CT scan measures small differences in tissue ab- 
sorption of X rays, permitting the identification of nor- 
mal and abnormal structures of the brain, ventricles, 
and subarachnoid space. These changes in density also 
make it possible to detect brain edema and hemor- 
rhage and to distinguish them from cerebrospinal fluid, 
as well as determining ventricular size or dis- 
placement. Mori and associates (2) found no false posi- 
tives when they compared the detectability of lesions 
by good CT scans with lesion size as measured patho- 
logically. Current data suggest that CT has an overall 
accuracy rate of 90%-98% in the detection of abnor- 
malities (3) compared with the skull X ray, which has 
perhaps the lowest yield (50%) of any of the neurodiag- 
nostic methods (4). 

CT has several unique advantages over skull films in 
the location and characterization of tumors that can 
lead to more accurate planning of complex treatment. 
CT ts extraordinarily effective— 100% accurate in sev- 
eral series (3)—in detecting intracranial hemorrhage 
(cerebral, cerebellar, intraventricular), whereas skull 
X rays are rarely helpful. One study reported 85% ac- 
curacy of CT scans in detecting vascular abnormalities 
larger than 1.5 cm, including arteriovenous malforma- 
tion and aneurysm (5); skull films barely detect these 
abnormalities. CT identifies significant nonacute dis- 
ease (1.e., cerebral atrophy, porencephaly, old in- 
farction) and clearly defines both normal and abnormal 
ventricular size and configuration, things that skull X 
rays cannot do. Demyelinating diseases and changes in 
the infectious disorders of the brain are evident on CT, 
whereas skull films are rarely helpful in such cases. 

In Delaney’s review of 2,943 cases (6), skull films 
revealed some abnormalities in 17.3% of the patients 
and significant abnormalities in 2.4%. Seven patients 
had skull film diagnoses of enlarged sella turcica, but 
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after pneumoencephalography and oth: ° 
vestigation only 3 of them were consel 
gery. The skull films of 5 other patient: 
creased intracranial pressure, but subse: i 
not reveal any neurologic abnormalities. 
cluded that the small yield of significa: | 
not seem to justify the effort and expe. 
skull films (6). Bull and Zilkha reported t 
majority of skull films taken for conditie 1 
graine or headache, parkinsonism, ve í 
lere’s disease, and epilepsy. in the abser. 
signs, did not contribute materially te í 
(7). In the diagnosis of dementia, Bull &ı 
concluded that skull films were wastefu 
mative. 

In our study, skull films detected ygi : 
malities (intracranial calcification and s` 
as contributory causes in 2 patients, but . 
detected these findings. In addition, ihe ' 
5 patients indicated possible brain tumo . 
radionuclide scans as well as EEG fai! > 
these findings. It is apparent that ever > 
findings, skull films rarely contribute « 
confirmation of intracranial pathology. 

With the ever-increasing cost of health ¢ 
of clinicians must be to maximize the us 
diagnostic tests in order to use the few: 
sible that are most likely to give the cor * 
with the least risk to the patient and the r 
use of the patient’s or third-party pay ci 
results and those of other studies indicat > 
cacy of skull X rays in detecting neuropa’| 
ited. Thus, the routine use of both skull 3! 
scan is not justifiable in terms of patie: ! 
Increased cost. 
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Oral-Buccal Dyskinesia Symptoms Associated with Low-Dose Benzodiazepine 


Treatment 


BY SEYMOUR R. KAPLAN, M.D., AND CHARLES MURKOFSKY, M.D. 


v 


This case report describes the temporal correlation 
between low-dose benzodiazepine treatment and the 
occurftence of oral-buccal dyskinesia similar to the oral 
symptoms associated with neuroleptic drug-induced 
tardive dyskinesia. We have been unable to find other 
reports in the literature describing oral-buccal dyski- 
nesia associated with benzodiazepine treatment. 


Case Réports 
ce 


Mr. A, a 63-year-old man, was seen because of hypochon- 
driacal complaints and depressive symptoms. His internist 
reported no physical findings other than a mild hypertensive 
condition, which was controlled by hydrochlorothiazide. 
The patient had a family history of psychiatric illness, and 
his son had suffered from tics in early adolescence. 

Mr. A initially obtained relief from his depressive symp- 
toms with amitriptyline, 150 mg/day. He subsequently was 
sustained on a dosage of 50 mg/day, except for mtermittent 
exacerbations of the depressive affect that required resump- 
tion of the higher dosage. The patient's somatic anxieties 
and insomnia continued, although lessened in intensity. 
These symptoms were ameliorated by diazepam (15 mg/day) 
and flurazepam (30 mg/q.h.s.). 

During an exacerbation of depressive symptoms that re- 
quired the higher amitriptyline dose, Mr. A began to have 
rhythmic involuntary oral-buccal movements (1 per second) 
that were ‘‘fish-like’’; i.e., he pursed his lips and made suck- 
ing motions and then protruded his tongue. There were no 
involuntary movements of the extremities, trunk, or neck. 

Because Mr. A had no history of neuroleptic treatment 
and there have been reports of the association of imipramine 
with tardive dyskinesia (1, 2), amitriptyline was discontin- 
ued. However, the involuntary movements did not diminish. 

Mr. A remained on diazepam and flurazepam in the same 
dosage for 13 months after amitriptyline was discontinued. 
Both drugs were then stopped, and the involuntary move- 
ments unexpectedly ceased within 72 hours. 

Because of Mr. A’s marked discomfort following the dis- 
continuation of the benzodiazepines and the uncertainty 
about the specific relationship of diazepam and flurazepam 
to the involuntary oral-buccal movements, he was instructed 
to take one 5-mg tablet of diazepam that evening and two 5- 
mg tablets the next day. He was asked to call about his con- 
dition after he had taken the second dose. He reported that 
the involugtary movements had returned. The ben- 
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Health Services, 1300 Morris Park Ave., Bronx, N.Y. 10461. Dr. 
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zodiazepines were discontinued and the movements again 
stopped within 72 hours. 

Amitriptyline (150 mg/day) was resumed the day his in- 
voluntary movements stopped, after a l-year hiatus. There 
was no recurrence of the dyskinesia. Mr. A showed moder- 
ate improvement in his depressive symptoms within 8 days, 
when he had a pleasant and relaxed evening. However, he 
relapsed the next morning and made a serious suicidal at- 
tempt. He ingested at least 20 tablets of flurazepam (15 mg) 
and an unknown amount of codeine, chloral hydrate, and 
alcohol. The blood alcohol level on hospital admission was 
0.5%. A respirator was required because of the effect of the 
drugs on the central nervous system. 

Two days after his ingestion of flurazepam, there was a 
recurrence of the oral-buccal dyskinesia. The movements 
stopped 4 days later at which time Mr. A again complained 
of marked agitation and perspiration, severe muscle aches, 
and insomnia. On examination, he had a fine tremor of the 
hands and memory lapses for the day’s events. In addition, 
he showed uncharacteristic fearfulness and ideas of refer- 
ence. The symptoms were considered to be part of a drug- 
induced withdrawal reaction. A neurologic examination and 
an EEG conducted the next week showed no abnormalities. 


Discussion 


This case illustrates the temporal association of pro- 
longed low-dose benzodiazepine treatment and the de- 
velopment of oral-buccal dyskinetic movements, simi- 
lar to the symptoms of neuroleptic-induced tardive 
dyskinesia. This is the first known report of a possible 
causal relationship between benzodiazepine treatment 
and dyskinetic symptomatology. It must be balanced 
with the fact that benzodiazepines are the most widely 
prescribed drugs today, with 44,280,000 prescriptions 
during 1974-1975 (3). 

There have been several reports in the recent litera- 
ture describing dyskinetic symptoms associated with 
the use of drugs other than neuroleptics. In 1973, 
Crane observed that ‘‘a variety of drugs, including am- 
phetamines and L-dopa .. . cause involuntary move- 
ments in all areas of the body, including the mouth”’ 
(4). The association of tricyclic treatment to oral dys- 
kinesia has been reported (1, 2), and a recent pub- 
lication described the occurrence of these symptoms 
with the prolonged use of antihistaminic decongestants 
(5). Crane noted that dyskinesias associated with 
drugs other than neuroleptics tend to subside once the 
drugs are discontinued. He also pointed out that or-* 
ganic conditions such as Huntington’s chorea should 
be considered in the differential diagnosis of dyskinetic 
symptomatology (4). 

Research on neuroleptic-induced tardive dyskinesia 
indicates that it is caused by dopamine hypersensitivity 
due to prolonged neuronal blocking. L-Dopa and am- 
phetamines directly potentiate central dopaminergic 
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activity. In addition, the anticholinergic property of 
psychotropic drugs, especially the tricyclics, is consid- 
"ered a factor in the etiology of dyskinetic symptoms 
‘because of their influence on the dopaminergic/choli- 
nergic balance within the brain. 

Studies of brain mechanisms associated with ben- 
zodiazepines are less conclusive, but there have been 
indications of interaction with neurotransmitters, in- 
cluding y-aminobutyric acid (GABA), glycine, norepi- 
nephrine, and serotonin. For example, benzodiaze- 
pines may mimic GABA’s presynaptic inhibition at the 
serotonin nerve terminal (6). One might speculate that 
a compensatory reaction to this inhibition could devel- 
op after prolonged benzodiazepine treatment. Further 
research is necessary to determine the mechanisms in- 
volved in the actions of benzodiazepines on the CNS. 
However, we thought it important to report this un- 
usual occurrence of tardive dyskinesia-like symptoms 
- during ongoing low-dose benzodiazepine treatment. It 
is suggested that clinicians consider this possibility 
when treating cases of involuntary oral-buccal move- 
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BY FLORENCE LEVY, M.B.B.S., M.R.A.N.Z.C.P., M.P.H., AND GARY HOBBES, M.COMM. 


There has been considerable recent controversy 
about the claims of Feingold (1) regarding the effects 
of artificial colors and food additives on hyperactivity 
in children (2, 3). A controlled study by Harley (4) 
failed to show any differences between children on 
the Feingold diet (known as the K-P diet) and a pla- 
cebo diet. A double-blind crossover trial conducted 
by Conners and associates (5) found a significant re- 
- duction in symptoms of children on the K-P diet as 
rated by teachers. 

Goyette and associates! have studied a sample of 
children selected by the following criteria: 1) a reduc- 
tion of at least 25% in symptoms as rated by the 
mother on the Conners Hyperkinesis Index (6), 2) a 
behavioral and clinical diagnosis of hyperkinesis, and 
3) baseline scores of at least 15 on mothers’ and clini- 
cians’ ratings of the Hyperkinesis Index. 

In the Goyette and associates study, eight subjects 
(mean age=5.3 years, range=3.4-8.4) met the full cri- 
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tionship between tardive dyskinesia-lih: oap on: 
and benzodiazepine treatment requires «t obor tis 
clinical observations. 

REFERENCES 

i. Dekret JJ, Manny 1, Ramsey AT. etal: A casco: p. esk ves 
associated with imipramine treatment. An Ny, fats 
134:1297-1298, 1977 

2. Fann WE, Sullivan JL. Richman BW: Dvski a “Se ats 
with tricyclic antidepressants. Br J Psychiat» 2+ 49 49° 
1976 

3. Lasagna L: The role of benzodiazepines in aonr, Oare Ww. 
cal practice. Am J Psychiatry 134:656-658, 197 ' 

4. Crane GE: Persistent dyskinesia. Br J Psycho 7°89 4l 
1973 . 

5. Thack TT, Chase TN, Bosma JR: Oral facalecs > tooa; ou 
ated with prolonged use of antihistamine u. ur 4, 
Engl J Med 293:486-487, 1975 

6. Snyder SH, Enna SJ, Young AB: Brain mecke TE et te 
with therapeutic actions of benzodiazepires <3 s4390 Ui. 
transmitters. Am J Psychiatry 134:662-664. 19° 

J 
teria, and five other children were borderi espone 
ers. All subjects participated in a single 2° ces e oss 
over trial with daily ratings by parents for; -‘ot ph 
riod after subjects ingested cookies cont: oac he 
food colorings currently approved by tic coe an. 
Drug Administration or placebo. These i vig. 0° 
found a significant challenge effectinaGr: >» Code 

x Challenge analysis of variance. 

Levy and associates (7) reported a 1ye- line 
crossover trial of the Feingold diet in whi: .:cy se 
a tartrazine challenge. The children were’. cc b: on 
and after 4 weeks on the elimination die 1! af 2r 
weeks of tartrazine or placebo challenge. or tir 
scale scores and objective tests showed 1( 1271 jar 
differences in the behavior of the childrei s e g ov 
during the challenge period. However. y i ‘th. ar 
thors tested a subgroup of the children se. ceo. th. 
basis of a 25% reduction in symptoms . ie le: 
there was a significant challenge effect. 

Method 

The present study attempted to re cee tr 
Goyette and associates unpublished stus, iens itl 
same Selection criteria, rating scale (the 7! oc ki ot. 
Index), and instructions to parents on re’: ce a 
dren. Challenge or placebo cookies wei: i sn ar 
domly over 14 days. One difference from 1 Lo əti 
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and associates study was that the challenge consisted 
of tartrazine only (yellow dye number 5), whereas 
Goyette and associates used a mixture of food color- 
ings approved by the FDA. The children ingested 4 
cookies containing 1 mg of tartrazine each. 


Results 


Eight subjects met the study criteria. There was 1 
dropout, a child whose parents claimed he became 
worse after ingesting the challenge cookies for 3 days. 
The average age of the children was 5 years, 2 months. 
There were seven boys and 1 girl. A Subjects x Treat- 
ment analysis of variance indicated no significant in- 
teraction. The mothers’ scores on the Conners Scale 
were an average of 2.6 points higher during the chal- 
lenge. However, this treatment effect just failed to 
reach the .05 level of significance. Global assessments 
by the mothers showed no significant differences in 
distinguishing active from inactive cookies. Thus the 
study did not replicate the significant challenge effect 
found by Goyette and associates. However, the 2.6- 
point difference in mothers’ scores on the challenge 
versus placebo represented a 13% drop on placebo 
cookies from the initial average score of 20.5. 


Discussion 


The results may have been affected by the sample 
size—it was difficult to obtain a large sample of chil- 
dren who met all the selection criteria. In addition, the 
use of a symptom rating scale for assessing small or 
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transient differences in hyperkinetic children has in- 
herent problems; the differences rated by parents may | 
be statistically significant but may not represent im- ` 
portant clinical effects, or vice versa. 

A further study reported by Conners and associates 
(5) found no significant differences in parental ratings 
during double-blind testing. However, an objective 
tracking test of attention showed a trend toward dete- 
rioration 1-2 hours after subjects ingested challenge 
materials. It is important that future studies of diet ef- 
fects (and medication effects) use objective tests rather 
than the less reliable rating scales. 
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Tricyclics, Bioequivalence, and Clinical Response 


BY ROBERT B. OSTROFF, M.D., AND JOHN P. DOCHERTY, M.D. 


Tricyclic antidepressants are used widely in the 
treatment of depression (1). Much evidence has accu- 
mulated linking plasma levels of these drugs to thera- 
peutic response (2-4). This evidence highlights the im- 
portance of comparing the bioequivalences of cur- 
rently available tricyclic preparations both among 
various brands and within specific brands. Bioequiva- 
lence refers to the equivalence of the target biological 
activity, e.g., postsynaptic neuronal stimulation. In 
terms of the clinical use of tricyclics, bioequivalence, 
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which is used interchangeably with the term *‘bioavail- 
ability,” reflects the rate of absorption and the amount 
available for absorption of the active ingredient into 
the circulation (5). The following case illustrates the 
clinical importance of plasma drug levels and bio- 
equivalence in the use of tricyclic antidepressants. 


Case Report 


The patient, a 56-year-old married man, stated that he 
came to the psychiatric clinic ‘‘because my doctor sent me.”’ 
He had had one brief psychiatric hospitalization 38 years 
previously for depression. In the intervening years he had 
been without symptoms and without psychiatric contact. In 
the initial interview he was noted to have marked motor re- 
tardation, with constriction of affect and concrete thinking. 
He had had significant stressful familial and marital problems 
and complained of a 2-month history of anorexia, a 4.5-kg T 
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weight loss, early morning awakening, difficulty falling 
asleep. crying spells. feelings of hopelessness, and suicidal 
thoughts. He was not delusional. 

He was started on 50 mg/day of amitriptyline and seen 
subsequently in couples therapy. Three days later, when no 
adverse drug effects were noted, the dosage of amitriptyline 
was increased to 100 mg q.h.s. He reported an immediate 
improvement in his sleep disturbance. At the end of week 2, 
his dosage was increased to 100 mg q.h.s. and 50 mg q.a.m. 

At the end of week 4, the patient appeared at a couples 
session with a smile on his face. His expression was ani- 
mated. the motor retardation was gone, and he reported im- 
proved appetite and complete amelioration of his dysphoria. 
At that session his prescription for amitriptyline was re- 
newed. Three weeks later he came to a session appearing as 
depressed as he had initially. He complained of early morn- 
ing awakening, difficulty falling asleep, loss of appetite, de- 
pression, and feelings of hopelessness. He admitted that he 
had taken an extra amitriptyline tablet during the week, but 
both he and his wife confirmed that this was the only such 
instance. There were no dynamic stresses. His amitriptyline 
was increased to 150 mg q.h.s. and 50 mg q.a.m., but his 
symptoms remained unchanged a week later. He was taking 
no other medications, including antacids, and had not been 
ill. He denied gastrointestinal disturbances and diarrhea. 
The couple's therapist (R.O.) was puzzled about the change 
in the patient's requirement for medication. 

The amitriptyline dosage was increased to 200 mg q.h.s. 
and 50 mg q.a.m. One week later he reported a complete 
amelioration of his symptoms. At that point, the hospital 
pharmacy’s record was reviewed. It was discovered that the 
pharmacy stocked two different manufacturers’ brands of 
amitriptyline, one in 25-mg tablets (brand A) and the other 
in 50-mg tablets (brand B). The patient's dosage had been 
increased in increments of 25 mg (brand A) until he had a 
therapeutic response. When he renewed his prescription, he 
was given the 50-mg tablets. He required 250 mg of this prod- 
uct to achieve the response he had on 150 mg of brand A. A 
plasma level was obtained and the medication was changed 
back to brand A, 150 mg/day. One week later plasma levels 
were again determined. Plasma levels were determined on 
both doses and brands, with samples taken 8 hours after his 
last dose. The levels on the 250-mg dose of brand B were 18 
ng/ml of amitriptyline and 23 ng/ml of nortriptyline. Levels 
on 150 mg of brand A were 29 ng/ml of amitriptyline and 45 
ng/ml of nortriptyline. Six weeks later the patient remained 
symptom-free on 150 mg of brand A amitriptyline. 


Discussion 


There is substantial evidence that a minimum 
plasma level of a tricyclic compound is essential to 
therapeutic response (4). If the bioequivalence of tri- 
cyclics varies from manufacturer to manufacturer for 
the same compound, or from batch to batch produced 
by one manufacturer, then patients will achieve dif- 
ferent plasma levels even though they are being given 


say 


CLINICAL AND RESHE.A% 


identical amounts of the active ingredi. i 
the Food and Drug Administration prope» 
lations to establish a bioequivalence re ] 
certain oral drugs in this category, inclu | 
monly used amitriptyline and tmipramint 
rivatives. In the proposal it is stated ti: 
data suggest that the various markeicd ^ 
same oral tricyclic antidepressant may 1: 
parable therapeutic effects’ (6). Many 
pharmacists to substitute various brand. 
agent. The case we have reported sugg ° 
the digitalis preparations, tricyclics si. 
scribed by brand name. The preserth : 
should be aware that bioequivalence mi. 
between compounds and that, unless s 
structed not to do so, pharmacists in Ar 
substitute preparations containing the 
agent. Also, the bioequivalence for «> 
turer's preparation may vary if the inc: 
are changed. One must be sure that the 
company variability in the preparation © 
pound. Additionally, in terms of cost 
dosage requirements must be considere ` 
cost effectiveness rather than simply 
cost. At the present time, when plasma 
readily available and the correlations a 
plasma levels, and clinical response are 
the patient may be best served by hav: 
adjusted and maintained on a given pro 
pound. 
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Baclofen in the Treatment of Tardive Dyskinesia 


BY N.P. VASAVAN NAIR, M.D., RAMSES YASSA, M.D., JOAQUIN RUIZ-NAVARRO, M.D., 


AND GEORGE SCHWARTZ, B.SC. 


Tardive dyskinesias are involuntary stereotyped hy- 
perkinesias that may develop during and after long- 
term treatment with neuroleptics. Although the exact 
pathogenesis of tardive dyskinesia is unknown, the 
current hypothesis is that neuroleptic drugs block 
striatal dopamine receptors (1), rendering these chem- 
ically denervated receptors hypersensitive (2). 

Ganma-aminobutyric acid (GABA) is a major inhib- 
itory neurotransmitter spread throughout the central 
nervous system. There is increasing evidence that the 
gabergic neuron system inhibits the dopaminergic ni- 
grostriatal system (3). In animal studies, GABA agon- 
ists have been shown to inhibit the impluse flow in the 
nigrostriatal dopaminergic neurons (4) and to inhibit 
the release of dopamine into the synaptic cleft (5). 

Baclofen (Lioresal, 4-amino-3-(4-chlorophenyl-bu- 
tyric acid) is a GABA derivative that crosses the 
blood-brain barrier. It acts as a GABA agonist in inhib- 
iting the striatal dopamine system (6). Korsgaard (7) 
and Gerlach and associates (8) found baclofen ef- 
fective in tardive dyskinesia, whereas Simpson and as- 
sociates (9) found it ineffective. The purpose of this 
study was to determine the efficacy of baclofen in a 3- 
week placebo-controlled crossover clinical trial. 


Method 


The subjects were 10 chronic schizophrenic patients 
(5 men and 5 women), ranging in age from 40 to 64 
years (mean=56), who had been hospitalized for at 
least 20 years (mean=29) and had moderate to severe 
neuroleptic-induced tardive dyskinesia. Informed con- 
sent was obtained from the patients or their relatives. 

All neuroleptic medications were withdrawn for at 
least 3 months. Patients were assigned randomly under 
double-blind conditions to receive baclofen or placebo 
for 3 weeks; they were then given a 2-week washout 
and a 3-week crossover. Baclofen dosage began with 
30 mg/day, increasing gradually to 90 mg/day. The 
main evaluative instrument used was the Abnormal In- 
voluntary Movement Scale (AIMS), which was re- 
corded or videotape before and at the end of each 3- 
week phase of the study. In addition, the Clinical 
Global Impreésion (CGI) scale and the Brief Psychiat- 
ric Rating Scale (BPRS) were completed at the same 
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time as the AIMS. Three psychiatrists rated the video- 
tapes blind, and the mean AIMS scores were comput- 
ed. Vital signs were taken daily and laboratory assess- 
ments were completed weekly. 


Results 


No statistically significant changes were found be- 
tween baseline and the baclofen or placebo periods 
(Wilcoxon matched-pairs signed-ranks test). The mean 
sum of the first 7 movement scores of the AIMS before 
and at the end of placebo administration was un- 
changed at 8.8; mean scores increased slightly (from 
10.9 to 11.5) in the baclofen condition. No significant 
changes were noted on the BPRS or CGI. 

One woman patient developed severe loss of muscle 
tone toward the end of the baclofen period. No other 
side effects or significant changes on any of the labora- 
tory measures and vital signs were noted for the group. 


Discussion 


Our finding that baclofen was not effective in the 
treatment of tardive dyskinesia is in agreement with 
that of Simpson and associates (9). Korsgaard (7) and 
Gerlach and associates (8) did find significant improve- 
ment in their patients’ dyskinetic movements when 
baclofen was administered in combination with neuro- 
leptic medications. 

Our finding of a low incidence of side effects is also 
similar to those of Simpson and associates (9); Kors- 
gaard (7) and Gerlach and associates (8) reported 
more side effects, but their patients were older and had 
various diagnoses, including dementia, which may 
have contributed to the increased incidence of side ef- 
fects. 

It appears, therefore, that baclofen when adminis- 
tered alone is ineffective in the treatment of neurolep- 
tic-induced tardive dyskinesia in chronic schizophren- 
ics. 
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Adult Minimal Brain Dysfunction and Schizophrenia: A Case Report 


BY LEIGHTON Y. HUEY, M.D., MARK ZETIN, M.D., DAVID S$. JANOWSKY, M.D., AND LEWIS L. Ji DD 


Evidence exists that minimal brain dysfunction 
(MBD) may continue into adulthood in a variety of 
clinical manifestations (1-3). One group has reported 
that some adult patients with MBD respond favorably 
to psychostimulants, but patients with schizophrenia 
were excluded from that study (4). In addition, a sub- 
group of schizophrenics has been identified who are 
clinically responsive to psychostimulants (5) and who, 
unlike other schizophrenics, do not show an in- 
tensification of psychosis with such drugs (6). 

The following case may be representative of a sub- 
group of individuals diagnosed as schizophrenic who 
have histories of childhood MBD. We postulate these 
individuals may have an adult variant of the MBD syn- 
drome rather than schizophrenia per se and may be 
clinically responsive to treatment with psycho- 
stimulants rather than conventional neuroleptics. 


Case Report 


A 23-year-old man was admitted to the hospital with delu- 
sions of reference, complaints of auditory hallucinations, 
and feelings of confusion. He had a history of multiple hospi- 
talizations during which he was diagnosed as schizophrenic 
and treated with neuroleptics, which were minimally ef- 
fective. Past antipsychotic drug treatment had made him feel 
worse, and at no time did his auditory hallucinations dis- 
appear completely. 

In childhood, the patient was seen by psychologists for 
behavior problems and hyperactivity, but he never received 
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pharmacologic treatment. As a child he ke. 
with nervousness, inability to sit sull. stu- 
culty concentrating, temper tantrums, fail : 
tasks, fighting, bad handwriting, poor coore ~- 
eral troublemaking. r 

In recent years, the patient had compla 
ness, emotional overactivity, moodiness. 3 
tion, impulsiveness, sloppiness, and poor c : 
had occasionally used amphetamines becau . 
calmed him and made the hallucinations tc! > 

The clinical admission diagnosis was cı 
schizophrenia. Using a structured diagnosti . 
employing diagnostic criteria of Feighner an ] 
he was assigned a diagnosis of probable v3 
schizophrenia. His full-scale 1Q was 119. 

Because of the patient's childhood hist s 
was enrolled (after giving informed conse 
blind, placebo-controlled study to assess the : 
venous methylphenidate (0.5 mg/kg) on his 3 
ditton. The patient received placebo on day | 
I-day drug washout and active methylphen } 

He was interviewed on days | and 3. Dur; 
view (placebo), the patient did not relate w: 
clan, complained of active auditory hallucir . 
anxious. He felt he was not with“ himsel.. 
was markedly blunted. He displayed trem: | 
extremities and in his facial movements. Thi 
ued throughout the first session. During the i3 
3, the patient initially appeared anxious and : 
auditory hallucinations, which were crt 
couraging. After injection with methylpher « 
the hallucinations faded into babbling“ anc 
He became less anxious and was in better «« 
interviewer. He felt calm and more confidé 1 
feeling more able to focus on the tasks requir : 
the session. 

Four days after this interview, the patien: . 
double-blind trial comparing the effects of 4 | 
cebo methylphenidate to 4 days of oral . 
phenidate (10 mg b.i.d.). 


Results 


The results of the intravenous and th: 
phenidate conditions are presented in ‘z 
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Effects of I.V. and Oral Methylphenidate on Mood, Behavior, and Performance (Modified BPRS) 





LV. Methylphenidate 


tt et HS NN I HH TR eh a 


Placebo 
+30 
Baseline Minutes 
Beigel-Murphy Manic Rating Scale (total) 18 19 
NIMH Behavior Rating Scale (total) 55 50 
POM Sescales 
Tension-Anxiety* 61 59 
Depression-Dejection* 40 39 
Anger-Hostility* 49 47 
Vigor* 44 38 
Fatigue* 38 38 
Confusion-Bewilderment* 66 58 
Elation 2 2 
Friendliness °® 6 5 
Tratimaking Test (seconds) 64 59 
Digit Symbol Test (number completed) 45 4] 


*Scores presented in T score form (mean=50, SD=10). 


were some marked changes between the placebo and 
active intravenous trials. Changes were less pro- 
nounced for the oral phase of the study, perhaps be- 
cause of the relatively low dose of methylphenidate. 
On. the Betgel-Murphy Manic Rating Scale (8), the pa- 
tient showed less distractability, irritability, and activi- 
ty, and displayed better impulse control when chal- 
lenged with active methylphenidate. During active 
medication phases, the NIMH Inpatient Behavioral 
Rating Scale indicated decreases in anxiety and ten- 
sion, disorganized speech, hostility, excitement, hy- 
peractivity, distractability, and increased affect. There 
appeared to be an increased sense of depression and 
uncertainty about the future. 

On the Profile of Mood States there were decreases 
in scores on items measuring tension-anxiety, anger- 
hostility, and confusion-bewilderment during active 
drug administration. The patient also showed im- 
proved performance on the Trailmaking and Digit- 
Symbol Tests of the Halstead-Reitan Battery. 

The changes seen with the oral methylphenidate, al- 
though less dramatic, paralleled those seen with the 
intravenous drug. The patient reported improved con- 
centration and increased calmness during the oral ac- 
tive methylphenidate phase. He frequently read novels 
for long periods; when he was not receiving the drug 
his behavior was characterized by anxiousness and 
pacing. ə 

The patient has been treated effectively for 4 months 
as an outpatiept on 25 mg/day of oral methylphenidate. 
He reports improved ability to maintain good inter- 
personal relationships. On one occasion, the patient’s 
methylphenidate was stolen and he was off the drug for 
2 weeks. During that time, he reported a return of the 
auditory hallucinations, worsening concentration, and 
sleeplessness. Reinstitution of methylphenidate result- 
ed in improvement of these signs and symptoms. Dur- 
ing the outpatient program, the patient has never 
asked for an increase in his dose of methylphenidate or 
for extra medication. 
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+60 +30 +60 Oral Methylphenidate 
Minutes Baseline Minutes Minutes Placebo Active 
18 21 9 F 
46 51 36 32 43 38 
58 64 30 32 52 43 
38 40 40 40 40 36 
46 50 37 37 49 37 
38 45 44 45 4] 36 
37 43 43 45 37 37 
6] 64 35 35 55 45 
0 2 5 3 3 4 
5 7 11 10 8 8 
66 31 29 28 
4] 65 66 77 
Discussion 


This case suggests it may be important to distinguish 
between those individuals who have schizophrenia 
and those who appear schizophrenic but may have an 
adult manifestation of MBD. Effective treatment for 
these groups may be different, with conventional 
neuroleptics being efficacious for schizophrenics, and 
psychostimulants, tricyclic antidepressants, or lithium 
having efficacy in those with adult MBD. Quitkin and 
associates (9) have described a group of schizophren- 
ics, characterized by ‘‘soft neurologic signs, who 
showed improvement on Imipramine. Furthermore, 
Handford (10) has hypothesized that individuals who 
experience brain hypoxia perinatally will be at risk for 
having minimal brain dysfunction in childhood and for 
subsequently developing schizophrenia as adults, pos- 
sibly secondary to damage to dopaminergic pathways. 

It has been suggested that minimal brain dysfunction 
can persist well into adulthood and may be concealed 
by other diagnoses, including sociopathy, explosive 
personality, hysterical character, and labile personal- 
ity (4). We believe schizophrenia could be added to 
this list and propose that some adult patients diag- 
nosed as schizophrenic may have a variant of the 
MBD syndrome. We speculate that some of the schiz- 
ophrenics who show favorable responses to psycho- 
stimulants may be those having childhood histories of 
MBD or an adult variant of MBD. 
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Phenelzine and Delusions of Parasitosis: A Case Report 


BY MICHAEL R. LIEBOWITZ, M.D., ERIC J. NUETZEL, M.D., ANSTISS E. BOWSER, M.S.W., 


AND DONALD F, KLEIN, M.D. 


A delusion of parasitosis is the firm, fixed (mistaken) 
belief that one is infested by parasites. The phenome- 
non occurs with the use of psychostimulants— particu- 
larly amphetamines, cocaine (1), and methylphenidate 
(2)—and as a form of monosymptomatic hypochondnr- 
acal psychosis (3). Similar phenomena occur in vari- 
ous disease entities such as temporal lobe epilepsy, 
schizophrenia, and delirium tremens (4). 

A variety of adverse effects have been reported with 
monoamine oxidase inhibitors (MAOIs), including 
psychosis, mania, and delirium (5), but we are un- 
aware of any reports of delusions of parasitosis associ- 
ated with this class of drugs. In fact, MAOIs have re- 
cently been advocated in the treatment of such delu- 
sions (6). The following case illustrates delusions of 
parasitosis in a patient taking MAOIs. 


Case Report 


Ms. A, a married office-worker in her late 20s, sought out- 
patient treatment for depression and marital difficulties. Her 
history included recurrent depressive episodes in response 
to feeling rejected. These nonautonomous episodes were 
characterized by tearfulness, social withdrawal, suicidal 
thoughts, decreased energy, overeating, and oversleeping, 
comprising a syndrome termed hysteroid dysphoria (7). 

The patient had no history of mania or psychosis, although 
she had experienced transient visual and tactile hallucina- 
tions while smoking marijuana. She denied sedative abuse 
and use of hallucinogens or cocaine, and she had avoided 
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marijuana for several years before we saw 
phetamine use had consisted of up to four 71 
several months 8 years earlier. Her alcofol u « 
ly light, and she had a stable work history. W1¢ 
depressed, Ms. A was outgoing and vivacioi s 
history and results of a physical examinatior 
Ms. A was treated with psychotherapy ani 
phenelzine in a maintenance program for hys c 
ics after the procedures were fully explained 
informed consent to participate. The phenels 1 
increased to 60 mg/day over the next several \ 
reduced to 45 mg/day during the 8th week of tr 
Ms. A became overstimulated. She appear: 
functional and happy on this dose for the ne, 
During the [8th week of treatment, while >» 
45 mg/day of phenelzine, Ms. A reported to hci 
her body and hair were infested with small t1. 
had first noticed a painful itching all over her x 
followed by the sensation of things crawlin; 
She said tiny black objects fell from her hair, 
her clothing, burrowed into her skin, and car 
her pores. She consulted a dermatologist, w 
festation. She also saw long, black, hairlike > 
in her stool and consulted an internist, who » 
fibers. During psychotherapy sessions, ‘ft 
scratched and picked at herself, sometimes ' 
aware of this behavior and at other times dist 
Ms. A’s mental status at this time was char + 
line only in that she was less depressed and | 
tactile hallucinations and a delusional belief - 
She was oriented in all spheres, had no ceg 
ment, and continued to work throughout the : 
phenelzine was discontinued, the itching dec 
biting, crawling, and pinching sensations stor | 
Ms. A continued to see small black objects fa | 
but she now believed they were particles fror: 
ing or vent. Over the next 3 months her itch r 
of the scalp, visualization of small black ob « 
cern with environmental pollutants gradually -~ 
ing this period physical examination and lak > 
ing were normal, except for borderline vitar) 
serum B; levels, which were treated with ora > 
After 4 months off medication, Ms. A wasit 
and was restarted on phenelzine, 15 mg day 
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she reported the feeling that bugs were crawling on her skin 
and.scalp, and she saw numerous black moving spots when 
looking at light-colored surfaces. The experience was identi- 
cal with the previous one, except that this time it was attrib- 
uted by the patient to medication. Serum vitamin levels were 
normal, and the symptoms disappeared within several days 
after she was switched to placebo phenelzine in a single- 
blind manner. 

Two nonhydrazine MAOIs were then tried on a nonblind 
basis with [0-day drug-free periods before each. Tranyl- 
cypromine, 10 mg/day, produced severe abdominal cramp- 
ing and constipation after 3 days and was discontinued. She 
was then given pargyline, 10 mg/day, and after 4 days report- 
ed seeing gray-black spots and feeling crawling and pinching 
sensations of scalp and pubic regions. This made her wonder 
whethey she was infested with lice. An antidepressant effect 
was noted on dey 6, but the drug was discontinued the next 
day because of its side effects. 


Discussion 


A variety of mechanisms have been offered to ex- 
plain psychostimulant-induced psychoses. Ampheta- 
mine potentiates several catecholamines, but attempts 
to assess relative dopaminergic and noradrenergic ef- 
fects through behavioral and neurochemical studies 
have produced conflicting results (8). Post and Ko- 
panda (9) suggested an interaction of catecholamine 
potentiation and pharmacological kindling or sensitiza- 
tion of limbic structures to explain cocaine’s effects. 
Ellinwood (1) argued that amphetamine-induced delu- 
sions of parasitosis are an extension of stereotyped 
grooming and picking responses in association with 
abnormal skin sensations that may be peripherally me- 
diated. Finally, Siegel (10) speculated that cocaine hal- 
lucinations evolve from drug-induced tactile sensa- 
tions and visual phenomena. 

Our patient’s delusion of parasitosis, evolving in a 
clear sensorium, was indistinguishable from those pre- 
viously reported with psychostimulant use. Phenelzine 
is Clearly implicated: the delusions appeared after 4!/2 
months of phenelzine use, gradually waned when the 
drug was discontinued, reappeared soon after it was 
reinstituted, and disappeared after a single-blind switch 
to placebo. The reappearance of similar symptoms 
when the patient was taking a low dose of pargyline 
implies that the effect is not dependent on hydrazine 
toxicity. 

Several inferences can be made with regard to 
pathophysiology. This patient’s periods of behavioral 
overstimutation and delusional belief were temporally 
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distinct, which indicates that they were mediated by 
different mechanisms. That she also showed a reverse , 
tolerance to the drug supports the involvement of a, 
kindling mechanism. Most significantly, her delusion 
of parasitosis seemed elaborated from a combination 
of abnormal skin sensations and visual phenomena, 
similar to the hypothesis proposed by Siegel for co- 
caine (10). 

One can also speculate on other mechanisms. Pe- 
ripheral nerve effects may play a role, although repeat- 
ed assays failed to confirm suspected vitamin abnor- 
malities. Trace substances such as phenylethylamine 
may accumulate, adversely affecting a patient who has 
substantially inhibited MAO activity. Finally, this pa- 
tient may have had an underlying vulnerability to visu- 
al and tactile hallucinations, as evidenced by her past 
reactions to marijuana. 

The case is presented to elucidate further the etiol- 
ogy of psychostimulant-induced psychoses and to alert 
physicians who prescribe MAOIs. We recommend 
careful monitoring of any patient with a history of even 
brief psychotic experiences and discontinuation of the 
drug should these symptoms develop. 
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This section contains reactions to Journal articles, statements of opinion, comments on Associut ¢ 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes 
regarding publication. Letters must be typed double spaced throughout and should not contain : 
words and 5 pertinent references. Criticisms of published articles will automatically be sent to tite : 
response. Letters will be edited for clarity and conformance with Journal style. We regret that we cc 
writers of the disposition of letters or return those which are not printed. 


Policy of the APA Ethics Committee 


Sir: In the February 1978 issue Robert A. Moore, M.D., 
published his interesting and informative article, “Ethics in 
the Practice of Psychiatry.” The paragraph on due process 
may be misunderstood and is in need of clarification. In that 
paragraph, Dr. Moore advocated that ethics committees in- 
vestigate complaints and hold hearings according to the ad- 
versary model of criminal justice, including confrontation 
and cross-examination of the complainant. Although that ar- 
ticle did not appear in the buff pages (reserved for official 
actions of APA) in the Journal and therefore should be 
clearly understood to reflect only Dr. Moore's personal opin- 
ion, at the time the article was published Dr. Moore was 
Chairperson of the American Psychiatric Association Ethics 
Committee and, in fact, made such procedures the policy of 
the APA Ethics Committee when it acted in the capacity of 
initial investigating body. Thus. some might (and indeed at 
the Ethics Workship, Course 7, at the annual meeting, one 
lawyer did) justifiably but mistakenly think Dr. Moore’s 
statement reflected not merely his personal opinion but the 
policy of APA as well. 

In fact, the APA Constitution and By-Laws and the Proce- 
dures for Handling Complaints of Unethical Conduct (Re- 
vised 1977) make no statement prescribing or recommending 
a formal “hearing.” Rather, they state that the complainant 
must file a complaint in writing and that the investigating 
body “permit both the defendant and complainant to be 
heard.” allowing greater flexibility for ethics committees to 
tailor their procedures to the needs of individual cases. 

The official position of APA is consonant with that of the 
American Medical Association Judicial Council Opinions and 
Reports (1) (by which APA would not be bound, since we are 
a separate organization) and ts supported by legal precedents 
concerning disciplinary proceedings by professional so- 
cieties and other membership organizations. For example, to 
‘quote the California Supreme Court from the Pinsker deci- 
sion mentioned by Dr. Moore (in which exclusion deter- 
mined as equivalent to expulsion was at issue): 


The common law requirement of a fair procedure 
does not compel formal proceedings with all the embel- 
lishments of a court trial. . . nor adherence to a single 


_. Ipede of process. It may be satisfied by any one of a 


e variety of procedures which afford a fair opportunity for 


f 


an applicant to present his position. . . Tae: 
themselves should retain the initial and priz? 
sibility for devising a method which provk « 
quate notice of the ‘charges’... and’a re. 
portunity to respond. In drafting such: pres 
determining, for example, whether an app! - 
given an opportunity to respond in writing « 
sonal appearance, the organizaiton should ~ 
nature of tendered issue and should fash- 
dure to insure a fair opportunity for an app | 
sent his position. (2) 


Thus, the procedures advocated by Dr Me 
required nor recommended by the official pol i 
by the AMA, or by legal precedent. 

The Washington Psychiatric Society and Ax 
(on whose behalf I am writing) strongly su’ {| 
policy as it now stands. The adversary proc. 
mended by Dr. Moore, which are neither p> 
requirement, in our opinion do not represent ¢ 
or ideal model. From our experience. we we 1 
number of complaints filed would plummct 
plainant had to attend an adversary heari i 
plainants, many of whom are patients in a pre i 
mental health, would be willing (nor do we be 1 
willing) to subject themselves to cross-examir.t 
gressive opposing attorney (and in his article ) 
ommends the complainant not have the right t) 
legal counsel present). Furthermore, it has m t 
pression that following the adversary model «4 
tice helps in uncovering the truth. Rather. i 
experience that the more we have veered tov: 
sary model, the more we have become enmc, 
dural technicalities and the harder it has beg. 
the ethical concerns and recommend approp:. 
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Dr. Moore Replies 


* Sır: White APA does have established procedures for the 
routing of ethical complaints and for appeals, it does not 
have procedures for how hearings should be conducted. To 
avoid any misunderstanding, my article should not be con- 
strued as an official position of APA. 

Two years ago, the APA Ethics Committee held a work- 
shop on hearings for its own education with a faculty con- 
sisting of the APA legal counsel, an American Civil Liber- 
ties Uħion attorney, and an attorney from the American Ar- 
bitration Association. The results of this workshop have 
been circulated to the District Branches and discussed at the 
last two workshops on ethics at the annual meeting. As in the 
article, this information has been presented for consideration 
as a hearing model, not as a mandate. Of course, situations 
differ so that no one model will be correct in all cases. 

The issue of the right to challenge someone who brings 
charges against another is well established in due process. 
What constitutes *‘fairness’’ in a fair procedure is less clear. 
While we are urging greater activity in self-policing, this 
must not lead us to disregard what is ‘“‘fair’’ for one of our 
members. I believe that an accused member has the right, in 
all fairness, to personally challenge his or her accuser. That 
right does not belon to the hearing body nor the accuser but 
to the accused. He or she may well decide to forego that 
right, especially if the aceuser is a patient who might be 
harmed by such a confrontation. 

A more important issue is whether we are erring by mov- 
ing to more formal procedures. Unfortunately, in earlier 
years, our efforts at peer review and discipline were often 
subterranean and had a ‘‘clubby” quality that led our critics 
to say we were doing nothing and therefore they should do it 
for us. Further, accused members themselves, exercising 
their legal rights, have challenged such informality. The re- 
sult has been greater formality and visibility to demonstrate 
we are capable of protecting the integrity of our profession 
without denying our members their rights. 

While there may be differences of opinion, I am most im- 
pressed by the dedication to ethical principles and to their 
protection shown by Dr. Coleman and the Washington Psy- 
chiatric Society. 


ROBERT A. Moore, M.D. 
San Diego, Calif. 


Ethics in Military Medicine 


Sir: I feel it is necessary to emphasize that the comments 
by Ransom Arthur, M.D. (Reflections on Military Psychi- 
atry,’’ July 1978 supplement) on ethics and military medicine 
are his ownghighly personal conclusions and represent only 
one opinion on an issue worth studying more closely. Dr. 
Arthur’s comments, in part by focusing on a reductio ad ab- 
surdum, would have us believe that all ethical questions re- 
garding military psychiatry are ‘‘ethical fastidiousness,”’ 
‘ethical hypersensitivity,” and ‘‘scrupulosity.”’ 

Dr. Arthur states that ‘‘it was only with the arrival of a war 
of stupendous unpopularity involving a nation possessed of 
unprecedented comfort and affluence that moral sensitivity 
arose about a number of war-related issues. Here he ap- 
péars to lump genuine concern about ethical issues with radi- 
cal chic. He neglects the growing legitimate (to my mind) 
questioning of inappropriate governmental activities in this 
country. This questioning has been more frequent since 
1568 . 
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World War II, in part because some members of a new gen- 
eration both experienced the McCarthy era and heard Eich- 
mann say, “I was just following orders,” and do not wish to 
see those mistakes repeated. 

In addition, I would like to call into question one of Dr. 
Arthur’s statements of fact. He states that ‘‘moral dilemmas 
of military medical practice were mentioned in works dealing 
with military psychiatry in both of the world wars but were 
quickly dismissed.’’ Yet Lord Moran wrote in 1943, describ- 
ing his feelings as a medical officer with the British Army in 
World War I: 


but what, I wonder, became of pity in those ruthless 
years? When I look back I see that I was caught up in 
the atmosphere of the trenches... . 

I was perturbed at that time not by any difficulty in 
shaping opinion in the battalion, but by a gnawing anx- 
iety lest the hard temper of the hour should drive men 
beyond what is fair and just. . . . Even now after twenty 
years my own conscience Is troubled by the summary 
judgements passed on some poor wretch in those days, 
and by my own part in those verdicts. (1, p. 177) 


This statement was made by a distinguished physician 
who served as Churchill’s doctor during World War II. 

Finally, Dr. Arthur states that ‘‘in any case, with the end- 
ing of America’s direct participation in war, the moral issues 
of combat psychiatry are now moot.” This is untrue. It is 
precisely now, some time removed from ‘‘the atmosphere of 
the trenches,” that we can reflect more soberly on these is- 
sues. We need to sharpen our thinking in this area, not only 
to be prepared for future wars, but also because we need to 
be aware of the potential role conflicts that inevitably oc- 
cur In any psychiatric setting (2). 

The issue is too emotion-laden and too complicated to be 
dealt with merely by part of an article and by an exchange of 
letters to the Editor. It deserves a more extensive look. 
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Dr. Arthur Replies 


Sir: I had hoped that my comments on the changing ethi- 
cal climate of military psychiatry would provoke some 
thought and further ideas. I am pleased to see that they have 
done so. 

The interpretation that I implied that all ethical questions 
regarding military psychiatry are merely the results of ethical. 
hypersensitivity is a misreading of the text. If the topic of 
ethics in military medicine did not have real substance, it 
would not have been included in the essay. 

| stand behind my statement that the Viet Nam war and 
the recent tumult about ethics in government have produced 
a vastly different social and intellectual climate for the con- 
sideration of such questions than was the case during.and 


after World Wars I and II. There really were no organized, 
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general, and explicit statements of moral opposition to the 
provision of medical services per se (including psychiatric 
services) to the military, during either world war. Naturally 
there were, as always, individual acts of protest against war 
itself (Bertrand Russell’s, for example) but certainly no 
“movement” against military medicine as such. A rereading 
of The Anatomy of Courage leads to the interpretation that 
the remarks quoted by Dr. Perlman are reflective of Lord 
Moran’s experience with effects on morale of gas warfare 
rather than an indictment of military physicians. In fact, he 
indicates on a subsequent page, ** But in this life the individ- 
ual shrinks to nothing, he has no longer the right to an opin- 
ion, only the regiment matters” (1). During World War I, 
Lord Moran served as the battalion medical officer for the 
First Royal Fusiliers (the initial regular battalion) from 1914 
to 1917. Although he was obviously ambivalent about war— 
admiring the courage and example of units like the Brigade 
of Guards but deploring the misery, squalor, and loss of life 
attendant upon armed struggle—he never puts forth any con- 
ceptualization of an explicit conflict between his role as a 
physician and his role as an officer of the Fusiliers. Whatever 
his private doubts may have been, he did his duty as a medi- 
cal officer throughout his active service on the Western 
Front. On the other hand, the Viet Nam war occasioned 
overt public criticisms of military medicine. During that war, 
publicity was given to possible moral conflicts between one’s 
duty as a physician and one’s duty as a member of a nation’s 
armed forces. 

Of course, there should be rational debate on these Issues, 
but discussion can be unnecessarily envenomed by the in- 
tense emotion that still colors any thoughts about that hor- 
rid war in Southeast Asia. I recently reviewed a book dealing 
with certain psychiatric problems of the Viet Nam war. A 
striking feature of many of the excellent essays was the 
sense of general rage expressed by the authors. There was 
a tone of vituperation directed toward all manner of institu- 
tions, which could not be more different from the tone of 
works like Psychiatry in a Troubled World (2), which dealt 
with the events of World War II. I think we should be dis- 
cussing the ethical constraints asked by the modern world of 
a military physician. However, genuinely fruitful discussion 
will be difficult until some of the indignation has diminished 
and a certain degree of dispassion and objectivity is attained. 
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Dangers of Indirect Data 


» Sir: In the June 1978 issue there was an extremely useful 
and informative article on ‘“The Opiate Receptor and Mor- 
phine-Like Peptides in the Brain,” by Solomon H. Snyder, 
M.D., who is famous for contnbutions to neurobiology, par- 
ticularly the biochemical aspects of psychiatric disorders. 
We all know that collecting meaningful data from patients 
with psychiatric disorders is very difficult—patient charac- 
se ae cannot be controlled like those of experimental ani- 
mals, and human considerations make it almost impossible 
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to collect data from the living, functioning | 
sequence, there has developed a large bocy 
based on indirect data. 

There is a potentially misleading passage ir 
illustrates some typical consequences of thc 
data. The passage begins as follows: “A leu ° 
B-endorphin molecule has been reported in 13 
schizophrenics undergoing hemodialysis (75 
ker, personal communication)” (p. 650). The. : 
of findings in controls, so it is not clear whe | 
specific to schizophrenia was observed. The: 
ues, ‘“‘Wagemaker and Cade (personal com:} 
ported that repeated hemodialysis increases 
clinical improvement in schizophrenics.” In 
of the Journal there was a paper (1) in whic. 
data from many centers showed no positive i 
fects of hemodialysis on 50 schizophrenic pa -~ 
failure. Perhaps Dr. Snyder was not familiar v, 
ings, but the Editorial Board of the Journal c : 
municated them to him. There is great interes 
on hemodialysis, and it ts important that nega | 
communicated rapidly. (I should note that I ; 
skeptical about the hemodialysis findings fro - 

The author then notes, ““Chemical analys s 
from these patients revealed the presence of: 
amino acid sequence was established as bein. 
that of B-endorphin except that the methioni : 
of B-endorphin was replaced by leucine. The f 
id, could imply a single gene mutation in sc} 
The data given are not sufficient to propose s | 
is irresponsible to add to the many works «1 
schizophrenia that have already been writter 
in the way of definite data. Dr. Snyder must: i 
data are necessary to postulate such a genetic i 
note that ‘‘whether schizophrenic and nor:- 
differ reliably in levels of this substance has ` 
ously established.”* Given this lack of data. l 
passage should not have been published. T? 
passages like this in the literature, and some ` 
tirely constructed of indirect and/or unconti. 
should stop publishing this uninformative ar. 
leading material. 
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C Van 
Groningen. ` 


Dr. Snyder Replies 


Sir: Dr. Van den Berg raises several very ifi 
about my review of the opiate receptor and t 7 
Basically, Dr. Van den Berg is unhappy th. | 
studies showing improvement of schizophr. - 
following hemodialysis and the reported isok : 
B-endorphin from dialysates of schizophrenk s 
Berg is certainly correct that these findings . 
tive and have not been adequately controlled - 
other laboratories and on those grounds fee + 
have discussed them. However, these finding, 
considerable amount of attention from the sc: ' 
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A 
eral public, particularly through the news media. Because I 
thought the readers of the Journal were probably familiar 
with these Andings and associated claims, I felt obligated to 
discuss them and to point out their very tentative nature. I 
also felt obliged to point out the logical implication of a pos- 
sible single gene mutation reflected in the specific abnormal- 
ity of leucine-8-endorphin in schizophrenic blood. Obvious- 
ly, one would not draw this conclusion until the data on 
which the speculation is based were shown to be replicable. 

I was not aware of the survey of schizophrenics given 
hemodialysis who did not show any clinical improvement 
when I wrote the review. 


SOLOMON H. SNYDER, M.D. 
Baltimore, Md. 
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Depressive Cognitions 


Sir: In *‘Maladaptive Cognitive Structures in Depression” 
(May 1978 issue) Maria Kovacs, Ph.D., and Aaron T. Beck, 
M.D., outlined in a precise and scientific fashion which has 
long been known about some of the phenomenologic aspects 


of depression. These observations are consistent with empir- . 


ical observations by psychiatrists and physicians and more 
or less intuitive general knowledge about depression. 

At this point, however, the authors interpret in a causative 
role what others have considered to be merely the symptoms 
or effects of depression. Some effort is made to affirm that 
these cognitive patterns and mechanisms are present in de- 
pressed patients, and this is done rather convincingly. 

The ‘‘proof of the pudding,” however, would seem to 
await a study showing that what the authors have labeled 
“depressive cognitions’? are present in patients with his- 
tories of recurrent depressions while their depressions are in 
complete remission. Presumably, this would not be the case 
with a matched control group of nondepressed normal 
people. Such a finding would more convincingly establish 
these depressive cognitions as part of the patient’s under- 
lying personality structure rather than symptoms resulting 
from the depressive syndrome itself. 

I hope that such a study will be forthcoming from the au- 
thors. 


MARK T. SCHREIBER, M.D. 
St. Louis, Mo. 


Drs. Kovacs and Beck Reply 


Sır: We appreciate Dr. Schreiber’s positive comments 
about our article and would like to respond to two interesting 
issues he raises regarding the cognitive model of depression. 

First, Dr. Schreiber alludes to the traditional concept that 
depressive cognitions are basically ‘‘symptoms or effects of 
depression,” as opposed to the more salient role we empha- 
sized. Second, he says we have not shown depressive cogni- 
tions to be part of the depression-prone individual’s person- 
ality (or cognitive) organization. 

The first question relates to the primacy of cognitive fac- 
tors in the depressive syndrome. In many contemporary de- 
scriptions, depression is regarded as an affective disorder, 
pure and simple, and its cognitive manifestations are largely 
ignored. However, we have attempted to make some sense 
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out of the highly diverse symptoms by arranging them in a 
coherent logical sequence. 

In taking a “‘cross-section’” of depressive symptom- 
atology, we look for the primary psychopathology in the pe- 
culiar way the individual views himself, his experiences, and 
his future, and in his idiosyncratic way of processing infor- 
mation. The postulate that the patient’s negative construc- 
tion of reality is the first link in the chain of symptoms pro- 
vides a range of hypotheses, many of which have been tested 
and supported in over two dozen studies (1). A recent review 
of cognitive behavior therapy in the treatment of unipolar 
depression (2) cited 10 additional outcome studies which re- 
port that techniques derived from this model appear to be 
more effective than comparison treatments. (We are aware, 
of course, that the efficacy of therapy does not prove the 
underlying theory). 

Therefore, at this stage, we can state with some minimal 
level of confidence that the cognitive model has a greater 
explanatory power of the phenomena of depression than oth- 
er psychological models presented to date. The model, how- 
ever, does not address the ultimate etiology or cause of uni- 
polar depression, which may encompass hereditary pre- 
disposition, faulty learning, brain damage, biochemical 
abnormalities, or any combination thereof. 

In regard to the role of underlying maladaptive personality 
traits, we base our case on logic and speculation. It does not 
seem plausible that the aberrant cognitive mechanisms are 
created de novo every time an individual experiences a de- 
pression. It appears more credible that an underlying pre- 
disposition (personality trait or cognitive structure) becomes 
activated when depression is precipitated by psychological 
stress, biochemical imbalance, hypothalamic stimulation, or 
whatever. The manner of activation of the depressogenic 
schemata has been formulated previously (3). In our article, 
we cited two relevant studies. Hauri (4) found that compared 
with controls remitted depressed patients showed a pre- 
ponderance of characteristic negative dream themes and a 
predominant past time orientation. Weintraub and associates 
(5) reported that over a course of 5 testings, cognitive con- 
tent was remarkably stable compared with affect. Based on 
the Weintraub and associates study, it would be a logical 
conclusion that in the organization of personality, a factor 
that is stable over time is more likely to have a causative role 
then an unstable one such as affect. 

We certainly agree with Dr. Schreiber that the ‘‘proof of 
the pudding” resides in further investigations. There is an 
urgent need for longitudinal studies of depressed patients in 
remission. It would also be desirable to compare the cogni- 
tions of two groups of remitted depressed patients, one given 
cognitive therapy and one treated with chemotherapy. We 
could then test the hypothesis that cognitively treated re- 
mitted depressed patients are less likely to evidence the so- 
called depressogenic assumptions and cognitions than the 
comparison patients. 

In summary, Dr. Schreiber’s points are well taken, but his 
suggestion that the cognitive distortions result from an inde- 
pendent syndrome labeled depression has not yet received 
any empirical support. e 
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MARIA Kovacs, PH.D. 
AARON T. Beck, M.D. 
Pittsburgh, Pa. 


Nutmeg Abuse 


Sik: The case report in ‘Spice Cabinet Intoxication” by 
Robert A. Faguet, M.D., and Kay F. Rowland, Ph.D. (July 
1978 issue) was of special interest to me as I had reported a 
similar case elsewhere (1). The patient reported by me had 
ingested two tablespoons of nutmeg and demonstrated an 
acute confusional state with visual hallucinations. The au- 
thors suggested that myristicin was the psychoactive in- 
gredient responsible for the symptoms. However, it appears 
that the hallucinogenic properties of nutmeg are not caused 
by myristicin but by other volatile principles present in it, 
like eugenol, tsocugenol, geraniol, safrol, borneol, and lin- 
alool (2). 

The usual toxic dose of nutmeg is about 5-15 g of pow- 
dered nutmeg, and toxicity in a majority of cases is usually 
accompanied by severe physical distress. Nutmeg abuse is 
not as rare as the authors suggest. Nutmeg poisoning was 
first documented in 1576, and since then there have been a 
number of reports of toxicity following intentional or acci- 
dental excessive use of nutmeg (3, 4). Nutmeg high” was 
well known to the youth of the 60s, and convicts have always 
abused nutmeg. 


REFERENCES 


i. Dinakar HS: Acute psychosis associated with nutmeg toxicity. 
Resident and Staff Physician 23 (2):133-137, 1977 

2. Truitt EB Jr, Callaway E IH, Braude MC, et al: The pharmacol- 
ogy of myristicin: contribution to the psychopharmacology of 
nutmeg. J Neuropsychiatry 2:205-210, 1961 

3. Painter JC, Shanor SP, Winek CL: Nutmeg poisoning, a case 
report. Clin Toxicol 4:1-4, 197] 

4. Payne RB: Nutmeg intoxication. N Engl J Med 269:36-38, 1963 


HASSAN S. DINAKAR, M.D. 
Staten Island, N.Y. 


Effects of Diagnostic Criteria on Incidence Figures for Schizo- 
phrenia 


Str: Michael Alan Taylor, M.D., and Richard Abrams, 
M.D., noted in The Prevalence of Schizophrenia: A Reas- 
sessment Using Modern Diagnostic Criteria” (August 1978 
issue) that narrow, rigorous criteria for a diagnosis of schizo- 
phrenia may result in a low incidence of schizophrenic ad- 
missions to a psychiatric inpatient service. However, at the 
Medical College of Virginia, we have noted a much higher 
admission incidence of schizophrenia than that reported by 
Drs. Taylor and Abrams. 

Aspar of the clinical trials of DSM-I/I, we studied 67 in- 
“pattent admissions, aged 15-95 years, all of whom were in- 
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terviewed by at least one of us. There was 1° 
on diagnosis for all patients who were intervic. 
us. Of the 67 patients, 15 (22.4%) received . 
schizophrenic disorder. Overall, 15 of the 91 , 
diagnoses (16.5%) were of schizophrenia. 

These data may be considered further evi: 
low incidence of schizophrenia reported by E - 
Abrams is solely a function of diagnostic rige. 
for schizophrenia in the proposed DSM-//1 u: : 
between Kraepelinian-Schneiderian narrow nt» 
rian broadness. However, this is unlikely in :: 
cause most of the schizophrenics had Schneid- 
symptoms and most met the research criteri 
Taylor and Abrams. 

Another explanation of the differences ‘n in: 
the results are an artifact of the patient popu 
Our hospital is a public urban teaching hospit: | 
ly serves individuals in Hollingshead-RedMfch + 
IH-V. There is generally a higher rate of sc: 
these social classes than in social classes serv: 
urban center the authors studied. In addition, ; 1 
atric hospitals in our locality *‘siphon”’ o'f m 
fective disorders, which leaves a patient pow. 
incidence of schizophrenia and which leads i> 
mission incidence of schizophrenics. ° 


KENNETH SOL * 
PRAKASH G. E 
LUCY JANG 4 
ROBERT J. RES 
Ric t 


Drs. Taylor and Abrams Reply 


Sir: Dr. Solomon and associates’ report th: 
inpatients satisfied DSM-III criteria for schiz) 
teresting and encouraging. Their figure is on: - 
could expect using DSM-III, and their 100 dic ¢ 
ment suggests that for the first time America’: 
will have reliable official diagnostic criteria. 

Their figure, however, is higher than not 
but also all recent reports in which researc] 
been applied to samples of consecutive hospit: 
We agree that it is unlikely that the differencx 
result of DSM-I/I’s differing from published 
though it would be interesting to know what i 
their 67 patients satisfied our criteria and othe~ 
teria for schizophrenia. It is also unlikely that ‘t 
are due to different populations served, since \ 
8 different studies, which included public and » 
tions across the eastern half of the United St: i 

We agree that the difference could be an : 
patient population sampled, but we would nec. 
manner of admission selection before comm: 
possibility. g 

It is not surprising, however, that critena : 


general use are less precise than research cit 


theless, Dr. Solomon and associates’ experier: 
III is reason for optimism, and should the ot 
prove the criteria equally reliable, progress |: 
curred. 


MICHAEL A. Tas! 
RICHARD ABI ° 
North € ': 
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Editorial Double Standards? consists of various drug therapies (e.g., propranolol) or sim- 
i ply reassurance. l 
Sır: The recent exchange of letters between Joseph We feel that preexistent benign tremor may play a role in » 
Wolpe, M.D., and Silvano Arieti, M.D. (“Research Method- some patients’ initial use of alcohol and that not all tremors. 
ology,” August 1978 issue) concerning my criticism of the in alcoholics are due to excessive alcohol intake. 


publication of Dr. Arieti’s article *‘Psychotherapy of Severe 
Depression” (August 1977 issue, and letter in the January 
1978 issue) forces me to conclude that we have all left the 
real culprits off the hook. I write of journal editors. Despite 
lengthy missives to the contrary, Dr. Arieti did not define his 
patiehit group in reproducible terms, did not use reliable and 
valid pre- and post-treatment measures of behavioral change 
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(or any other change), did not use a comparison control 1955 

group, and did not have an ‘‘unbiased”’ rater evaluate his 3. Herskovits E, Blackwood W: Essential (familial, hereditary) 
patients after treatment. tremor: a case report, J Neurol Neurosurg Psychiatry 32:509, 
* My quarrel is not with Dr. Arieti; it was and is with the 1970 l ; 

editor &f this and most other psychiatric journals. If I were to 4. Marshall J ` Observations on essential tremor. J Neurol Neuro- 
submit an article‘about my favorite treatment modalities that surg Psychiatry 25:122, 1962 

had the same failings as Dr. Arieti’s paper, I would receive a 

rejection letter, not to mention nasty reviews. This is a E. WAYNE Massey, M.D. 
double standard. If I cannot get away with bad science, why Bethesda, Md. 
can Dr. Arieti? Dr. Wolpe wrote about the ‘‘disdain some GEORGE PauLson, M.D. 
psychotherapists display for the rules of scientific research.”’ Columbus, Ohio 


If such disdain exists, it is because journal editors have al- 
lowed it to exist. Let the Editor end this double standard and 


explicitly state the rules of scientific research to which each Speech Blockage in Young Patients Taking Tricyclics 
article, no matter what its content, must adhere. I look for- 

ward to such a policy in the American Journal of Psychiatry. Sir: In their recent article ‘Speech Blockage: A Tricyclic 
Side Effect“ (May 1978 issue) Alan F. Schatzberg, M.D., 
MICHAEL A. TAYLOR, M.D. Jonathan O. Cole, M.D., and Dietrich P. Blumer, M.D., re- 
Chicago, Ill. ported on five patients who developed a previously unde- 
scribed side effect of tricyclic antidepressants, ‘*speech 
Editor’s Note. Although not certain that the writer’s con- blockage.” In their communication they described this as an 
clusions about editors were reached through the scientific inability to find and translate words into speech, leading to 
procedures he espouses, we endorse the standards he implic- pauses in conversation which could be confused with the 
itly proposes for the direction of the Journal. We will pursue “blocking” seen in schizophrenic patients. Four of their five 
them diligently, secure in the knowledge that when the falli- patients were over age 40 and the fifth patient was 36, so they 
bility of human judgment leads us into an occasional falling suggested this side effect to be more common in older pa- 
from grace, it will not be met by silence. tients. They attempted to explain this phenomenon as result- 
J.C.N. ing from a central anticholinergic effect on higher cortical 


functions or, alternatively, from ‘‘a relative decrease in 
cholinergic activity secondary to a tricyclic-related increase 


Cause and Effect in ‘‘Alcoholic Tremor’? of noradrenergic activity.” 
I wish to report another case of speech blockage, this oc- 
Sirk: Many patients and physicians point to alcohol tox- curring in a 25-year-old man. The patient, a married man, 


icity as the cause of a tremor, and ‘‘alcoholic tremor” has sought treatment for a depression of several months’ duration 
been well described. However, it is Important to note that characterized by insomnia, loss of appetite with slight weight 
some alcoholic patients began drinking alcohol because of a loss, diminished interest in usual activities, headaches, ab- 
tremor. We have seven patients who have definitely stated dominal discomfort, palpitations, poor concentration, and 
that they started drinking alcohol because alcohol relieved depressed mood with feelings of hopelessness and worth- 
their tremor. As the need seemed to be continuous, the lessness. He was begun on amitriptyline alone, 75 mg/day, 
drinking became more and more essential. which was increased to 100 mg after one week. After another 

Benign essential (familial) tremor is a common condition week he experienced what he described as difficulty in ‘‘get- 
danie by trembling or involuntary rhythmic movement ting my words out’ and feeling like his ‘mouth muscles 
of the body, usually upper limbs or head. It most commonly wouldn’t work ` for a few seconds at a time. The ‘blockage’ 
starts in adulthood (1), affects both sexes, and may progress occurred unpredictably in conversation, sometimes in mid- 
slowly. Often, there is evidence of a dominant inheritance sentence. Sometimes he could only articulate one syllable of 


pattern (2). No consistent pathology has been found (3). a word but after trying a few seconds he would be able to 

The rate of the tremor is generally in the range of 4-12/ complete the sentence. He reported no difficulty finding or 
second, and it may be an exaggeration of normal tremor (4). thinking of words but rather in translating the word from 
It is present at rest and may be inhibited temporarily by voli- thought to speech. When the amitriptyline was increased to 


tion. However, it becomes worse when the patient is under 125 mg, the effect became worse and the medication had to 
stress or is being observed and improves when he or she is be discontinued. Within 2 days, his speech returned to nor- 

-< tranquil or in repose. Fatigue usually increases the tremor. mal. He was then started on imipramine and increased to 150 
Neurologic examination is otherwise normal. These patients mg over 10 days, during which he experienced one transient 

' often report improvement after alcohol intake. Treatment episode of speech blockage. This did not recur again While ` 
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he was continued on 150 mg, and his depression resolved 
completely over the next 2 weeks. 

Unlike the cases reported by Schatzberg and associates, 
this patient was young, in his 20s. Also unlike the reported 
cases, the patient denied difficulty ‘‘finding’’ words but 
rather could not convert a conceived word into actual 
speech. In agreement with their description, however, this 
patient showed no evidence of a toxic-confusional state, nor 
was his speech slurred. He had no problem articulating or 
pronouncing words; rather, there was brief but complete 
cessation of the speech process. 

It is of interest to note that along with speech blockage, he 
also experienced occasional difficulty with recent memory, 
an effect previously reported with tricyclics (1). Schatzberg 
and associates did not state whether their patients also expe- 
rienced memory impairment, but this might be important in 
view of their description of difficulty with word retrieval as 
part of speech blockage. It is not clear, for example, whether 
speech blockage might be related to a transient disturbance 
of memory, or to an aphasic or apraxic phenomenon. 

Although I have treated hundreds of patients with tricyclic 
drugs, this is the first patient in my experience to report this 
side effect. Whether this reflects a lack of awareness or a low 
incidence of its occurrence is unclear. As this case illus- 
trates, however, clinical awareness of this side effect of tri- 
cyclic antidepressants must now be extended to younger pa- 
tients as well. 
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ALAN J. SHOLOMSKAS, M.D. 
New Haven, Conn. 


Drs, Schatzberg and Cole Reply 


Sir: We were pleased to read Dr. Sholomskas’ report of 
another case of speech blockage. His patient showed some 
difficulty with memory that our patients did not demon- 
strate. We have seen and reported on mild memory difficulty 
with tricyclic antidepressants in another group of patients 
(J). Itis difficult to determine whether the symptom reflects a 
central hesitance in thinking or a hesitance in translating the 
“cognitive thought” into words. This is in part a matter of 
differentiation. Our patients did not appear to be aphasic. 
Dr. Sholomskas’ observation that the symptom can occur in 
a young patient should alert us to look for such symptoms in 
patients on tricyclics. We believe the symptom is more com- 
mon than it may appear. Since our report I have seen several 
other cases and other clinicians have reported cases to me. 
One last point, which we raised in a previous letter, regards 
the question of some patients with stammering having myo- 
clonic jerks of facial musculatry. This is not clear from Dr. 
Sholomskas’ letter but may have been a contributing factor 
‘in that the patient felt like ‘his mouth muscles wouldn’t 
work.’ Was this a descriptive statement of the symptom or 
did the patient in fact demonstrate some involuntary facial 
jerks or difficulty in phonation? We believe that our patients’ 
difficulties were primarily related to the central ambi, 
cholinergic effects of the drugs. However, to prove this is 
difficult. 

in, we wish to thank Dr. Sholomskas for his contribu- 
tion of reporting another case of ‘speech blockage.” 
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Treating the Impaired Physician 


Sirk: The American Medical Association's Cı 
ical Ethics make it clear that physicians are ! 
help faltering colleagues. It is less clear how 
this. 

Impaired physicians may benefit from syst’ 
plemented, practical programs of caselindi ı 
vention, in which psychiatrists actively pa“ 
Michigan Psychiatric Society recently urged 
APA program aimed at three groups: the seric 1 
those troubled but still capable of practicing 
trainees (1). Your readers may be interested | 
mendations outlined below, since the burden v 
turbed colleagues falls most heavily on psych ; 

The seriously impaired physician. He/she us: 
ous, on the brink of professionaleruin, and re i 
rehabilitative effort, including the following: 

1. Crisis teams with psychiatric direction. to 
ry out intervention. 

2. Financial advice and emergency loans. 

3. A locum tenens roster (perhaps of receri 
still effective physicians) to replace a faltering | 
can get back on his feet. 

4. A national network of residential treatm > 
impaired physicians, with free services for t! ¢ 
pay (2). 

5. Health insurance adequate to cover bot! 
outpatient therapy. 

6. Emotional support and guidance for i: 
family. 

The troubled but still practicing physicia i 
those in this category include the following: 

1. Improved casefinding and highlighting o: 
ty of voluntary, confidential help for the phys 
family. 

2. Information and assistance to the spous 
the key to obtaining diagnosis and treatment ! 
cian. 

3. A roster of physicians in each state wh 
consult with impaired physicians and their f.: 
cians recovered from disability could be unk | 
this effort. (APA and the district branches . 
leadership.) 

4. Self-awareness experiences and mutual -i 
to explore stresses of medical practice on fam | 
hance the family’s effectiveness as the suppe- 

The medical student and resident. Medic. : 
training programs should be encouraged to 

1. Improve students’ stress-handling tech: 
crease awareness of the physician's vuiner: t 
tional disturbance and of available help. 

2. Provide readily available psychiatric cx 
treatment. 

3. Teach doctors to ask for help. 

Most of these suggestions are already in p73 
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locations. However, only a comprehensive effort will over- 
come the social and emotional barriers that still separate the 
faltering physician from effective help (3). It has been report- 
ed in a western state that 25% of physicians whose fitness to 
practice has been questioned by the medical licensure board 
end as suicides. Attempts to secure public funding of pro- 
grams to counteract such tragedies often are met with con- 
descending variations on the theme ‘‘physician, heal thy- 
self.” Others may report more encouraging results, but I be- 
lieve that if the troubled physician is to have a better fate 
than the proverbial shoemaker’s child, it is clear that we will 
have to take care of ourselves. Material from the third na- 
tional AMA conference on the impaired physician (Sept. 29- 
Oct. 1, 1978) should clarify how we are to do this. 
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DOUGLAS A. SARGENT, M.D. 

Chairman’ Committee on the Well-Being 

of Physicians, Michigan Psychiatric Society 
East Lansing, Mich. 


Nonconfusional Paranoid Psychosis Secondary to Anti- 
cholinergics? 


Sir: I read with interest the article “‘Levodopa-Induced 
Psychosis: A Kindling Phenomenon” by Charlene Moskov- 
itz, M.D., Hamilton Moses HI, M.D., and Harold L. Kla- 
wans, M.D. (June 1978 issue). In that article they noted that 
6 out of 43 patients ‘exhibited psychiatric side effects while 
on anticholinergics and/or amantadine alone. These symp- 
toms were not qualitatively different from those seen in pa- 
tients on levodopa or combination therapy.” As I have not 
previously read any report of a nonconfusional paranoid psy- 
chosis secondary to anticholinergics I would be very inter- 
ested to know if one of their patients on anticholinergics 
alone did indeed develop such a condition. 


Davip P. Moore, M.D. 
Louisville, Ky. 


Dr. Klawans Replies 


e 

Sır: I am afraid that Dr. Moore is correct and that our 
statement is somewhat ambiguous. What we observed in pa- 
tients who were on anticholinergics or amantadine alone 
were hallucmations that were not in any way different 
from those seen in patients on levodopa alone. We, too, have 
not seen any report of a nonconfusional paranoid psychosis 
secondary to anticholinergics. The point we wished to make 
was merely that the hallucinogenic state brought on by anti- 
cholinergics appeared to be identical to that of hallucinogen- 
_ig states brought on by dopaminergic agents. 


HAROLD L. KLAWaNnS, M.D. 
Chicago, Ill. 
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Testosterone Levels and Women’s Sexual Preference 


Sir: I have received many inquiries regarding an article I * 
wrote with D. Lynn Loriaux, M.D., Ph.D., and Thomas N. * 
Chase, M.D., on ‘‘Plasma Testosterone in Homosexual and 
Heterosexual Women” (October 1977 issue). Colleagues 
have asked whether I concluded that homosexual women 
demonstrated testosterone “‘abnormalities’’> compared with 
heterosexual women. 

I would like to emphasize that the testosterone ranges for 
the two groups of women (homosexual and heterosexual) 
overlapped considerably. In fact, only 5 homosexual women 
had testosterone measurements above the range for the het- 
erosexual women. Furthermore, all testosterone measure- 
ments—for the homosexual as well as the heterosexual 
women—fell within the range considered normal for women 
who do not have endocrine problems. (The normal range of 
<100 mg/100 ml was determined by Hazelton Labs, Inc., a 
laboratory under contract with the National Institutes of 
Health to perform radioimmunoassays.) Therefore I would 
not conclude that homosexual women have abnormal testos- 
terone measurements. 

Persky and associates (1) recently demonstrated that high- 
normal baseline testosterone levels in heterosexual wom- 
en-—levels that were equivalent to the highest levels mea- 
sured in our homosexual women—were significantly corre- 
lated with high self-rated gratification scores and the ability 
to form positive interpersonal relationships. It would be in- 
teresting to determine whether high-normal plasma testos- 
terone levels in homosexual women are correlated with simi- 
lar sexual, social, or interpersonal advantages. 
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NANETTE GARTRELL, M.D. 
Boston, Mass. 


Clinics, Private Practice, and National Health Insurance 


Sır: Donald G. Langsley, M.D., ended his article on **Com- 
paring Clinic and Private Practice of Psychiatry’ (June 1978 
issue) by saying, “It seems fair to conclude that .. . pri- 
vate psychiatric treatment can be successfully defended 
and financed.” However, if I were a member of the United 
States Congress formulating plans for mental health care 
coverage under national health insurance (NHI), Dr. Lang- 
sley’s article would lead me to believe instead that clin- 
ics such as the community mental health center (CHMC), in 
addition to providing services which are not available in the 
private sector, can and do provide treatment services identi- 
cal to those provided by the private practitioner. I would 


conclude that the clinic system constitutes the preferable 


mental health care delivery system. 

Whether it is true or not, legislators today are of the gener- 
al opinion that the CMHC working in tandem with health 
jeaintenance organizations (HMOs) will best serve the men- 
tal health care needs of the nation, providing services at the 
lowest possible cost. In fact, under all NHI plans currently 


before the Congress, the role of the private practitioner of _ 
psychiatry is greatly restricted, especially in providing out-. 
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patient treatment. (The most liberal plan allows only 20 **pri- 
vate’ outpatient visits per year.) 

I think Dr. Langsley misleads us when he implies that clin- 

*ic and private psychiatric practice are roughly equivalent. 
Could he have reached his conclusions because the clinic 
psychiatrists he reports on were actually working in private 
clinics rather than in HMOs or CMHCs? I cannot find such a 
demarcation. Could it be that the “‘majority’” he reports 
on are unrepresentative of clinic and private psychiatrists 
taken as a whole? 

Dr. Langsley makes a mistake, I think, by not examining 
the functioning of the clinic as a whole, but rather isolating 
the function of the psychiatrist within the clinic. Clinic staffs 
as a whole engage In more supportive psychotherapy than 
private practitioners, many (but not all) of whom choose to 
focus their treatment on more in-depth, reconstructive psy- 
chotherapy. This, I think, is a major point distinguishing the 
private practitioner of psychiatry from the clinic practitioner 
(all breeds), especially in the CMHC. It is one definite reason 
why the private psychiatrist should be entitled to provide 
care under NHI, or rather why the patient should be entitled 
to receive care from him or her. 

In connection with Dr. Langsley’s article, I would like to 
make a few general comments about mental health care in 
the public and private sectors. Unfortunately, by their de- 
sign public clinics (such as CMHCs) do not usually afford the 
patient the option of treatment by a psychiatrist. Even if they 
do, there is not much choice for the patient as to who his or 
her psychiatrist will be. We all know that this is a crucial 
choice because a patient can only work well with a psychia- 
trist with whom he or she can establish a strong rapport. 

There is a strong case to be made to the effect that the 
individual patient is more likely to receive in-depth compre- 
hensive treatment from the private practitioner of psychia- 
try. Public clinics are oriented toward treating the patient in 
a brief number of visits because they operate under broad 
economic pressures that really do not take into account 
length or depth of treatment. Consequently, a clinic’s treat- 
ment goals may well differ from the patient's own treatment 
goals. By contrast. when a patient 1s treated by a psychiatrist 
In private practice, he or she is able to work with the psychi- 
atrist until both feel that a ‘cure or the optimum possible 
readjustment has been reattained (provided, of course, fi- 
nancial resources are available to support treatment such as 
this). 

- We do have statistics that bear out the differences between 
treatment the patient receives from a public clinic versus the 
private practitioner. The average number of visits per patient 
at the CMHC is only 5.3 (1) in comparison with an average of 
46 treatment visits per year to psychiatrists in private prac- 

» tice (2), (Even though the median of the latter type of visits is 
much Jower, 25 visits. we must acknowledge that there is a 
group of patients, not necessarily more sick, for whom in- 
depth treatment ts likely to produce a better result in terms 
of overall adjustment.) We would all acknowledge that for 
the most part, only very superficial mental health care can be 
delivered when a patient is treated only five times. This leads 

*to one assumption: namely that the CMHC—and mental 
health care within the public sector in general—is oriented 
toward resolution of patient crises. It would seem, on the 
other hand, that the private practitioner of psychiatry works 
with his patients not only to alleviate the acute presenta 
problem, but to enable the patient to change his behavior so 
that his crises do not repeat themselves ad infinitum. In the 

. «HM. too, I think we shall find significant economic dis- 

«incentives to the practi¢e of such ‘‘private-style’” open- 
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ended psychotherapy, as well as limited cho : 
for the patient. 

Unfortunately, the private practitioner of rs 
not justify his existence under NHI unless } « 
what he does is different, important. and ut 
effective. Either that, or he can appeal to th’ 
enterprise. 
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Dr. Langsley Replies 

Sır: Perhaps the best response to Dr. Upts 
him of my concluding sentence? `... priv: ' 
treatment can be successfully defended ard f: < 
good enough to begin his letter with that ix 
theme of his concern 1s a comparison of all tre: 
by mental health clinics as compared to that 3 
vate psychiatric practitioners. That was not t° 
The data available to me concerned only the v < 
atrists in clinical or private settings. I have o i 
the same concern about the quality of treatm: 
nity mental health centers that 1s implicit in I. 
ter. Those concerns are based on the lack of | 
CMHCs where, during the period between t 
the number of psychiatrists per center dropr ' 
while the number of psychologists doubled a ` 
of social workers increased by 50%. 

The purpose of the study was to focus only 
trist (not on the total clinic). I think it demor 1 
psychiatrist in a clinic setting in these two are > 
does the same kind of work as his colleague 11 
tice. The study also provided evidence that - 
myth about private practice and gave dala tc ' 
vate practitioners do not neglect the serious’ 
vide a variety of treatment according to the 7: 
tient. If the study had any theme at all. it \ 
defended the position of the private as well as í 
chiatrist and suggested that private psychi. 1 
should be available under government insur. ? 

Our patients, and we as professionals. hav > 
from the position that psychiatric practice ly 1 
that quality treatment can take place in priva « 
tings. The criticism of clinics has more to do 
psychiatrists than with how psychiatrists w) 
settings actually practice. Our political efi: 
aimed toward increasing psychiatric involv ° 
manding the quality care that can be provita 
ficient number of psychiatrists and the apr « 
their skills. 
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The Other Generation Gap: The Middle-Aged and Their Ag- 
ing Parents, by Stephen Z. Cohen and Bruce Michael Gans. 
Chicago, Ill., Follett Publishing Co., 1978, 283 pp., $10.95. 


The generation gap discussed in this book presents a real 
an@pressing problem for some families and bids fair to be- 
come equally important for many others as the life span for 
increased numbers of the elderly lengthens. More and more 
middle-aged families find themselves unprepared for the 
“real and often destructive feelings of anxiety and guilt be- 
cause of their parents.” 

The main purpose of the book, the authors state, is to pull 
together materials and insights that might equip middle-aged 
sons and daughters to view their parents’ physical, social, 
and emotional needs within the larger context of aging. To 
this end the authors have compiled information, guidelines, 
and suggested techniques from medical, psychological, and 
geriatric standpoints and present them from the point of view 
of the middle-aged individual. The authors rightly believe 
that understanding the dynamics of aging will help readers 
strike a better balance between their own needs and those of 
their parents. Wisely, they also believe that efforts should be 
made to encourage the parents’ independent functioning and 
to postpone the time when they become a burden. 

Unlike in Europe where the different generations of a fam- 
ily often live close to one another, generations in the United 
States frequently live apart. Thus, when the problems of el- 
derly parents fall on the middle-aged they are often unpre- 
pared to handle them. Not infrequently they find themselves 
in a bind between trying to understand their own adolescent 
children on one hand and their elderly parents on the other. 

A large number of the elderly fail to accept the physical 
changes taking place within them. However, these individ- 
uals are not as hard to care for as are those who magnify 
every bodily change and pester their children with their com- 
plaints. This can arouse resentment along with an urge to 
withdraw in the middle-aged children. In some cases chil- 
dren and parents have had poor tnterrelationships to begin 
with. 

Although in some cultures the elderly are regarded as pre- 
cious and their longevity enviable, in our culture the elderly 
are equated with uselessness. Women have lost their beauty 
and are noteexpected to be attractive. Elderly men are overly 
sensitive to the physical impression they make. The need to 
be noticed anddesired is something many individuals never 
lose, no matter what their sex or age. 

Disabilities, retirement, death of a spouse, and death of 
friends are all punishing blows for the elderly; often enough 
these events hint that death is not far off. Therefore, the el- 
derly cling to a sense of continuity while their world steadily 
shrinks. 

_ These facts require understanding on the part of their chil- 
dren, as do the elderly parents’ methods of coping with their 
problems. By understanding these phenomena the offspring 
will learn how best to approach their parents when the need 
arises. The middle-aged children should also recognize that 


1576 . 
$ 


their parents` doctor is often regarded as the most important 
person in their lives and that they would do well to become 
acquainted with him. They might also take a long hard look 
at their own emotions over the years, considering the feel- 
ings they had about their parents and judging how much con- 
flict might arise if they lived in close proximity to one anoth- 
er. 

A genuine understanding of the inevitable changes hap- 
pening to the aged is an essential element in the parent-child 
relationship. The habits of elderly parents are fixed and they 
are not going to change—in fact, they may become even 
more pronounced with age. The independent functioning of 
elderly parents should be prolonged by whatever combina- 
tion of means necessary. The authors advise the formulation 
of a set of feasible limits to the child’s direct involvement 
and determination as to whether his or her activities arise 
from a sincere desire to help or are motivated by feelings of 
guilt and obligation. They advise against martyrdom. 

There is a discussion of nursing homes and the need for 
their inspection and for getting the advice of a skilled social 
worker about them before placing a parent in one. If a parent 
can live alone, independently, that is usually best. Most el- 
derly individuals do not want to be a burden, and a quick 
reaction on the part of the son or daughter out of a sense of 
guilt and reawakened childhood worries can be destructive. 
The authors warn that rearranging one’s own life because of 
such a reaction might well turn into a bitterly resented obli- 
gation. One must evaluate one’s own qualifications and bal- 
ance one’s parents’ needs with one’s own while keeping the 
Biblical injunction regarding parents in mind. 


P3326: 


The Golden Cage: The Enigma of Anorexia Nervosa, by Hilde 
Bruch, M.D. Cambridge, Mass., Harvard University Press, 
1978, 150 pp., $8.95. 


Dr. Bruch describes anorexia nervosa as a disease that be- 
falls the young, rich, and beautiful. She has made extensive 
contributions toward the understanding of this illness in the 
past and acknowledges that the disease Is not really new. 
However, she suggests that its incidence has greatly in- 
creased in recent decades. The contention that the disease 
selectively afflicts the rich and beautiful, however, may be 
an artifact of patient selection rather than its true epidemiol- 
ogy. 

The Golden Cage is a distillation of knowledge gleaned’ 
from many years of work with anorectic patients and their 
families. It addresses a wide audience, both lay and profes- 
sional. Although it is only 150 pages long, its content and 


eseéstance are substantial. The title evokes the imagery de- 


scribed by one of the patients, who saw herself as a sparrow 
in a golden cage, too plain and simple for the luxuries of her 


home but deprived of doing what she truly wanted toda, = 


Even though English is not her mother tongue, Dr. Bruch 
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has that rare capacity for beautifully and accurately con- 
veying what she wants to say. In her characteristically in- 
cisive style she places into sharp focus the nature of the dis- 
ease, its antecedents, the development of the illness, its psy- 
chological characteristics, and the process of treatment. 
Throughout the lively text are interlaced case vignettes and 
anecdotes. She integrates the best of both worlds: apprecia- 
tion of the importance of physiological changes attending 
Starvation and a thorough understanding of the psycho- 
dynamics underlying the psychological conflicts in the pa- 
tient and operating within the family. 

The book will be informative, educational, and helpful to 
anorectic patients and their families. It will aid them to under- 
stand better the disease and to evaluate the adequacy of their 
treatment. At the same time it will be of immense value not 
only to the beginning therapist but also to the experienced 
one. The last chapter is a masterful exposition of psycho- 
therapeutic technique. Dr. Bruch states, The task of psy- 
chotherapy in anorexia is to help a patient in her search for 
autonomy and self-directed tdentity by evoking an aware- 
ness of impulses, feelings, and needs that originate within 
her. The principles of treatment Dr, Bruch espouses have 
much broader implications and applications for disorders 
other than anorexia nervosa. 


ALEXANDER R. Lucas. M.D. 
Rochester, Minn. 


The Way Out Must Lead In: Life Histories in the Civil Rights 
Movement, by William R. Beardslee, M.D. Atlanta, Ga., 
Emory University Center for Research in Social Change, 
1977, 169 pp., no price listed (paper). 


This book is a significant contribution to psychiatry and to 
the history of the civil rights movement in the United States. 
Through a series of open-ended interviews with representa- 
tive leaders in the struggle, Dr. Beardslee has recorded vi- 
gnettes of personal commitment and involvement in a cause 
that are not easily understood tn purely psychological terms. 

All 11I interviews are presented with some editing, in vivid 
conversational style. This allows the reader to hear the sto- 
ries in the interviewee’s own words. The nuances of dialect 
and background are all there, capturing some of the flavor 
and beauty of the civil rights movement experience. 

Of the 11 historians, 10 are black and one is a white minis- 
ter. The author interviewed three black women whose roots 
are in the South. The seven black men are of varying ages, 
and have backgrounds in both the North and South. This 
small sample thus represents a spectrum of the leadership 
involved in the movement. While moving from one interview 
to the next the reader experiences a sense of the excitement 
and anticipation of personal drama. However, one wonders 
why the author gives fictitious names to all but three of the 
historians, since most of them are easily identifiable as lead- 
ers and public figures. 

Dr. Beardslee’s approach of interviewing leaders is prob- 
ably the best way to capture the spirit of the movement in 
this short book. The historians are articulate and insightful. 
However, the reader must not forget that these individuals 
do not represent the typical civil rights worker. The workers 
Dr. Beardslee chose are those who made a long-term on 
mitment, perhaps a lifetime commitment, to the cause of fur- 
thering human rights. They are the ones who stuck it out 
during the worst times. All experienced periods of profound 


~ personal stress but, nonetheless, remained in the struggle. In 
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addition, the activists represented do not incl ı 
either became disenchanted or whose spirit w ı 
ing the days of violent and frustrating confr) 
racist southern authorities during the 1950s a1 « 
civil rights workers dropped out either after a ı 
to two years. The group that is not represent > 
given us a broader picture of the forces that 1 
become involved in that historic movement. `. 
was quite impressed with the author's cautt t 
the personal drives and ideologies that propell > 
ers and reflected the spirituality and courage | 
them on the firing line. 

What makes one stand up and continue tof : 
under fear of imprisonment, violence, and ev. 
author realizes that such questions are ofie: 
not easily understood. Except for brief refe 
Erikson’s theories of identity formation, 
avoids a strictly psychiatric analysis of tê r 
does not look for explanations in negative an: ' 
does he suggest that the workers were act:ng i 
suicidal impulses, or working through oc: 
Many will recall that civil rights workers w. 
lyzed in this fashion by psychiatrists in the 132 

Dr. Beardslee recognizes that the workers: 
ner psychological changes of great dimension, 
change was a direct result of their involven . 
workers in a just cause. People ig the mover : 
ing wiih others for others. This sense of co 
atmosphere of sacrifice and sharing was the ». 
for most of the workers described in this hx 
already grounded in a strong religious spir t 
hanced in a real human struggle to make all n « 
brothers and sisters on earth as well as in he: 
that activists actually brought about radical c! i 
ca to take us one more step to the Promised | 1 
the most sustaining factor in their ability to 
ing on.’ Civil rights workers displayed a g « 
tuitive insight when they spoke of being œ 
high.” 

In a closing chapter Dr. Beardslee provic: 
analysis of the experience. Like his contemp > 
ert Coles, he has not contented himself wit! 
chair psychiatrist. He has gone into thi 
source—to learn a bit more about the sociopsy 
heroic fighters of the civil rights movemen . 
nately and too quickly drifted into anonym t 
will find this book educationa! as well as un è 
warding epic of human strength and strugg!: 
the most important periods in American his‘, 
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Manic-Depressive Illness: History of a Synd:: 
Edward A. Wolpert, M.D., Ph.D. New Joi 
national Universities Press, 1977, 587 pp.. *2 
According to his introduction, Wolpert s> 
this volume ‘to present papers historically si 
development of our understanding of... n: 
illness.” To this end, he included the follow. 
by Kraepelin, two by Abraham, and two by í 
cally oriented papers by Katan, Jacobson, 
tan, Fromm-Reichmann, and Cohen and as« 
papers by Cade, Schou, and Stallone and : ~ 
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netic paper by Reich and associates; sleep research papers 
by Hartmann and Kupfer and associates; two “biosocial at- 
tempts at synthesis” by Schildkraut and Kety and by Akis- 
kal and McKinney: and two papers on manic-depression in 
children by Anthony and Scott and by Feinstein and Wol- 
pert. Ten of these 22 papers were originally published in the 
decade before 1977, so Wolpert was clearly relying heavily 
on his own prophetic skills in determining that they are of 
historical significance. 

The criteria for inclusion were evidently diverse. Some of 
the papers are widely cited classics, familiar to most readers 
if not in their original form then from secondary sources. 
Some were probably included because they are typical of a 
genre, some because of the historical surveys they include. 
The quality of the papers is variable. 

Reading the hundred pages of Kraepelin’s writings includ- 
ed here ®ives one an awareness of why Kraepelin was so 
influential: his st&é#ement is lucid, comprehensive, and has a 
ring of authority to it. Although some passages consist of 
speculations that now seem implausible, other passages 
would be difficult to improve on in a contemporary text. 

Reading both the 1912 and the 1924 papers by Abraham, 
one cannot help but be aware of his preoccupation with or- 
thodoxy. Abraham seems at least as interested in whether 
his views converge with those of other analytic writers as in 
whether his views have clear clinical support. Reading next 
the familiar papers by Freud, one finds the kind of clarity of 
thought and expression noted in Kraepelin’s writings, and 
one knows that Freud’s dominance among early analytic 
thinkers was not due solely to his seniority in the club. Ka- 
tan’s paper, to a much greater degree even than Abraham's. 
seems addressed only to a very limited audience of the faith- 
ful. It seems almost to embody in caricature form the com- 
mon weaknesses of analytic writings—treating constructs as 
if they were realities and inferences as if they were observa- 
tions and assuming that dynamic elements deemed present in 
a disorder must have etiological import. 

Jacobson's paper is immeasurably more comprehensible, 
perhaps in part because some acknowledgment is given to 
real life events, with a focus not so exclusively on patients’ 
fantasies and the theoretical propositions of other analytic 
writers. Freeman's paper has some of the attributes of each 
of the two previous ones. 

The remaining three dynamically oriented papers— Levi- 
tan’s, Fromm-Reichmann’s, and Cohen and associates’ —are 
excellent, readable papers. The latter two are already clas- 
sics, and I agree with Wolpert that Levitan’s paper will (or 
should) become one; it has more fresh observations in it than 
most of the rest of the book put together. 

Of the papers on biochemistry. genetics, and sleep re- 
search, only one--Cade’s 1949 paper on lithtum—ts clearly 
of historical import. The rest seem merely typical of a genre 
of research report and not much more important than a myri- 
ad of simila? papers. The best papers in the lot, those by 
Schou and by Schildkraut and Kety, are somewhat dated re- 
search reviews. # would prefer to have read current statements 
on the topics (lithium and biogenic amines, respectively). The 
paper on biogenic amines also lacks a focus on manic-de- 
pressive disorder. 

Anthony and Scott's contribution on childhood manic-de- 
pressive psychosis is one of the few gems that made a careful 
reading of the book worthwhile. Its historical, systematizing 
approach make it the kind of paper I wish were available for 
adult manic-depressive disorder, in which case it would 
nearly obviate the present volume. The paper also provides a 
context in which the case report presented in the Feinstein 
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and Wolpert paper can be seen to be of considerable import. 

I cannot imagine a situation in which I would tell anyone 
that he or she ought to read Wolpert’s book on manic-de- 
pression. A person claiming competence in psychopathology 
should be familiar with most of the issues raised in it, and 
students in any field should. from time to time. sample the 
early masters directly rather than relying solely on second- 
ary sources. However, both of these goals can be met in 
ways that are simpler and less expensive than buying and 
reading this book. On the other hand, there are few papers in 
the book that I would say are a waste of time to read, and 
there are a few papers, in particular Levitan’s and Anthony 
and Scott's, that even very well-read psychopathologists 
may find new and provocative. 


PauL H. BLANEY. PH.D. 
Coral Gables, Fla. 


A History of Aggression in Freud. Psychological Issues Mono- 
graph 39, by Paul E. Stepansky. New York, N.Y., Inter- 
national Universities Press, 1977, 196 pp., $12.50. 


To trace and to understand the place of aggression in 
Freud's thinking is a difficult task given the complexities and 
turns which that thinking took. It is remarkable indeed that 
this history of Freud’s views on aggression was originally 
formulated and drafted as a senior thests by the author while 
he was an undergraduate at Princeton. 

Stepansky approaches the problem from two points of 
view. The first is that of aggression as a metapsychological 
issue in psychoanalysis. The second is more hazardous: ac- 
knowledged speculations about the psychohistorical, psy- 
chobiographical, political, institutional, and personal rea- 
sons Freud might have had for his changing and often con- 
fusing positions on aggression. 

Psychoanalysis as a therapy led Freud to formulate his 
earliest ideas about aggression. It was in his efforts to under- 
stand the hysterical and obsessional disorders that aggres- 
sion had to be taken into account, but these earliest efforts 
were not fruitful. Eventually Freud’s self-analysis and 
dreams about the deaths of parents and siblings as well as 
dreams that depicted aggressive wishes and acts for profes- 
sional revenge had to be understood and explained. In 
“Three Essays on Sexuality’ (1) aggression ts depicted as a 
sadistic component of sexuality, but inJokes and Their Rela- 
tion to the Unconscious (2) aggression is given an instinctual 
status of its own. Stepansky holds that Freud then rejected 
the existence of an independent aggressive instinct because 
of his hostile relationship to Adler and because Adler pre- 
sented a threat to psychoanalysis. Further, Stepansky re- 
peatedly focuses on Freud's proposal of a death instinct. 
Few psychoanalysts will disagree that any clinical implica- 
tions can be drawn from a biologically determined death in- 
stinct. More certain to stir disagreement are the suggestions 
that Freud's views about war were intended to avoid dealing 
with an innate, individual aggressive instinct, that he broke 
with Adler because Adler proposed an independent aggres- 
sive instinct first, and that Freud's own aggressive tenden- 
cies caused interference because of the anxiety and guilt 
they provoked. 

atroversy about the place of aggression continues to the 
present day. Some contemporary psychoanalysts believe 
that aggression occurs in response to stimuli that evoke it. 
Other contemporary psychoanalysts consider it innate. Al- 
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trapolate in the way Stepansky does about the former. In 
some ways he joins Wittels (3, 4), Roazen (5), and others in 
weaving together psychoanalysis as theory and the person of 
its founder. This will almost certainly draw responses of the 
kind that Eissler (6) made to Roazen. That is to say, Step- 
ansky s interpretation of the complex internal and external 
forces impinging on Freud will be challenged. His exposition 
of the vicissitudes of aggression in Freud's work is in a way 
separate from that interpretation and is a significant contri- 
bution. 
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Biochemistry of Mental Disorders: New Vistas, edited by Earl 
Usdin and Arnold J. Mandell. New York, N.Y., Marcel Dek- 
Aer, 1978, 268 pp., $29.50. 


This volume, the latest in the Modern Pharmacology-Tox- 
icology series, reports the proceedings of the 1975 Intra-Sci- 
ence Foundation Symposium. At the meeting Dr. Seymour 
Kety was awarded the 1975 Intra-Science Foundation Gold 
Medal for his fundamental contributions to our understand- 
ing of the biochemistry of mental disease. Forty-four psychi- 
atrists and neuropharmacologists presented their views, re- 
views, research, and speculations concerning new vistas in 
this area of research. This volume tncludes both historical 
perspectives of the early research in mental disease as well 
as data using such modern techniques as electron spin reso- 
nance in the study of monoamine oxidase. Unfortunately, 
the book is far from unique in the library of the neurophar- 
macologist, which currently contains many proceedings of 
similar symposia. 

As in all such proceedings, the chapters vary greatly in 
their quality. The chapters by Drs. Kety and Felix are very 
entertaining and help put current research in mental dis- 
orders into perspective. Dr. Bloom's paper on the role of the 
electrophysiologist in the investigation of psychiatric dis- 
orders and the discussion that follows are excellent not only 
for their historic insights but also for Dr. Bloom’s view of the 

complex electrophysiological properties of catecholamines. 
He demonstrates that norepinephrine cannot be classifed 
simply as inhibitory or excitatory on postsynaptic cells but, 
rather, that its synaptic effects depend on the simultaneous 
activity of various other pathways. Reviews by Drs. Bun- 
ney, Aghajanian, Goodwin, and Dement are short, concise 
summaries of the state of the art as it existed in 1975. Several 
other papers are less useful because the studies are very pre- 


“liminary and the data are not statistically convincing. Fur- 


[ 


thermore, no new or innovative techniques 
These chapters include the genetic study of D; 
lithium study of Dr. Judd and associates, an! 
study of serotonin metabolites in psychotic ri 

It was disappointing to see no discussion t 
nonbiogenic amine transmitters in psychiatric 
no data pertaining to the relationship of per 
and endocrine abnormalities to mental diseu « 
research on these topics has been done since 1? 
but other psychopharmacological volumes th. ! 
such a delay tn publication contain this inforn ; 
probably represent a more rational investmen 
ent publication. 


ANNE B. Youna. 7’ 
Anno 


The Whipping Boy, by Beth Holmes. New bol 
ard Marek, 1978, 458 pp., 310.00 


The author of The Whipping Boy describe~ 
book about emotionally disturbed children: 


The Whipping Boy exposes one of the n: 
most terrible secrets of our legislators. juc : 
yers. They have a problem tĦey pretend : 
ist—because they don't know how to cop. 
problem is that more children are totally << 
parental emotional abuse than by physicui : 


Despite the fact that the book is really not - 
ally abused children but, rather, about a host » 
psychiatric issues, it is of interest to mental r: 
and the lay public. The Whipping Boy is the s 
derline/psychotic boy and his seriously ill mo : 
It chronicles his symptomatology, his family 
interaction, and their cross-country search i 
help. An astute clinician would say that the 
toms were not consistent, the family patte- 
nomonic, and the diagnosis, prognosis, unc t 
offered by the child psychiatrists quesis 
theless, despite its clinical inaccuracies. th 
ping, and it does reveal some of the problem 
sion. That is to say, for seriously disturbed i- 
diagnose illness and recommend treatment » 
quate treatment facilities, carefully staffed v. ° 
able clinicians, are not always available ov arc < 

Unfortunately, despite the clinical conditio 1 
onist (Timmy), which is ambiguously presen‘: 
ters that surround him—his mother, his futhe . 
brother, the child therapists—are either good « 
such, lack credibility. An in-depth look at [1 
environment is really an exercise In putting <. 
ther rather than mother, and it is clear, at I, ` 
the protagonist is a victim of ‘“‘poppism.”’ 

Despite its many flaws—in characteriza: « 
and literary style—-I found the novel gripping | 
a detective story with psychological insights | 1 
with the clinical accuracy and richness of no 
(1) orf Never Promised You a Rose Garden | 
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Holt, Rinehart & Winston, 1964 
\ Erissa P. BENEDEK, M.D. 
Ann Arbor, Mich. 
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Student’s Rorschach Manual: An Introduction to Adminis- 
tering, Scoring, and Interpreting Rorschach’s Psycho- 
diagnostic Inkblot Test, revised ed., by Robert M. Allen, 
Ph.D«New York, N.Y., International Universities Press, 
1978, 353 pp., $15.00. 


Described as *‘an expanded and updated edition” of a 
book first published in 1966, this revised volume totals 30 
chapters, 3 of which are new. Two of the new chapters per- 
tain to perception theories and the teaching of projective 
techniques in unfwersities and practicum agencies. The third 
new chapter briefly discusses the Rorschach as a measure of 
a child’s cognitive development in lieu of formal IQ testing. 
There is also a useful gossary of Rorschach terms and sym- 
bols and several pages on audiorecording of the Rorschach 
that are not found in the earlier book. Unfortunately the cur- 
rent text’s reference section includes a mere handful of Ror- 
schach literature citations published after the 1966 manual, 
omitting such comparatively recent books as Aronow and 
Reznikoff’s (1), Exner’s (2), and Goldfried and associates’ 
(3). Thus, the present volume is not substantially different 
from its 1966 predecessor. 

Allen gears his text to teaching the basics of administering, 
scoring, tabulating, and interpreting the Rorschach. He has 
largely succeeded in writing an eminently readable and com- 
prehensible manual for the Rorschach neophyte. The book is 
organizationally sound, with the scoring and interpretive ele- 
ments of the various Rorschach location areas and determi- 
nants interwoven in a meaningful fashion. The author uses 
illustrative material very effectively, even including a dia- 
gram of the best seating arrangements for the administration 
of the test. His sample protocols are well chosen and pre- 
sented with clarity. Very appropriately, Allen has elected to 
include a ‘‘normal’’ case. 

Even allowing for the fact that the book is intended as an 
introductéry text, however, Allen’s discussion of Rorschach 
content is too narrow in scope. No mention ts made of the 
many content scales found in the literature, some of which 
are highly encouraging with respect to reliability and validity 
factors. Notable 1s Schafer’s personality themes (4) and Eli- 
zur’s anxiety scale (5). On the other hand, Allen’s treatment 
of the content components of each of the 10 Rorschach 
cards, discussed individually, is very informative yet proper- 
ly circumspect so as not to stimulate flights of speculative 
overinterpretation. 

In sum, this text is, for the most part, a very reasonable 
choice for an elementary Rorschach course, both for teach- 
ing the fundamentals of the technique and underlining the 
need for the beBinner to seek more advanced training. 
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Short Forms of the MMPI, by Thomas R. Faschingbauer and 
Charles §. Newmark. Lexington, Mass., Lexington Books 
(D.C. Heath and Co.), 1978, 179 pp., $15.00. 


It is universally agreed that a short form of the MMPI is 
preferable to a full-length MMPI only when a full-length 
MMPI cannot be obtained. A full-length MMPI involves 
endorsing 550 statements as either true of oneself or false. 
This is a time-consuming task that can also be tedious; con- 
sequently, the use of the full-length test is often impractical 
in many research designs, especially ones that require mul- 
tiple administrations of the test. In clinical settings the full- 
length test may not be obtained without a certain amount of 
stamina and willingness to cooperate on the part of the per- 
son taking the test. 

Short forms of the MMPI have been developed primarily 
by finding the fewest items necessary either to yield a profile 
that matches the profile generated by the full-length test or to 
yield a profile from which statements about the person may 
be made that are useful and accurate when compared with 
some nontest criterion. The short forms were developed pri- 
marily among three populations: college students, psychiat- 
ric inpatients, and psychiatric outpatients. The clinical use- 
fulness of a short form would be primarily in cases where 
patients are unable or unwilling to complete a full-length 
MMPI. 

Short Forms of the MMPI renders a thorough rundown of 
the construction and the strengths and weaknesses of five 
well-developed short forms plus information on two efforts 
that extend or improve on a short form. The authors com- 
pare the short forms in a variety of populations and also dis- 
cuss critical issues involved in the use of new forms of the 
MMPI that may risk the integrity of the original time-hon- 
ored test. The short forms given the most attention are Kin- 
cannon’s 71-item Mini-Multi (1), Dean’s Midi-Multi (2), 
Hugo’s short form (3), Faschingbauer’s Abbreviated MMPI 
(4), and Overall and Gomez-Mont’s MMPI-168 (5), which 
uses only the first 168 items of the standard MMPI. Two ab- 
breviated MMPIs that are also described in this book were 
developed independently to improve on the Mini-Multi. 
These were developed by McLachlan (6) and Spera and Rob- 
ertson (7); both are titled Maxi-Multi. 

A clinician who respects the MMPI and is experienced in 
reading MMPI profiles appreciates the abundance of infor- 
mation it provides. Well-developed short forms are welcome 
when a full-length MMPI may not be obtained. However, 
each of these short forms is going to have to make it on its 
own. The short form is a related but separate test from the | 
original. This book is a thorough guide to short forms and 
one would do well to read it before choosing a short form and 
before using any short form at all. 
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Assessing Personality Through Tree Drawings, by Karen Bo- 
lander. New York, N.Y., Basic Books, 1977, 412 pp., $20.00 


Attitudes toward projective testing always underscore viv- 
idly the regrettable divorce between clinicians and research- 
ers. That books on assessing personality can be of interest 
exclusively to one group or the other ts a sad reminder that 
the two worlds remain dissociated. In the case of Assessing 
Personality Through Tree Drawings, most clinicians will ac- 
cept the idea that personality, too complex and subtle for 
scientific or statistical] methods, can be revealed in a drawing 
of a tree. Personality researchers like myself will be skepti- 
cal, but the book is not written for researchers. 

On the basis of her experience collecting and studying the 
tree drawings of thousands of people, Dr. Bolander concen- 
trates her presentation on how to interpret tree pictures for 
clues and insights concerning an individual’s experiential 
history and psychological state. Intended to instruct the nov- 
ice arboritor, the text is written clearly, and the lengthy 
method section is organized logically. The basic information 
necessary to interpret central themes in a drawing is given in 
four key schematic figures. These schemata define the mean- 
ing of the space in which the tree is drawn and the meaning 
of the various tree components. The crown represents men- 
tal life, the trunk represents emotional life, and the roots rep- 
resent instinctual life. Details toward the left side are femi- 
nine, details toward the right are masculine. Specific content 
like branches, leaves, shading, groundline, knotholes, and 
type of tree are described separately and allow increasingly 
detailed inferences. Figures and illustrations of all of these 
elements, individually and in combination, are plentiful. 

The basic schemata and many of the interpretive guide- 
lines are intuitively appealing—overemphasized root sys- 
tems indicate being firmly rooted in reality, dead trees often 
indicate the feeling of complete victimization by external 
forces, knotholes and scars indicate traumatic experiences. 
The problem here, as with other similar interpretive sys- 
tems, is determining whether there is any usefulness to the 
schemata beyond their intuitive appeal. Moreover, even if 
the basic schemata are accepted, when do interpretive guide- 
lines and generalizations apply to a particular case? Unfortu- 
nately, despite the wealth of data available to the author, 


very little evidence is presented to substantiate any of Nee, 


method. The book is written with the understanding that the 
answers to these questions lie ultimately in each user's own 
evaluation of the method. This position is not unreasonable, 
given the current state of clinical assessment, but it again 
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illustrates the wide gap between clinical and 1 
spectives. 

It would be unfajr to judge this work against | 
lems of clinical psychology, psychiatry, and pi 
sessment. This is a perfectly appropriate and ` 
for clinician users of projective tests and for : 
especially. Used in conjunction with other soi : 
mation about an individual, as the author r 
many practitioners will find this interpretive sy | 

Despite the skepticism and the critics, }1 
proaches to personality assessment survive. i 
human personality will always tolerate and te:1 
at understanding a little more. 


RICHARD J. H 
Beti 
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Interpreting Psychological Test Data, Vol. I. p 
bert, Ph.D. New York, N.Y., Van Nostrand U: 
1978, 237 pp., $15.95. 


This is the first of two volumes of this text. 
now in preparation. The primary purpose of hx t 
to associate personality and behavior with +2 
tained from the four tests that are most often use 
porary psychodiagnostic evaluation: the R2 
Test, the Human Figure Drawing Test, the W: 
Intelligence Scale (WAIS), and Rorschec! 
diagnostic Inkblot Test. 

This volume ‘abstracts and synthesizes f 
books regarded as standard references in the 1 
pects of behavior which are assumed to be rek. 
psychological test productions” (p. vii). The ° 
erences’’ abstracted are certainly authoritatis s 
the tests included. Several equally applicable 
reference sources are excluded, however. Tne 
ts readily admitted by the author: ‘For the : 
foundations provided by the cited reference 
suffice’’ (p. vii). Unfortunately, the limitatior + 
volume will apply to the forthcoming second yol 
The author promises that volume H will bri: 
summary form the diagnostic syndrome of be 
butes suggested by test responses” (p. ix). 

If, as the author states, one of his future o> 
expand the present volume (p. vii), the conten r 
ness of the second volume faces limitations ; 
cence. Volume II will refer to diagnostic syn 1 
on criteria used in the first and second editions « 
fact that the second edition of DSM (1) 1s c. 
revised (2) adds further to the obsolescence 
umes. Another example of this dilemma is nott. 
in which the author devotes approximately 4{ 
pagination to the interest content of the Rorsct 
entire text on interest content of this test has . 
published (3). 

Another major critical issue is the exclusio1 
sources from texts that would assure a ¢r 
sample of data for specific age groups, espec : 
This particularly applies to texts on the Bende - 
Koppitz’ work (4), which is entirely devoted 
data for children in different age groups, is n> 
From a contemporary point of view, the Ber< 
extremely useful in learning disorders and cer > 
tion. The author also fails to include the \ 
telligence Scale for Children (WISC-Revised) 


Tc hls 
Y Va. 
COTE 
i. al 
‘rien 


*” + 
cfe > 


5 eC 
Y CHIL. 


oe alt 


corr 
Core: 
i SoG 
Eeay 


*{ sie 


1c] 


E 


“BOOK REVIEWS 
ite YV : 


of only the WAIS limits the use of this reference source for 
people who work with children. 

' ‘Almost qwo-thirds of this volume is devoted to the Ror- 
schach test. This is justifiable in light of the frequency of its 
use in psychodiagnostic procedures. However, half of this 
portion of the book concerns interest content. Since volume 
II purportedly will relate these data to diagnostic nomencla- 
ture, more objective and normative Rorschach data will be 
needed. Likewise, the author's effort to equate the several 
Rorschach scoring systems (p. vii) has already been accom- 
plished in another text (5). 

The author’s question of ‘whether the present volume ful- 
fills a useful role in the profession” (p. vii) is certainly open- 
ended. Perhaps the introduction is most pertinent in ex- 
pressing the author’s awareness of the critical theoretical is- 
se that limit the valid and reliable usefulness of this vol- 
ume. One purppse of this text—*‘to provide a rapid useful 
reference source’ (p. vii)—has been accomplished. How- 
ever, the scope of the sources used limits even this. 
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Depression: Biology, Psychodynamics, and Treatment, edited 
by Jonathan O. Cole, Alan F. Schatzberg, and Shervert H. 
Frazier., New York, N.Y., Plenum Press, 1978, 242 pp., 
$22.50. 


This book consists largely of material presented at a one- 
day symposium on depression held in March 1976. No doubt 
those who attended that symposium were favorably im- 
pressed with the relative newness of what the speakers said. 
A more than two-year delay in the publication of this materi- 
al has aged it, compelling me to assert that now these pages 
contain little that is new or helpful for the basic scientist or 
the clinician. In fact, a good portion of this volume has been 
published gin either journals or books, including the pro- 
ceedings of other symposia on depression. Furthermore, the 
book has many of the deficiencies of multi-authored sym- 
posium proceedings. It is neither comprehensive nor an in- 
depth coverage of the subject matter; therefore, it is very 
difficult to decide for whom this book should be recommend- 
ed. It is already outdated. It is a historical record of the 
views of some American experts on various aspects of de- 
pression in 1976. Its contents do not justify purchase by stu- 
dents of psychiatry, and it certainly is not designed for those 
‘working in the field of depression. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 
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The Child Protection Team Handbook: A Multidisciplinary 
Approach to Managing Child Abuse and Neglect, edited by 
Barton D. Schmitt, New York, N.Y., Garland STPM Press, 
1978, 407 pp., $24.50. R 


In their scrupulous effort to avoid omitting essential data, 
most handbooks and compendia, including this one, tend to 
exaggerate the value of vigorous adherence to the practices 
and procedures the authors have found comfortable. If and 
when such handbooks become the standard, to take unsanc- 
tioned shortcuts is deemed slipshod, to be casual is thought 
uncaring, and to vary from the procedures may be malprac- 
tice. When the interdisciplinary approach is over- 
emphasized, as it is in this handbook, the procedures out- 
lined become cumbersome and time-consuming. The careful 
delineation of the role of the different disciplines, respectful 
as it is to the contribution that each discipline can make, 
becomes role padding when these different perspectives add 
little new dimension to the solution of problems. Similar in- 
sights derived from different sources are no less repetitious 
than when they come from a single source. What such role 
clarification does for the child-abusing parent is conjectural. 
On the one hand, it may be flattering to have so many impor- 
tant individuals preoccupied with him or her. On the other 
hand, the help of so many specialists focused on his or her 
many difficulties may make the parent feel like an insignifi- 
cant figure in a bureaucratic maze. 

Some of the statements in this text are more likely to raise 
eyebrows than receive enthusiastic affirmation. That 80% of 
these parents are treatable and that most of them love their 
children are questionable theses, no matter how loosely we 
define treatment or love. The necessity of parenting does not 
make parenting an automatic virtue. If child-abusers could 
accept parenthood as neither virtue nor vice, they might be 
less likely to exaggerate the investment parenthood entails 
with less fruitless anxiety about their lack of preparation for 
parental responsibilities. The hostility of many of these par- 
ents to their children derives in part from their ignorance and 
unsophistication. Since many of them are unprepared for the 
struggles and complexities of interpersonal relationships, it 
is logical that they see their children as their equals and 
hence willful opponents to their wills. In a sense, child and 
parents are both in the ‘‘flyweight”’’ class. To make ‘‘heavy- 
weights” of these parents, to reduce their arrogance and 
stubbornness, requires not only instruction in childrearing 
but some understanding of interpersonal dynamics. 

The authors have made a laudable and conscientious effort 
to develop a team approach to the diagnosis and treatment of 
child abuse. They have collected and collated much of the 
technical information necessary for the child abuse teams 
now proliferating in this country. At times they over- 
emphasize tact, which becomes indistinguishable from ti- 
midity. The emphasis on tact undoubtedly reflects the au- 
thors’ obvious respect for their colleages and their patients. 


IRVING MARKOWITZ., M.D. 
Orange, N.J. 


Ecologic-Biochemical Approaches to Treatment of Delin- 
quents and Criminals, edited by Leonard J. Hippchen, Ph.D. 


aw York, N.Y., Van Nostrand Reinhold Co., 1978, 392 pp., 


$16.95. 


No book that recognizes a biochemical contribution to 
antisocial behavior can be all bad—at least so I thought umd! 
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I read Ecologic-Biochemical Approaches to Treatment of 
Delinquents and Criminals. Of course, until then I was not 
aware that corporal and capital punishment were biochemi- 
cal treatments. 

This book consists of 20 chapters written by individuals 
from a variety of disciplines, including a “licensed medical 
hypnotist,’ an optometrist, and an ‘‘orthomolecular family 
physician.” Topics range from the etiology of learning dis- 
abilities (‘children with learning and behavior disorders are 
vitamin B,-B, dependents. A second major cause of per- 
ceptual changes is food allergies’ [p. 14]) to the treatment of 
penitentiary inmates (“In my opinion we need capital and 
corporal punishment more now than ever before, because 
more people are getting into this mindless state where life 
means nothing” [p. 277]). The author of these words clearly 
felt that “life means nothing.” 

Topics also include the orthomolecular treatment of anti- 
social behavior ("The three most common forms of criminal 
malnutrition are ... the vitamin B dependencies, .. . the 
saccharine diseases [the relative hypoglycemias], ... the 
cerebral allergies’ [p. 4]) and the effect of tinted sunglasses 
on behavior (Three students constantly wore ‘hot-pink’ 
sunglasses, and a check on faculty ratings indicated that 
these same students were also considered to be the most 
psychologically disturbed students in the college™’ [p. 109). 
The obvious fact that the choice of a particular style rather 
than its effect on behavior might be associated with maladap- 
tation is not appreciated. Most unfortunate, in light of the 
emphasis in this book on so-called cerebral allergies, is the 
failure of contributors to distinguish between allergic and 
toxic reactions to substances. For example, one of the au- 
thors cites the following as an example of neuroallergy: ** Be- 
fuddled thinking or an acute episode of mental illness may 
occur upon exposure to petroleum fumes, carbon tetrachlo- 
ride, the fumes of a gas range, or the odor of a magic mark- 
er’ (p. 239). This is not allergy! 

A critical reader of this book might wrongly discount the 
possible contribution of malnutrition to maladaptation. 
There are reputable investigators in the field of nutrition and 
behavior whose work, although not included in this book, 
deserves attention. Unfortunately, the contributions of Cra- 
vioto and Delecardi, Wurtman, Pollitt, and others are by and 
large ignored. 

Unfortunately, claims in this book are so grandiose (e.g., 
“The evidence suggests that recidivism rates among prison 
populations could be reduced 25-50% with the addition of 
orthomolecular treatment” [p. 16]), any kernels of truth this 
book might contain are lost. The association of malnutrition 
and maladaptation is made to look ridiculous rather than 
worthy of further scientific investigation. 

It would seem that faith rather than scientific knowledge 
guided the pens of the authors. Perhaps this book would 
have been reviewed more appropriately under the category 
of religion or science fiction. 


DorOTHY OTNOW Lewis, M.D. 
New Haven, Conn. 


John of God: His Place in the History of Psychiatry and Medi- 
cine, by Ruben D. Rumbaut, M.D. Miami, Fla., Ediciones 
Universal, 1978, 70 pp., $4.00 (paper). 


The saints of all religious or spiritual traditions are inter- 
egting, ‘not only in theological or cultural terms but also in 
psychological—one might also say psychiatric—terms. Juan 


~w 


BOG > 


.? 
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Ciudad Duarte, who became known to histor 
Dios, is certainly no exception. His story ts « 
pages simply and sparely: his birth to a poor Port 
ily, his running away from home with an itine ; 
the age of eight, his subsequent adventures asi ` 
dier, his return to his home years later to find tl «4 
grief and tragedy precipitated by his depart: ı 
sequent misfortunes leading him to increasin: | 
straits, and, finally, the crucial conversion at 
Juan de Avila, the famous Apostle of Andal» 
Avila’s fiery sermon apparently served as a crt 
tant, plunging Juan into a psychotic episode tha 
dominantly depressive in character. 

The second part of the story starts wit 
conversion transformation of Juan Ciudad Du: - 
de Dios. Dr. Rumbaut then provides an accou i 
Dios’ saintly works and the founding of the digt. ` 
der of the Hospitallers of St. John of God anc 
wide work of caring for the sick, particularly th: 
and neurologically afflicted. 

The story is well told and worth the retellirs 
certain interesting correspondences with the ' 
contemporary, Inigo de Loyola, who became l1 
tory as Ignatius of Loyola, the founder of the ‘+ 
sus and the architect of the Counterreférmat ı 
was born about the same time as Juan and serv- 
cer in the Spanish army. In fact, he*’was one of tı 
ers of the Pamplona garrison, in which Juan de !) 
have been a foot soldier. One wonders if the- 
might have crossed each other's paths. In any wi 
also had his trauma, his psychotic transform: t 
emerged from this soul-wrenching experience i1 
Manresa with a new spiritual identity. 

Such marvels of the human spirit excite thy 
imagination of the psychologically minded, bt . 
work offers us little more than a simple reco! 
events. There is little in the retelling that allow . 
guish between hagiographical mythology and at t 
raphy. There is no attempt to scrutinize or ur¢ 
psychological journey of this fascinating mun. M 
somewhat innocent suggestion that the famous ı 
served Juan de Dios in somewhat the role of a 5 
therapist hardly matches the details of the acc 
effects of the apostle’s sermon on the distra: : 
mented Juan. Anyone who undertakes to reac 
account (the book 1s a bilingual edition printed 11 
Spanish so that the whole story is told in less 
pages) will find in it a memorial to one of the : 
However, if one looks here for any deeper u n 
any exploration of the dark continent of huma1 
and spiritual experience, or even any attempi to 
unique conversion experience of Juan de Dios, 1 
seek in vain. 


W.W. MEISSNER, ° 
Cambri! 


Mothers, Fathers, and Children: Explorations r 
tion of Character in the First Seven Years, ^y ‘ 
and Sidney Axelrad, with Ethel Horn, Marsh 
Marvin Taylor. New York, N.Y., Internationa 
Press, 1978, 659 pp., $27.50. 


This book is a follow-up and expansion of i1 
titled Anxiety and Ego Formation in Infancy (1 . 


VEE 


s sua 
i.) i 
LSe! 
vier 
cash 
¥ reall 
S 
ALSP 
Kni. 
Pret 

C 
u ere 


> red 


a 
11.0. 
i. gg 
ie 
L’ DeL 
of Wt 
Cit 


— 


ci Jt 
aoa te 
ta! 

HHY 
ay af 
CET.. 
rw wl 
Vid, S. 
~ Nn 
Vy Anh 


Moa ol 


tigsi 
w pre 
Tf O 
od 
-NIC ! 
Sdan 
2 0G) 
Te 
CS) 
1 O 


i and X 


ratan. o 


Yi ene 
L mim 
yw She 


*4 


M. 


CFL a 


o Ifas. 


te Fe: 
Vie E 
cali, 
HS EF> 


arie 
"hat. 


gne 
J0 


5%: 


. 


Ta 


BOOK REVIEWS 


H * 
é 
` 


Å 
i) 


the authors reported a study of 131 mothers and their infants 
during the first year of life. For various reasons, the authors 
decided tq follow 127 of the mothers and_their children from 
the origina study. Their intent was to.determine whether the 
original patterns of mother-infant ingeractions continued rel- 


“ atively unchanged or varied during the ensuing years until 


the onset of latency. The authors are psychoanalytically ori- 
ented, and they felt that direct Interviews with mothers and 
observations of children could contribute to our knowledge 
beyond the analytic process. 

Tle book begins with an overview of the earlier study. 
Part one goes into detail about the methods used in that 
study. The mothers could have been divided into at least 
seven subgroups but, for statistical reasons, were separated 
into two types, A and B. The type A mothers were good 
paxgnts who provided consistent emotional nurturance and 
suppom to their infants into the later years of childhood. 
Type B mothers® were lacking in many of the ingredients of 
what one might consider good motherhood. The authors are 
quick to state that this does not separate the A and B 
mothers into good and bad, but the B mothers had more diffi- 
culty in adapting to the maternal role and were over- 
protective, underprotective, defensive, disinterested, or 
showed a variety of other patterns not conducive to good ego 
and personality development in their infants and children. 

After their explanation of the method used, the authors 
present nine case reportseof mothers and their infants. Part 
two, The Longitudinal Study: Mothers and Children, deals 
primarily with the follow-up of the original group of infants. 
The research group found that the children of type A 
mothers were better adjusted both at home and at school and 
had more adequate personality development than did the 
children of type B mothers. With the exception of more age- 
appropriate drawings tn the A group, many of the four- and 
five-year-old youngsters in both groups gave similar impres- 
sions to the researchers at the height of the oedipal period. 
The group A children subsequently reassumed more normal 
overt development than did the group B children. 

The study seems to indicate that some assumptions about 
changeability in parent or child are not necessarily valid: the 
concept that parental adequacy depends on the ability to 
shift from one to another type of identification with the child 
when the youngster enters a new developmental] phase, the 
idea that insufficient or inappropriate parental responses dur- 
ing one phase of growth can be made up for in a subsequent 
period because of the child's resilience, the idea that a ‘‘good 
fit between mother and child ts important not only to their 
ongoing relationship but the child’s progress. Although the 
authors agree that all of these points are of importance, they 
may not be quite so important as has been believed. In the 
summary of this portion of the book, the authors say, 


It is within the child’s capacity very gradually to form 
a post-ambivalent connection to the parents and through 
them to more distant objects; to integrate the early af- 
fective bonds with motor, cognitive and language devel- 
opment— . . . to build an intact body ego and broaden 
capacities for gratifying experiences with a whole world 
of objects. 


Part three, Fathers and Children, begins with a chapter on 
variations in paternal behavior and attitudes and then pre- 
‘sents in some detail 10 case reports of mothers, fathers, and 


~ children. As with the preceding portion of the book, the ca- 


r 


_ ses are divided between parents who are more adequate and 


those who are less so. 
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This book is a report of a time-consuming study of prela- 
tent children and their parents. The authors rightfully point 
out several times that it has some scientific flaws in method- 
ology; nevertheless, it is basically a useful book. Perhaps it. 
could have been written without such detailed case histories, 
but omissions might have left the reader in some doubt as to 
how the results were obtained. The basic constitution of the 
infant is taken into account as one possible variant among 
others, such as trauma resulting from repeated hospital- 
izations. 

If one were to be critical of the case illustrations, such 
criticism might have to do with the omission of a study of 
why these couples did or did not plan their families. Al- 
though some attention is paid to the ages of the siblings and 
the ordinal position of the subject children, the authors do 
not seem to have asked the simple question, ‘‘ What size fam- 
ily do you plan?” There also seems to have been a timidity 
on the part of the researchers to offer more active guidance 
to the parents. Perhaps this was not one of their intents, but 
it would seem appropriate in a study of this kind to know 
about family planning or the lack of it and about the commu- 
nication between mother and father in regard to it. One 
would like to know whether active intervention of a pre- 
ventive type could have been useful; however, since all of 
these parents were volunteers and could have refused to par- 
ticipate in the study at any time, the authors are to be con- 
gratulated for keeping so many involved. 

The main and important thrust of this book remains clear: 
interaction between mother and infant in the first year of life 
is basic to future character and personality formation. Equal- 
ly important is the fact that the personalities of the mothers 
and fathers continue along the same lines as were drawn in 
the first year of life. The book 1s to be recommended to any- 
one working with infants and children—child and general 
psychiatrists, psychologists, social and public health work- 
ers, nurses, and others in related fields. 


REFERENCE 


1. Brody S, Axelrad S: Anxiety and Ego Formation in Infancy. 
New York, International Universities Press, 1971 


STUART M. FINCH, M.D. 
Tucson, Ariz. 


Psychoanalysis and the History of the Individual, by Hans W. 
Loewald, M.D. New Haven, Conn., Yale University Press, 
1978, 77 pp., $7.95. 


This book is an edited version of the Freud-Kanzer lec- 
tures given at Yale University by Dr. Loewald. The author 
tackles such difficult and knotty psychoanalytic problems as 
morality, transference love, and religion. He notes that most 
analysts have continued in Freud’s tradition and, as a result, 
are not comfortable exploring morality, love as opposed to 
sexuality, and religion. 

Toward the end of the book, the author remarks that these 
lectures gave him an opportunity to say things he has had on 
his mind for a long time. This honest reevaluation of accept- 
ed ideas is reminiscent of Foulks (1), Grotjahn (2), and Man- 

(3). The presentation is graceful and easily read. It is a 
disciplined but fanciful flight of imagination and intellect, a 
presentation of ideas rather than personal feelings and reac- 
tions. In this respect Loewald differs slightly from Foulks, 
Grotjahn, and Mandell. Loewald’s overall approach seéms 
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detached, objective, and free-flowing. At first I thought he 

„Was a philosopher. He is an analyst, but he seems to be at 
that point in life when men and women try to objectively 
tvaluate themselves, their lives, and their professions. 

Essentially, Loewald concludes that man must accept his 
id. This is the essence of morality. Such acceptance does not 
mean burying guilt or creating “fancy sublimations’’ be- 
cause these things cannot be done. The id must be acknowl- 
edged as a part of oneself. Its manifestations cannot be 
blamed on, nor are they the responsibility of, society, God, 
parents, or anything else. Man is ultimately responsible. His 
moral task is to bring the id into the more lucid levels of 
mature thinking. The task is not to give up, deplore, undo, or 
deny it. It must be seen, understood, accepted, and worked 
on. 

Transference and transference love, if analytically inter- 
preted and worked through, should allow the patient a free, 
fanciful, libidinal, symbol-forming relationship among his id, 
ego, and superego as well as between himself or herself and 
object representations. 

Dr. Loewald is impatient with most analysts’ overly sim- 
plistic views of religion. He blames this on Freud’s dis- 
comfort with religion. Neither Freud nor subsequent ana- 
lysts seriously tackled this question. Loewald notes the simi- 
larity between sexual and religious ecstasy and the extreme 
vagueness conveyed by the term ‘‘sublimation.’’ Religious 
experience and religious myths are important expressions of 
unconscious mentation. They are not just dependency, magi- 
cal thinking, denial, or other defenses. Currently, religious 
feelings are more deeply repressed than was Victorian sex- 
uality, and they are therefore more deserving of analytic at- 
tention. 

This brief summary does not convey how the book forces 
one to think about issues not yet adequately explored by 
psychoanalysis. The reminder is subtly disturbing. I recom- 
mend the book to all psychoanalysts and to those psychia- 
trists with special philosophical and metapsychological inter- 
ests. 


REFERENCES 


1. Foulks SH: Group Analytic Psychotherapy. New York, Science 
Publishers, 1976 

2. Grotjahn M: The Art and Technique of Analytic Group Thera- 
py. New York, Jason Aronson, 1977 

3. Mandell A: Coming of Middle Age. New York, Summit Books, 
1977 l 


FRANK M. KLINE, M.D. 
Long Beach, Calif. 


Crisis Intervention As Psychotherapy, by Charles Patrick Ew- 
ing. New York, N.Y., Oxford University Press, 1978, 125 
pp., $7.95; $3.50 (paper). 


Crisis intervention is quite widely believed to be a good 
thing—ubiquitous as a term but not necessarily as a recog- 
nizable practice. One wonders whether part of its success 
might be due to its amorphous adaptability. It has become, 
for some, one of those vague vogue words (such as ‘‘fam- 
ily,” “hotline,” “access,” community,” and ‘“‘counsée? 
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ing’) which one can add to the description of nearly any 
clinical or teaching program, like monosodium giutamate pto 
spice it up and måke ghe flavor more acceptable Without ac- ' 
tually altering the N “There is a lot of it about,” as 
one says during influenda epidemics, but one s less than 
clear exactly what it is. 

Dr. Ewing’s book covers quite a lot of territory relatively 
superficially, at the level of an extended review article, with- 
out really getting its teeth into the subject as one might have 
hoped. He presents a definition of crisis interveniion thaj is a 
paraphrase of the popular definition of psychotrerapy, add- 
ing only that its techniques are ‘derived from the established 
principles of crisis theory.” Yet nowhere does >ne get any 
clear idea of any principle, practice, or techn que that is 
unique to crisis intervention. It is never clear what distin- 
guishes crisis intervention from any other variety of, si@ft- 
term psychotherapy. Indeed, there is a verydoud silence on 
this point in the book. There is no mention at all of the highly 
relevant allied work on short-term and brief psy.:hotherapy, 
and the work of Sifneos and Malan seems studiously ig- 
nored. This greatly reduces the clarity of the boc k's attempt 
to place crisis intervention in the general field of >sychother- 
apy. 

Ewing starts by describing basic crisis intervention theo- 
ry, which seems a rather fragile foundation for v hat is to be 
built on it and claimed for it and somewhat lacking in valida- 
tion. He describes some general principles of c inical prac- 
tice (in no way distinct from other short-term therapies) and 
some current uses of crisis intervention in chile and family 
therapy as well as with special client groups. There is a short 
review of some studies evaluating such prog ams, some 
thoughts on possible future developments, and a suggested 
model for clinical practice. 

One chapter discusses the selection of appropriate clients, 
and is, probably appropriately, uncertain of crite ia. There is 
a suggestion that crisis intervention may be better suited to 
clients of lower socioeconomic status than some other psy- 
chotherapeutic modalities. Otherwise the usu: suspicion 
that the ideal client for any therapy is someone who is not 
too sick, only recently disturbed, highly motivated, and 
likely to do equally well if given macrame lessons applies. 
Comments like *'Crisis theory ... presupposes that crises 
are self-limiting and last for only a period of weeks” suggest 
either naive theory or special pleading by choosing the crises 
likely to respond well to any intervention, wl ile ignoring 
chronic crisis states or crises so overwhelming tout they last 
for more than a few weeks. This is also in conflict with a 
good deal of high quality work studying crises like bereave- 
ment, which, although undoubtedly crises, are very rarely if 
ever resolved within weeks or even months, uiless one is 
very easily satisfied with superficial criteria for ‘‘resolu- 
tion.” 

The final disappointment about this book is tare lack of a 
really critical approach to the issues raised. It will be com- 
forting for those already convinced of the igportance of 
crisis intervention techniques. Those who stil] wait to be 
convinced that there is a substantive and substantiated theo- 
retical background and a distinctive and effective clinical 
methodology in crisis intervention are still waiting. 


MICHAEL A. SIMPSON, M.D. 
London England 
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ALVIN F. Poussaint, M.D., is Associate Professor of Psychiatry and Associate Dean for 
Student Affairs, Harvard Medical School, Boston, Mass. 


PAUL H. BLANEY, PH.D., is Associate Professor of Psychology, University of Miami, Cor- 
al Gables, Fla. 


JACOB Swartz, M.D., is Professor of Psychiatry, Boston University School of Medicine, 
and Training and Supervising Analyst, Boston Psychoanalytic Institute, Boston, Mass. 


ANNE B. Youna, M.D., PH.D., is Assistant Professor of Neurology, University of Mich- 
igan, Ann Arbor, Mich. 


ELISSAeP. BENEDEK, M.D., is Director of Training, Center for Forensic Psychiatry, and 
Clinical Associate Professor, University of Michigan Medical School, Ann Arbor, Mich. 


MARVIN REZNIKOFF, PH.D., 1s Professor and Director of Clinical Training, Department of 
Psychology, Fordham University, Bronx, N.Y. 


David F. BERRY, PH.D., is a Clinical Psychologist in private practice in West Hartford, 
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Children’s Hospital, and Associate Professor of Pediatrics (Psychology) and Psychiatry 
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cal School, Boston, Mass. 
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ArIZz. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers, Books cannot be returned to the 
publishers. 


The Mental Health Almanac, edited by Robert D. Allen and 
Marsha K. Cartier. New York, N.Y., Garland STPM Press, 
1978, 403 pp., $17.50. 


The Child in His Family, Vol. 5: Children and Their Parents 
in a Changing World, edited by E. James Anthony, M.D., 
and Colette Chiland, M.D., Ph.D. New York, N.Y., John 
Wiley & Sons, 1978, 440 pp., $23.95. 


Bioethics and Human Rights, edited by Elsie L. Bandman, 
R.N., Ed.D., and Bertram Bandman, Ph.D. Boston, Mass., 
Little, Brown and Co., 1978, 366 pp., $9.95 (paper). 


Counseling Metapsychology, by Arthur Burton, Ph.D, Sacra- 
mento, Calif., Hamilton Psyche Press, 1978, 158 pp., $14.50. 


Relaxation: A Comprehensive Manual for Adults, Children, 
and Children with Special Needs, by Joseph R. Cautela and 
June Groden; illustrations by Phyllis Hawkes. Champaign, 
Ill., Research Press Co., 1978, 91 pp., $6.95 (spiral-bound). 


The Practicing Physician’s Approach to Headache, 2nd ed., by 
Seymour Diamond, M.D, and Donald J. Dalessio, M.D. 
Baltimore, Md., Williams & Wilkins Co., 1978, 148 pp., 
$21.50. 


The Rorschach: A Comprehensive System, Vol. 2, by John E. 
Exner, Jr., Ph.D. New York, N.Y., Wiley-Interscience (John 
Wiley & Sons), 1978, 422 pp., $32.95. 


Healing: Implications for Psychotherapy, edited by James L. 
Fosshage, Ph.D., and Paul Olsen, Ph.D., with Kenneth A 
Frank, Ph.D., Henry Grayson, Ph.D., Clemens A. Loew, 
Ph.D., Henry Lowenheim, Ph.D., and Glen Boles, Ph.D. 
New York, N.Y., Human Sciences Press, 1978, 377 pp., 
$15.95. 


What Do Women Want: Self-Discovery Through Fantasy, by 
Lucy Freeman. New York, N.Y., Human Sciences Press, 
1978, 187 pp., $9.95. 


Down’s Syndrome and the Family: The Early Years, by Ann 
Gath. London, England, Academic Press {Harcourt Brace 
Jovanovich), 1978, 128 pp., $13.25. 


Treatment in Crisis Situations, by Naomi Golan. New York, 
X, Y., Free Press (Macmillan Publishing Co.), 1978, 253 pp., 


_ no price listed. 
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Psychiatric Aspects of Imprisonment, by John Gunn, Graham 
Robertson, Susanne Dell, and Cynthia Way. Lo idon, Eng- 
land, Academic Press (Harcourt Brace Jovano.ich, 1978, 
312 pp., $25.00. 


Dying: A Psychoanalytic Study with Special Refere=ce to Indi- 
vidual Creativity and Defensive Organizations, © Tor-Bjorn 
Hagglund. New York, N.Y., International t aiversities 
Press, 1978, 253 pp., $15.00. 


The Care and Training of the Mentally Handicapp:d: A Man- 
ual for the Caring Professions, by Charles H. Hall :s, S.R.N., 
William I. Fraser, M.D., and Ronald C. MacGill vary, M.D. 
London, England, John Wright & Sons, 197¢, 278 pp., 
$19.95, 


Progress in Behavior Modification, Vol. 6, edite: by Michel 
Hersen, Richard M. Eisler, and Peter M. Miller. New York, 
N.Y., Academic Press (Harcourt Brace Jovano ich), 1978, 
248 pp., $18.50. 


Clinical Pharmacology of Psychotherapeutic Drug;, by Leo E. 
Hollister, M.D. New York, N.Y., Churchill lavingstene, 
1978, 226 pp., $19.50. 


Minimal Brain Dysfunction: Fact or Fiction, Adv: aces in Bio- 
logical Psychiatry, Vol. 1, edited by A.F. Kalverboer, H.M. 
van Praag, and J. Mendlewicz. Basel, Switzerlc ud, 8S. Kar- 
ger, 1978, 107 pp., $25.50 (paper). 


Behavioral Approaches to Alcoholism, edited ov G. Alan 
Marlatt and Peter E. Nathan. New Brunswick N.J., Rut- 
gers Center of Alcohol Studies Publications Division, 1978, 
209 pp., $6.00 (paper). 


The Career Resource Center, by John Meerbach, &d.D. New 
York, N.Y., Human Sciences Press, 1978, 149 į p.. $12.95. 
The Politics of Pain, by Helen Neal. New ° ‘ork, A.Y., 
McGraw-Hill Book Co., 1978, 212 pp., $9.95. 


Minds and Motion: The Riddle of Psychokinesis, by D. Scott 
Rogo. New York, N.Y., Taplinger Publishing Co., 1978, 266 
pp., $11.95. 


The Disposable Parent: The Case for Joint Custody, by Vel 
Roman and William Haddad with the assistan e of Susan 
Manso. New York, N.Y., Holt, Rinehart and Wi iston, 1978, 
206 pp., $8.95. 
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Homosexuality, by Charles W. Socarides, M.D. New York, 
N aY., Jason Aronson, 1978, 626 pp., $30.00. 


\ 
Expanding Dimensions of Consciousng%S, edited by A. Arthur 
Sugerman and Ralph E. Tarter. Nfw York, N.Y., Springer 
“Publishing Co., 1978, 297 pp., $6.95. 


$ 





Psychosocial Therapy, by Francis J. Turner. New York, 
N.Y., Free Press (Macmillan Publishing Co.), 1978, 240 pp., 
no price listed. 
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Transcultural Counseling: Needs, Programs, and Techniques, 
edited by Garry R. Walz, Ph.D., and Libby Benjamin, Ph.D. 
New York, N.Y., Human Sciences Press, 1978, 213 pp.,' 
$13.95. . 


Understanding Sexual Attacks: A Study Based Upon a Group 
of Rapists Undergoing Psychotherapy, by D.J. West, C. Roy, 
and Florence L. Nichols. London, England, Heinemann Ed- 
ucational Books, 1978, 175 pp., $25.95; $8.95 (paper). 
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Foundations’ Fund Fellowships for Sabbatical Research in 
e i ; 

Psychiatry and Its Basic Sciences 
The Foundations’ Fund for Research in Psychiatry announces a limited program of support 
for scholars on sabbatical leave in order to further their research and contribute to the 
knowledge of psychiatric diagnosis, treatment, and prevention. The sabbatical must be 
spent away from the home institution at an internationally recognized institution. 
Applications are open to distinguished and creative investigators with demonstrated re- 
search contributions in the field who hold full-time positions in professional schools and 
graduate departments of universities or equivalent institutes of research. Applicants must 
be U.S. or Canadian citizens or permanent residents of the U.S. or Canada. 
The deadline for receipt of applications is May 1 of the year preceding the proposed 
sabbatical. 
Information may be obtained from: 

Foundations’ Fund for Research in Psychiatry 

100 York Street 

New Haven, Connecticut 06511 
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Following is the comprehensive index for volume 135 of the Journal. overing al! 
material from January 1978 through December 1978. The complete ‘itatior for 
each article in the author index is listed under the name of the first a : hor. Joint 
authors are listed alphabetically with a cross-reference to the first au nor: cross- 
references containing more than one first author name separated by -emicolons 
indicate multiple articles by the joint author. Book reviews appear ir ¿he author 
index under the name of the reviewer and in the subject index under ne heading 
Books Reviewed; the books are arranged alphabetically by the surr..me of the 
book’s first author. 


Effective this year, listings in the subject index are according to key v ords rether 
than subject categories. In addition, all entries are in abbreviated stv] -. Each en- 
try in the subject index is identified by the surname of the first author only; semi- 
colons indicate multiple works (e.g., letters to the editor). Two-let!2r abbrevi- 
ations for the months are used, and entries other than regular articles brief com- 
munications, and clinical and research reports are given the follov:i iz designa- 
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plasma levels, and convulsions. Simpson, Ja, 99- 
100 

Cocaine 

hallucinations. Siegel, Mr, 309 

highs, a@tagonism of, by lithium. Cronson, Jy, 
856-857 % 

Coffee see Caffeine 

Cognitive Structures 

depressive cognitions (ltr to ed). Schreiber, reply 
of Kovacs, De, 1570-1571 

maladaptive, in depression. Kovacs, My, 525-533 

Cogwheeling 

extrapyramidal side effects with lithium treatment. 
Kane, Jy, 851-853 

College Mental Health see Students 

Colloid Cyst 

of third ventricle presenting as ,psychiatric dis- 
grder. Burkle, Mr, 373-374 


Color Selection Test 

severity of depression differentiated by. Cohen, 
My, 611-612 

Combat Neurosis see Stress, Work 

Commitment 

another historical note (itr to ed). Halpern, re- 
ply of Monahan, My, 618-619 

criminal, process of, for pretrial psychiatric exami- 
nation, evaluation. Geller, Ja, 53-60; comment 
by Stone, 61-63 

different experience with pretrial evaluations (itr 
to ed). Hartman, Je, 757 

emergency, of dangerous mentally ill persons, pre- 
diction research and. Monahan, Fe, 198-201 

involuntary hospitalization laws as predictive laws 
(ltr to ed). Pinta, Au, 995 

‘**no-commitment week, feasibility study. Zwerl- 
ing, Oc, 1198-1201 

pretrial (Itrs to ed). Saran; Goldman, Jy, 872-873 

psychiatrists’ familiarity with legal statutes gov- 
erning emergency involuntary hospitalization. 
Affieck, Fe, 205-209 

reply to comment (itr to ed). Geller; Fe, 256 

Community Facilities 

child and spouse abuse residential center (ltr to 
ed). McDanal, Fe, 256-257 

children’s psychiatric hospital unit in community, 
I. concept and development. Blinder, Jy, 848- 
851 

future of state mental health programs and chronic 
psychiatric patient in community. Okin, No, 
1355-1358 » 

highlighting need for alternatives to hospitalization 
(litr to ed). Solomon, reply of Slaughter, Mr, 
386-387 ee 

patients’ views of placement facilities, participant- 
observes study. Christenfeld, Mr, 329-332 

runaway center as community mental health cen- 
ter. Gordon, Au, 932-935 

transfer of chronically ill? (ltr to ed). Har-Esh, Ap, 
499 

Community Mental Health 

center, runaway center as. Gordon, Au, 932-936 

«<enters, relationship of, to PSRO programs. Tow- 

* ery, No, 1396-1399 

future of state mental health programs and chronic 
psychiatric patient in community. Okin, No, 
1355-1358 


enclature, Psychi- 


(608 


- 


issues critical to survival of. Borus, Se, 1029-1035 

primary care/menta!l health training and service 
model. Adams, Ja, 121-123 

will community mental health survive in 1980s? 
Sharfstein, No, 1363-1365 

Community, Psychiatric Disorders in see Psychiat- 

rie Disorders in Community 

Competency see Commitment 

Computerized Tomography 

colloid cyst of third ventricle presenting as psychi- 
atric disorder. Burkle, Mr, 373-374 

diagnostic guidelines for demented patients (ltr to 
ed). Javel, reply of Wells, Jy, 870 

skull X rays and, relative efficacy in detecting in- 
tracranial disease. Tsai, De, 1556-1557 

Computers 

man or machine in psychiatric diagnosis. Duck- 
worth, Ja, 64-68 

Confidentiality 

more on (itr to ed). Halpern, reply of Durgin, Ja, 
130-131 

psychiatric history, potential for abuse (ltr to ed). 
Racy, No, 1437-1438 

of residency records, two responses (ltrs to ed). 
Sheehy; Kessenick, reply of Terr, Ap, 502-506 

what should be included in residency files {itr to 
ed}. Enelow, Je, 761 

Confusion 

false positives in differential diagnosis of, with 
amytal (Itr to ed). Shevitz, reply of Ward, Jy, 
869-870 

sodium amylobarbitone in differential diagnosis of. 
Ward, Ja, 75-78 

sodium seconal and methedrine for mute patients 
(ltr to ed). Westermeyer, Jy, 867-868 

Consultation, Psychiatric 

adult psychiatrist in medical environment. Moore, 
Ap, 413-419 

clinical relevance of anthropological and cross-cul- 
tural research, concepts and strategies. Klein- 
man, Ap, 427-431 

consultation-liaison versus other psychiatry clerk- 
ships, comparison of learning outcomes and stu- 
dent reactions. Weddington, De, 1509-1512 

in HMO, model for education in primary care. Rit- 
telmeyer, Se, 1089-1092 

marketplace model of consultation psychiatry in 
general hospital. Guggenheim, No, 1380-1383 

in Vietnamese refugee camp. Rahe, Fe, 185-190 

Continuing Medical Education see Certification 

Conversion Reaction 

dystonia, disorder often misdiagnosed as. Lesser, 
Mr, 349-352 

Conversion Symptoms 

‘lateralization of,” left side or dominant side? (ltr 
to ed). Sigal, reply of Galin, Ap, 509 

Convulsions see Seizures 

Coping 

Styles, of 34 adolescents with cerebral palsy. 
Minde, No, 1344-1349 

Cortisol 

influence of, on TRH-induced TSH response in de- 
pression. Loosen, Fe, 244-246 

Costs, Hospitalization 

another reason for underutilization of partial hos- 
pitalization? (Itr to ed), Tishler, reply of Fink, 
No, 1428-1429 

brief versus standard hospitalization, differential 
costs. Endicott, Je, 707-712 

pardoxical underutilization of partial hospital- 
ization, Fink, Je, 713~716 

Council Reports see American Psychiatric Associa- 

tion 

Crib Death see Sudden Infant Death Syndrome 

Crime see Arrest Rates; Bank Robbery 

Cross-Sex Therapy 

cross-sex supervision for.°Alonso, Au, 928-931 

CT Scan see Computerized Axial Tomography 

Cultural Psychiatry 

anthropological cross-fertilization (Itr to ed). 
Jonas, reply of Favazza, Se, 1113-1114 
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bd 


being held by spider. Williams, Fe, 232-233 
clinical relevance of anthropological and cross-cul- 


tural research, concepts and strategies. Klein- « 


man, Ap, 427-431 


omitted reference? (ltr to ed). Slochower, reply of ° 


Favazza, Au, [003 

overview, foundations of. Favazza, Mr, 293-303 

Cyclic Adenosine Monophosphate 

clinical correlates of CSF cyclic nucleotides in 
schizophrenia. Zohar, Fe, 253~255 

Cyclic Guanosine Monophosphate 

clinical correlates of CSF cyclic nucleotides in 
schizophrenia. Zohar, Fe, 253-255 

Cyclothymic Disorder 

as bipolar illness (itr to ed). Flemenbaum, reply of 
Akiskal, Au, 996-997 

classification of (Itr to ed). Anderson, Ap, 506 


D 


Dangerousness see Violence 

Day Care Training 

training early childhood care givers (ltr to ed). 
Earls, reply of Greenspan, Mr, 381 

Day Hospitalization see Hospitalization, Partial 

DDAVP 

therapy, for central diabetes insipidus, improved 
psychological status of children under. Waggon- 
er, Mr, 361-362 

Death see also Grief 

sudden infant, syndrome, impact on families and 
direction for change. Weinstein, Jy, 831-834; 
correction, Se, 1118 

Decision Making, Psychiatric 

look at. Roberts, No, 1384-1387 

Delirium 

caffeine-induced, during prolonged competitive 
stress. Stillner, Jy, 855-856 

digitalis, report of two cases. Shear, Ja, 109-110 

question on haloperidol treatment for (ltr to ed). 
Cutler, reply of Moore, Jy, 871-872 

Delivery, Mental Health 

another reason for underutilization of partial hos- 
pitalization (itr to ed}. Tishler, reply of Fink, 
No, 1428-1429 

Asian-American, research priorities in. 
amoto, Ap, 457-458 

brief versus standard hospitalization, differential 
costs. Endicott, Je, 707-712 

clinics, private practice, and national health msur- 
ance (itr to ed). Upton, reply of Langsley, De, 
1574-1575 

comparing clinic and private practice of psychia- 
try. Langsley, Je, 702-706 

evaluation models and theoretical bias (ltr to ed). 
Roberts, reply of Nason, Ap, St! 

external provision of health maintenance organiza- 
tion mental health services. Muller, 735-738 

future for mental health in primary health care pro- 
grams. Morrill, No, 1351-1355 

future of state mental health programs and chronic 
psychiatric patient in community. Okin, No, 
1355-1358 

issues critical to survival of community mental 
health. Borus, Se, 1029-1035 

mental health services in HMOs (ltr to ed). Ben- 
nett, reply of Muller, Oc, 1249-1250 

mind-body dichotomy reified, illustrative case. 
Schoenberg, Oc, 1224-1226 

paradoxical underutilization of partial hospital- 
ization. Fink, Je, 713-716 ° 

private practice of psychiatry. Lebensohn, No, 
1359-1363 

private psychiatric hospitals, ‘excellence is their 
watchword.” Gibson, Jy Supp, 17-21 

relationship of community mental] health centers to 
PSRO program. Towery, No, 1396-1399 

runaway center as community mental health cen- 
ter. Gordon, Au, 932-935 

service delivery issues in Asian-North American 
communities. Lin, Ap, 454-456 =e 
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mental health care delivery systems, discussion. 
Astrachan, No, 1366-1367 
mental health care delivery systems, introduction. 
Liptzin, No, 1350-1351 
trends in American mental health. Redlich, Ja, 22- 
28; discussion by Brody, 28 
will community mental health survive in 1980s? 
Sharfstein, No, 1363-1365 
Delusions 
imipramine response in deluded depressive pa- 
tients. Quitkin, Jy, 806-811 
neurological basis for syndromes and symptoms of 
disordered recognition? (ltr to ed). Barton, No, 
1438 
of parasitosis, phenelzine and, case report. Lie- 
bowitz, De, 1565-1566 
syndrome of subjective doubles. Christodoulou, 
Fe, 249-251 
Dementia 
chronic brain disease, overview. Wells, Ja, 1-12 
diagnostic guidelines for demented patients (ltr to 
ed). Javel, reply of Wells, Jy, 870 
myth of pseudodementia, depression and aging 
brain. Shraberg, My, 601-603 
Dentistry 
phantom bite syndrome. Marbach, Ap, 476-479 
Depersonalization 
organic contributors to intermetamorphosis syn- 
drome. Malliaras, Au, 985-987 
severe, treated by behavior therapy. Sookman, 
De, 1543-1545 
temporal disorganization, persecutory ideation, 
and, in acute mental illness. Freeman, Ja, 123- 
124 
Depression 
adrenergic receptor sensitivity and depressive ill- 
ness (Itr to ed). Maany, reply of Friedman, Au, 
1002-1003 
in anorexia nervosa (ltr to ed). Katz, Ap, 507 
anxiety and, associated with caffeinism among 
psychiatric inpatients. Greden, Au, 963-966 
application of EEG sleep for differential diagnosis 
of affective disorders. Kupfer, Ja, 69-74 
assessment of, model for quality review of emer- 
gency psychiatry. Kass, Fe, 213-216 
in chronic schizophrenia (Itr to ed). Ager, Jy, 870- 
871 
clinical and neuroendocrine correlates of elevated 
platelet MAO activity (itr to ed). De la Fuente, 
Au, 994 
concurrent validity of DACL questioned (Itr to 
ed). Gruenberg, reply of Christenfeld, No, 1436- 
1437 
concurrent validity of Depression Adjective Check 
List in normal population. Christenfeld, My, 
582-584 
depressive cognitions (ltr to ed). Schreiber, reply 
of Kovacs, De, 1570-1571 
does receptor supersensitivity accompany depres- 
sive illness? Fredman, Ja, 107-109 
dose-related biphasic effect of prolyl-leucyl-gly- 
cinamide (MIF-I) in. Ehrensing, My, 562-566 
ECT for depressed patients with lupus erythema- 
tosus. Allen, Mr, 367-368 
effectiveness of phenelzine in, acetylation pheno- 
type, platelet monoamine oxidase inhibition, 
and. Davidson, Ap, 467-469 
elevated platelet MAO activity in schizophrenia- 
related depressive disorders. Schildkraut, Ja, 
110-112 
imipramine-resistant, treatment of, and lithium-re- 
e fractory mania through drug interactions. Mey- 
ers, No, 1420-1421 
imipramine response in deluded depressive pa- 
tients. Quitkin, Jy, 806-811 
influence of cortisol on TRH-induced TSH re- 
sponse in. Loosen, Fe, 244-246 
inhibition of platelet monoamine oxidase in de- 
pressed subjects treated with phenelzine. David- 
son, Ap, 470-472 


maladaptive cognitive structures in. Kovacs, My, 


525-533 


methodology in psychotherapy research (Itr to ed). 
Taylor, reply of Arieti, Ja, 129-130 
myth of pseudodementia, aging brain and. Shra- 
berg, My, 601-603 
personality and prediction of long-term outcome 
of. Weissman, Jy, 797-800 
physical illness and, in men and women, com- 
parison of. Selzer, No, 1368-1370 
plasma and erythrocyte levels of tricyclic antide- 
pressants in depressed patients. Linnoila, My, 
557-561 
possible prophylactic effect of sleep deprivation. 
Christodoulou, Mr, 375-376 
prediction of antidepressant response to lithium. 
Donnelly, My, 552-556 
psychiatric symptoms and mitral valve prolapse 
syndrome (ltr to ed). Mehta, Au, 1001-1002 
psychotic, and bronchogenic carcinoma. Solo- 
mon, Jy, 859-860 
severity of, differentiated by color selection test. 
Cohen, My, 611-612 
sleep deprivation in (ltrs to ed). Wehr; Linn, reply 
of Christodoulou, Au, 1000-1001 
symptoms of, current medication use and, in gen- 
eral population. Craig, Se, 1036-1039 
understanding, value of ‘learned helplessness” in 
(ltr to ed). Grant, My, 625 
Depression Adjective Check List 
concurrent validity of, in normal population. 
Christenfeld, My, 582-584 
concurrent validity of, questioned (Itr to ed). 
Gruenberg, reply of Christenfeld, No, 1436- 
1437 
Dermatologic Symptoms 
positive side effects of lithium? (ltr to ed). Christ- 
odoulou, Oc, 1249 
possible positive “‘side effects” of lithium (ltr to 
ed). Putnam, Mr, 388 
Desensitization 
outcome, reaction to relaxation and, five angry 
treatment failures. Abramowitz, No, 1418-1419 
systematic, in treatment of child abuse. Sanders, 
Ap, 483-484 
Diabetes 
insipidus central, improved psychological status of 
children under DDAVP therapy for. Waggoner, 
Mr, 361-362 
insipidus, nephrogenic, persistent lithium-induced 
(Itr to ed). Price, Oc, 1247-1248 
nocturnal penile tumescence and diagnosis in dia- 
betic impotence. Karacan, Fe, 191-197 
Diagnosis see also Nomenclature, Psychiatric 
adult minimal brain dysfunction and schizophre- 
nia, case report. Huey, De, 1563-1565 
anniversary reaction or affective disorder? (Itrs to 
ed). Rapp; Merrin, reply of Cavenar, Ap, 501- 
502 
on assessing usefulness of PANESS (Itr to ed). 
Broman, reply of Camp, Se, 1114-1115 
assessment of depression, model for quality re- 
view of emergency psychiatry. Kass, Fe, 213- 
216 
borderline diagnoses. Rich, No, 1399-1401 
chronic brain disease, overview. Wells, Ja, 1-12 
clinical usefulness of NIMH Physical and Neuro- 
logical Examination for Soft Signs. Camp, Mr, 
362-364 
colloid cyst of third ventricle presenting as psychi- 
atric disorder. Burkle, Mr, 373-374 
cyclothymic disorder as bipolar illness (Itr to ed). 
Flemenbaum, reply of Akiskal, Au, 996-997 
defining **schizophreniform psychoses” (ltr to ed). 
Langfeldt, Jy, 868 
differential, of affective disorders, application of 
EEG sleep for. Kupfer, Ja, 69-74 
differential, of confusion, with amytal, false posi- 
tives in (itr to ed). Shevitz, reply of Ward, Jy, 
869-870 
differential, of confusion, sodium amylobarbitone 
in. Ward, Ja, 75-78 
differential, in recognizing alcoholism (ltr to ed). 


Sidhu, Jy, 871 
differentiating narcolepsy ('tr to ` 
ply of Shapiro, Mr, 387 
discriminating features of 

Gunderson, Jy, 792-79 
dystonia, disorder o 
version reactio 


effects of diagnostic crite:ta ort 
for schizophrenia (ltr to ed) 


Taylor, De, 1571 

failure to detect low IQ in psu | 
Gift, Mr, 345-349 

first-rank symptoms in postası t 


follow-up study. Silversiein 


hysteria and Briquet’s syrdro7 z 
ney, reply of Liskow, Je, 
hysteria split asunder. Hyer, I. 


Igi 


manic-depression or acute sc 
ed). Farber, reply of White. 


megavitamin therapy for artı» ı 


ed). Moss, reply of Cal avg! 
mind-body dichotomy reified! 
Schoenberg, Oc, 1224-1226 


nocturnal penile tumescence a~ 1 


tence. Karacan, Fe, 191-i¥ 


of nonpatients in general cer 
sohn, Oc, 1163-1167 

organic brain syndromes, emp - 
ical review. Seltzer, Ja, 13-: | 

paranoid episodes in manic-de 1 
Fry, Au, 974-976 


prevalence of schizophrenia, 


modern diagnwstic criteria. Ia 
correction, Oc, 1250 
psychiatric disorders in lS 4 


1975-1976. Weissman, Ap. 
psychiatric, man or machine 17 


psychiatric, and urinary 3-me% ¢ 


nylglycol. Taube, Ja, 78-82 


rating scale for emotional dl. 1 
226-229 

retrospective, of hypomania 
treatment of episodic violen + 


report. Cutler, Je, 753 754 


sodium seconal and metnedri < 


(ltr to ed). Westermeyer. J‘. 
Sydenham’s chorea, case rer» 
lemma. Weissberg, My, 60 


tardive dyskinesia or not? {'ti ¢ 


of Asnis, Oc, 1248-1249 


transient situational disturbar: 


come. Looney, Je, 66!1)-663 


Diagnostic and Statistical Vii 3 


orders 


hysteria split asunder. Hyler I 


Dialysis see Hemodialysis 
Diazepam see also Benzodia, > 


Drugs 


intravenous, in treatment o* r 
acute dystonia and akathis | 


1233 


phenothiazines and night ters 1 
reply of McLeod, Jy, 869 


Diet 


another look at gluten in sch ” 


1417-1418 


crossover study of arti‘icial ¢ 
perkinetic child. Mattes. “1 
hyperkinesis and, replicate 1 


1559-1560 
Digitalis 


delirium, report of two case 


Discharge, Patient 


how many patients are “ne. 
to ed). Lewis, My, 620 


Disordered Recognition see [2 


Disulfiram 


CS, toxicity and (ltr to edi I. 


ey, My, 623-624 


L-Dopa 


-induced psychosis, kindlin. 
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Nin schizophrenic patients. 
Alpert, No, 1329-133 
sexual function and affect IMyparkinsonian men 
treated with. Brown, De, 1552-1555 
suppression of prolactin by dopamine agonists in 
schizophrenics and controls. Rotrosen, Au, 
949-951 
Dopamine Agonists 
mental fisturbances during bromocriptine and ler- 
gotrile treatment of Parkinson's disease. Serby, 
Oc, 1227-1229 
serum prolactin increased by exogenous and en- 
dogenous opiates, evidence for antidopamine 
and antipsychotic effects. Gold, No, 1415-1416 
suppression of prolactin by, in schizophrenics and 
control Kotrosen, Au, 949-95] 
on use of, in tardive dyskinesia (ltr to ed). Barnes, 
reply of Smith, Ja, 132-133 
Dopamine Receptors 
in pituitary and striatum, effect of haloperidol and 
apomorphine treatment on. Friend, Jy, 839-841 
Dosage 
individual, of nortriptyline, prediction of, Cooper, 
Mr, 333-335 
maximum, on guidelines for (Itr to ed). Shader, re- 
ply of Crane, Ap, 499,500 
Doubles see Subjective Doubles 


‘Doxepin HCI 


weight loss and concomitant change in plasma tri- 
cyclic levels. Jobson, Fe, 237-238 

Dreams 

levodopa-induced psychosis, kindling phenome- 
non. Moskovitz, Je, 669-675 

recurrent, as precipitant. Cavenar, Mr, 378-379 

Dream Theory 

activation-synthesis hypothesis of dreams, theo- 
retical note. LaBruzza, De, 1536-1538 

alternative view of neurobiology of dreaming. Vo- 
gel, De, 1531-1535 

neurobiology and dreams, further queries (litrs to 
ed). Grubbs; Charney; Walls, reply of McCar- 
ley, No, 1430-1434 

neurology and, queries (ltrs to ed). Nininger; Wex- 
ler; Naiman; Ginsburg; LaBruzza; Lomas; Hall, 
reply of McCarley, My, 613-618 

Dropouts see Patient Dropouts 

Drug Abuse, 

acetaminophen overdose. Silverman, Ja, 114-115 

animal-human correlates of narcotic dependence, 
brief review. Stimmel, Jy, 821-825 

cocaine hallucinations. Siegel, Mr, 309 

drug use by polysurgical patient. De Vaul, Je, 682- 
685 

grocery store high. Block, Ja, 126-127 

interactive effects of trihexyphenidyl and coffee 
(ltr to ed). Weinstock, reply of MacVicar, My, 
624-625 

marijuana use in schizophrenia, clear hazard. Tref- 
fert, Oc, 1213-1215 

methylphenidate-induced choreoathetosis. Extein, 
Fe, 252-253@ 

nutmeg abuse (ltr to ed). Dinakar, De, 1571 

popping and snorting volatile nitrites, current fad 
for getting hig. Gigell, Oc, 1216-1218 

prescription drug-induced organic brain syn- 
drome. Maruta, Mr, 376-377 

prescription drug-induced organic brain syndrome 
(itr to ed). Shen, Se, 1116-1117 

psychoanalytic observations on marijuana use. 
Wallace, Au, 990-991 

‘*spice cabinet” intoxication. Faguet, Jy, 860-861 

treating phencyclidine intoxication (ltr to ed). 

* Schaffer, Mr, 388 

Drug Interactions 

treatment of imipramine-resistant depression and 

. lithtum-refractory mania through. Meyers, No, 
1420-1421 
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Drug Side Effects see also Extrapyramidal Symp- 

toms; Tardive Dyskinesia 

ageression, paradoxical response to tricyclic anti- 
depressants. Rampling, Ja, 117-118 

cardiac effects of therapeutic plasma concentra- 
tions of Imipramine. Kantor, My, 534-538 

chlorpromazine-induced PIE syndrome. Shear, 
Ap, 492-493 

digitalis delirium, report of two cases. Shear, Ja, 
109-110 

disulfiram and CS, toxicity (ltr to ed). Fatman, re- 
ply of Rainey, My, 623-624 

factors influencing phenothiazine-induced ECG 
changes. Nasrallah, Ja, 118 

filicide during psychotropic-induced somnambu- 
lism, case report. Luchins, No, 1404-1405 

hyperthermia associated with chlorpromazine and 
full-sheet restraint. Greenland, Oc, 1234-1235 

improved psychological status of children under 
DDAVP therapy for central diabetes insipidus. 
Waggoner, Mr, 361-362 

inhibition of ejaculation by amitriptyline. Ninin- 
ger, Je, 750-751 

levodopa-induced psychosis, kindling phenome- 
non. Moskovitz, Je, 669-675 

neurobiological vulnerability to low-dose am- 
phetamine psychosis. Gold, De, 1546-1548 

marijuana use in schizophrenia, clear hazard. Tref- 
fert, Oc, 1213-1215 

mental disturbances during bromocriptine and ler- 
gotrile treatment of Parkinson's disease. Serby, 
Oc, 1227-1229 

more on lithium and asthma (itr to ed). Winig, Au, 
998 

neuroleptic-induced hypersensitivity psychosis. 
Chouinard, No, 1409-1410 

nonconfusional paranoid psychosis secondary to 
anticholinergics? (ltr to ed). Moore, reply of 
Klawans, De, 1574 

organic impairment in polydrug users, risk factors. 
Grant, Fe, 178-184 

phenelzine and delusions of parasitosis, case re- 
port. Liebowitz, De, 1565-1566 

phenelzine-induced psychosis. Sheehy, No. 1422- 
1423 

popping and snorting volatile nitrites, current fad 
for getting high. Sigell, Oc, 1216-1218 

positive side effects of lithium? (ltr to ed). Christ- 
odoulou, Oc, 1249 

possible positive “side effects” of lithium (itr to 
ed). Putnam, Mr, 388 

postprandial ECG (ltr to ed). Schiff, reply of Nas- 
rallah, Se, 1115-1116 

prescription drug-induced organic brain syn- 
drome. Maruta, Mr, 376-377 

prescription drug-induced organic brain syndrome 
{tr to ed). Shen, Se, 1116-1117 

psychotropic drugs, summer heat and humidity, 
and hyperpyrexia, danger restated. Mann, Se, 
1097-1100 

routine WBCs and agranulocytosis in children. 
Piggott, Au, 977-978 

sexual function and affect in parkinsonian men 
treated with L-dopa. Brown, De, 1552-1555 

side effects in neonate from psychotropic agents 
excreted through breast-feeding. Ananth, Jy, 
801-805 

speech blockage, therapeutic side effect? (itr to 
ed). Schnee, reply of Schatzberg, Oc, 1246 

speech blockage, tricyclic side effect. Schatzberg, 
My, 600-601 

speech blockage in young patients taking tricyclics 
(ltr to ed). Sholomskas, reply of Schatzberg, De, 
1572-1573 

treating tricyclic overdose with physostigmine (tr 
to ed). Ordiway, Se, 1114 

treatment for dry mouth in psychiatric patients. 
Fann, Fe, 251-252 

Drugs, Psychotropic see Psychotropic Drugs 

Dry Mouth 

treatment for, in psychiatric patients. Fann, Fe, 
251-252 
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Dualism, Psychic 

mind-body dichotomy reified, illustrative case, 
Schoenberg, Oc, 1224-1226 

Dystonia 

akathisia and, acute, neuroleptic-induced, intra- 
venous diazepam in treatment of. Gagrat, Oc, 
1232-1233 

disorder often misdiagnosed as conversion reac- 
tion. Lesser, Mr, 349-352 

laryngeal-pharyngeal, as possible cause of asphyx- 
ia with haloperidol treatment. Flaherty, No, 
1414-1415 


ECG 

phenothiazine-induced changes, factors influenc- 
ing. Nasrallah, Ja, 118-119 

postprandial (itr to ed). Schiff, reply of Nasrallah, 
Se, 1115-1116 

Eclecticism 

empiricism and, in psychiatry (ltr to ed). Kendler, 
reply of Yager, Ja, 131-132 

ECT 

author stands corrected (ltr to ed). Rice, reply of 
Salzman, Mr, 386 

bilateral and unilateral, effects on verbal and non- 
verbal memory. Squire, No, 1316-1320 

cerebral dominance and (itr to ed). Eastwood, Ap, 
510-S11 

for depressed patients with lupus erythematosus. 
Allen, Mr, 367-368 

-induced blood pressure elevations, sodium nitro- 
prusside treatment of. Ciraulo, Se, 1105-1106 

in metropolitan New York hospitals, survey of 
practice, 1975-1976. Asnis, Ap, 479-482 

post-ECT asterixis associated with primary hyper- 
parathyroidism. Dysken, Oc, 1237-1238 

in pregnancy (ltr to ed). Remick, Je, 761-762 

prolactin changes during. O’Dea, My, 609-611 

research, early (ltr to ed). Kalinowsky, Ja, 134 

single-blind study of, in patients with tardive dys- 
kinesia. Asnis, Oc, 1235-1237 

therapy, effects of, on tardive dyskinesia. Price, 
Au, 991-993 

tricyclic antidepressants and, intrapatient re- 
sponses to. Coryell, Se, 1108-1110 

tricyclics versus (itr to ed). Abrams, reply of Cole, 
Ap, 500-501 

Editorials 

changes on masthead of AJP. Braceland, Je, 720- 
721 

children of idle brain? Nemiah, De, 1530 

Editor's valedictory. Braceland, Je, 717-719 

lithium, developments in basic and clinical re- 
search. Lipton, Se, 1059-1061 

new year greetings and card of thanks. Braceland, 
Ja, 87 

Education Groups 

educational approach to short-term hospitalization 
(itr to ed). Blue, Oc, 1246-1247 

Education, Medical 

bent twig, psychiatry and. Klein, Mr, 320-324 

family practitioner as psychiatrist. Feldman, Je, 
728-731 

internship year, negative view. Halleck, Oc, 1202- 
1205; comment by Romano, 1206-1209 

medical school admission screening by psychia- 
trists (ltr to ed). Hansen, No, 1434 

medical-student spouse syndrome, grief reactions 
to clinical years. Robinson, Au, 972-974 

“nourishing concern’ for patients as people in {itr 
to ed). Benor, reply of Fink, Mr, 382-383 

physician’s knowledge of psychotropic drugs, pre- 
liminary results. Gottlieb, Ja, 29-32 

primary care/mental health training and service 
model. Adams, Ja, 121-123 

psychiatric consultation in HMO, model for edu- 
cation in primary care. Rittelmeyer, Se, 1089- 
1092 


> 


Am J Psychiatry 135:12, December 1978 v Si 


* æ 


psychiatric training for primary care obstetrician- 
gynecologist resident. Boekelheide, Se, 1087- 
1088 

what medical students should know about psychia- 
try, results of survey of rural general practition- 
ers. Callen, Fe, 243-244 


Education, Psychiatric see also Residency Records; 

Residents, Psychiatric 

adult psychiatnst in medical environment. Moore, 
Ap, 413-419 

consultation-liatson versus other psychiatry clerk- 
ships, comparison of learning outcomes and stu- 
dent reactions. Weddington, De, 1509-1512 

education and training of Asian foreign medical 
graduates in United States. Chen, Ap, 451-453 

geriatric psychiatry training for general psychiatric 
resident. Finkel, Ja, 101-103 

group therapy training in psychiatric residency 
programs, national survey. Pinney, De, 1505- 
1508 

internship year, negative view. Halleck, Oc, 1202- 
1205: comment by Romano, 1206-1209 

national survey of resident assessment methods. 
Procci, Jy, 845-847 

new mental health profession (ltr to ed). Zulver, 
Je, 758 

other views on women in psychiatric residency 
(ltrs to ed). Kessler: Gregory, reply of Barton, 
Se, IHHI-1112 

physician's knowledge of psychotropic drugs, pre- 
liminary results. Gottlieb, Ja, 29-32 

proper knowledge of psychotropic medications (Itr 
to ed). Pakes, Jy, 874 

psychiatric training for primary care obstetrician- 
pynecologist resident. Boekelheide, Se, 1087- 
1088 

psychiatry residents in milieu participatory de- 
mocracy, resident's view. Gersten, No, 1392- 
1395 

role of infant observation in child psychiatry train- 
ing. Greenman, Oc, 1174-1178 

supervision and professional development of psy- 
chiatric resident. Drucker, De, 1518-1519 

training of Asian and Asian-American psychia- 
trists and. Wong. De, 1525-1529 

training psychiatrists for working with blacks in 
basic residency programs. Bradshaw, De, 1520- 
1524 

transition to practice seminar. Borus, De, 1513- 
1516 

videotape recording of dynamic psychotherapy, 
supervisory tool or hindrance? Friedmann, No, 
1388-139] 

EEG 

sleep, application of, for differential diagnosis of 
affective disorders. Kupfer, Ja, 69-74 


Ejaculation 
inhibition of, by amitriptyline. Nininger, Je, 750- 
751 


Emergency Psychiatry 

are clinicians afraid to ask about violence (ltr to 
ed). Lion, Je, 757 

assaultive patient and, Skodol, Fe, 202-205 

assessment of depression, model for quality re- 
view of. Kass, Fe, 213-216 

decision to hospitalize. Feigelson, Mr, 354-357 

prediction research and emergency commitment of 
dangerous mentally ill patients, reconsideration. 
Monahan, Fe, 198-20! 

, Psychiatrists” familiarity with legal statutes gov- 
erning emergency involuntary hospitalization. 
Affleck, Fe, 205-209 

referrals from psychiatric emergency room, rela- 
tionship of compliance to demographic and in- 
terview variables. Jellinek, Fe, 209-213 

Emotional Blunting 

rating scale for. Abrams, Fe, 226-229 

Emotional Stress 

cardiovascular excitability and (ltr to ed). Hoehn- 
Saric, reply of Dimsdale, Se, 1116 


Endogenous Opiates, see Opiates, Endogenous 

B-Endorphin 

opiate receptor and morphine-like peptides in 
brain. Snyder, Je, 645-652 

Enkephalin 

opiate receptor and morphine-like peptides in 
brain. Snyder, Je, 645-652 

peptidergic influences, tip of iceberg? (ltr to ed). 
Kiely, reply of Snyder, No, 1435-1436 

Enuresis 

treatment with imipramine hydrochloride, 10-year 
follow-up study. Bindelglas, De, 1549-1552 

Epilepsy see also Seizures 

acute psychosis precipitated by withdrawal of anti- 
convulsant medication. Demers-Desrosiers, 
Au, 981-982 

false positives in differential diagnosis of confusion 
with amytal (ltr to ed). Ward, Jy, 869-870 

neurogenic and hysterical seizures in children and 
adolescents, differential diagnostic and thera- 
peutic considerations. Williams, Ja, 82-86 

organic contributors to intermetamorphosis syn- 
drome. Malliaras, Au, 985-987 

Ergotamine Tartrate 

therapeutic usefulness of, for narcolepsy (ltr to 
ed), Kaneko, Jy, 873-874 

Erhard Seminars Training 

observations on 67 patients who took. Simon, Je, 
686-69 | 

Erythrocyte/Plasma Ratio, Lithium 

as predictor of response. Flemenbaum, Mr, 336- 
338 

Ethies 

fraud and abuse in psychiatric practice. Towery, 
Ja, 92-94 

in military medicine {ltr to ed). Perlman, reply of 
Arthur, De, 1568-1569 

policy of APA Ethics Committee (itr to ed). Cole- 
man, reply of Moore, De, 1567-1568 

in practice of psychiatry, origins, functions, mod- 
els, and enforcement. Moore, Fe, 157-163 

Ethnic Groups see Minority Care; specific minority 

groups 

Evaluation, Psychiatric see Assessment, Psychiatric 

Exposure Therapy 

catharsis during prolonged exposure for snake 
phobia, agent of change? Hafner, Fe, 247-248 

Extended Family 

use of, in treatment of multiple personality. Beal, 
My, 539-542 

Extrapyramidal Symptoms see also Tardive Dyski- 

nesia 

in adolescents treated with high-potency antipsy- 
chotics. Chiles, Fe, 239-240 

catatonic dilemma. Brenner, Oc, 1242-1243 

comparison of incidence and severity of, with flu- 
phenazine enanthate and fiuphenazine deca- 
noate. Kane, De, 1539-1542 

drug-induced, psychological factors in susceptibil- 
ity to. Levinson, No, 1375-1376 

intravenous diazepam in treatment of neuroleptic- 
induced acute dystonia and akathisia. Gagrat, 
Oc, 1232-1233 

with lithium treatment. Kane, Jy, 851-853 

methylphenidate-induced choreoathetosis. Extein, 
Fe, 252-253 

oral-buccal dyskinesia symptoms associated with 
low-dose benzodiazepine treatment. Kaplan, 
De, 1558-1559 

withdrawal syndromes associated with antipsy- 
chotic drugs. Gardos, No, 1321-1324 

Eye Blink 

schizophrenia and, psychosis or tardive dyski- 
nesia? Stevens, Fe, 223-226 


False Memories of Familiarity 
organic contributors to intermetamorphosis syn- 
drome. Malliaras, Au, 985-987 


False Positives 
in differential diagnosis of cor 


(ltr to ed). Shevitz, reply o 
s 






Families 

children and, vulnerabilt 
parent assessment ig 
812-815 

hospitals and, 
De, 1496-1499 

military family syndrome l: 
1043 

sudden infant death syndrom . 
rection for change. Weinstc 1 
rection, Se, 1118 

Family Practice see Primary € 2 

Family Systems Theory 

military family syndrome |. 
1043 

use of extended family in t? 
personality. Beal, My, 539 $ 

Family Therapy "a 

child and spouse resident®’ 
McDanal, Fe, 256-257 

Fathers 

father-son incest, underrepor ¢ 
lem? Dixon, Jy, 835-838 

ideal father (ltr to ed). Sunne 1 

more on neglected problem iE 
1438 

natural history of male psyc « 
correlates of a eee ra 
hood. Vaillant, Je, 653-654 

sex role identification (ltr to e] 
of Krueger, No, 1426-1427 

symptom passing in transves ' 
sons. Krueger, Je, 739-742 

Federal Employees Health Be « 

utilization and cost of mente 
1973. Hustead, Mr, 315-31? 

Filicide 

during psychotropic-induced s 
report. Luchins, No, 140-4 | 

Financial Support 

supplemental security incat 
Lamb, Oc, 1221-1224 

First-Rank Symptoms 

‘‘inner-outer confusion’ oru ~ 
ence? (ltr to ed). Kerner, «2 
383-384 

in postacute schizophrenic. . 
verstein, De, 1481-1486 

Flight Phobia see Phobias 

Fluphenazine 

comparison of incidence ur i 
pyramidal side effects wit 
thate and fluphenazine dic 
1539-1542 

controlled study of penfiur i 
chronic schizophrenia. Ja ı 

Follow-up Studies 

automated treatment for flu r 
follow-up. Denholtz, No, 3 

coping styles of 34 adolescert 
sy. Minde, No, 1344 1349 

first-rank symptoms in post. 
Silverstein, De, 1481 1484 

enuresis treatment with imip- 2 


10-year follow-up study. 14 _? 


1552 

personality and prediction of ¢ 
depression. Weissman, Jy ` 

signs and symptoms as predi .” 
port from International P < 
phrenia. Carpenter, Au. 9- (. 

Food Colorings 

artificial, in hyperkinetic chil. . 
Mattes, Au, 987-988 

hyperkinesis and diet. rep! > 
De, 1559-1560 

Food and Drug Administrati: 1 
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d proposal for action. Dorsey, Se, 1049-1056; 
cofment by Schmidt, 1057-1058 


Rorensic Psychiatry 

on assessing violence and da 
patients (Itrs to ed). Rankin; 
Sosowsky, Jy, 866-867 

crime and violence among mental patients recon- 
sidered in view of new legal relationship be- 

tween state and mentally ill. Sosowsky, Ja, 33- 

42 ° 

different experience with pretrial evaluations (ltr 
to ed). Hartman, Je, 757 

involuntary hospitalization laws as predictive laws 
(Itr to ed). Pinta, Au, 995 

pretrial commitment (ltrs to ed). Saran; Goldman, 
Jy, 872-873 

process qf criminal commitment for pretrial psy- 
chiatric examinatign, evaluation. Geller, Ja, 53- 
60; comment by Stone, 61-63 

psychiatrists’ familiarity with legal statutes gov- 
erning emergency involuntary hospitalization. 
Affleck, Fe, 205-209 

reply to comment (ltr to ed). Geller, Fe, 256 

Son of Sam, implications for psychiatry (ltr to ed). 
Hoaken, Ja, 131 

Fraud 

abuse and, in psychiatric practice. Towery, Ja, 92- 
94 

Freud 

activation-synthesis hypothesis of dreams, theo- 
retical note. LaBruzza, De, 1536-1538 

alternative view of neurobiology of dreaming. Vo- 
gel, De, 1531-1535 

dream theory and neurology, queries (Itrs to ed). 
Nininger; Wexler; Naiman; Ginsburg; LaBruz- 
za; Lomas; Hall, reply of McCarley, My, 613- 
618 

neurobiology and dreams, further queries (ltrs to 
ed). Grubbs; Charney; Walls, reply of 
McCarley, No, 1430-1434 


ousness in mental 
uinsey, reply of 


GABA Agonists 

muscimol, GABA agonist therapy in schizophre- 
nia. Tamminga, Je, 746-747 

Gaits, Abnormal 

in tardive dyskinesia (ltr to ed). Simpson, Jy, 865 

Gastrointestinal Complications 

tardive dyskinesia as life-threatening 
Casey, Ap, 486-488 

General Practice see Primary Care 

Generic vs Brand-Name Drugs see Bicequivalence 

Genetic Counseling 

for psychiatric patients and their families. Tsuang, 
De, 1465-1475 

Genetic Disease 

psychosocial aspects of Tay-Sachs screening clin- 
ic. Schneiderman, Se, 1101-1102 

Genetic Factog in Mental Illness 

evidence for genetic inheritance of primary af- 
fective disorder in adoptees. Cadoret, Ap, 463- 
466 ee 

manic-depressive illness associated with Klinefel- 
ter’s symdrome and essential tremors (ltr to ed). 
Lesage, Je, 757-758 

Geriatric Psychiatry 

Capgras syndrome in old age (ltrs to ed). Grana- 
cher; Schlesinger, reply of Weiner, Je, 758-759 

chronic brain disease, overview. Wells, Je, 1-12 

myth of pseudodementia, depression and aging 

- brain. Shraberg, My, 601-603 

psychiatric house call. Gurian, My, 592-593 

thoughts on aging. Butler, Jy Supp, 14-16 

«training, for general psychiatric resident. Finkel, 


Ja, 101-103 


illness. 
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Gilles de la Tourette’s Syndrome 

comparison of pimozide and haloperidol in treat- 
ment of. Ross, My, 585-587 

tardive dyskinesia, psychosis, and, in adolescent. 
Caine, Fe, 241-243 

Gluten 

in schizophrenia, another look at. Rice, No, 1417- 
1418 

Grief see also Anniversary Reaction 

differentiating mourning, bereavement, and (ltr to 
ed). Graves, reply of Greenblatt, Jy, 874-875 

differentiating narcolepsy (ltr to ed). Rockwell, re- 
ply of Shapiro, Mr, 387 

grieving spouse. Greenblatt, Ja, 43-47 

reactions to clinical years, medical-student spouse 
syndrome. Robinson, Au, 972-974 

Group Therapy 

group psychotherapy dropout phenomenon re- 
visited. Lothstein, De, 1492-1495 

“relief effect,” sociobiological model for neurotic 
distress and large-group therapy. Galanter, My, 
588-591 

training in psychiatric residency programs, nation- 
al survey. Pinney, De, 1505-1508 


H 


Hallucinations 

cocaine. Siegel, Mr, 309 

levodopa-induced psychosis, kindling phenome- 
non. Moskovitz, Je, 669-675 

nonconfusional paranoid psychosis secondary to 
anticholinergics? (ltr to ed). Moore, reply of 
Klawans, De, 1574 

Haloperidol 

apomorphine and, treatment, effect of, on dopa- 
mine receptors in pituitary and striatum. Friend, 
Jy, 839-841 

comparison of pimozide and, in treatment of Gilles 
de la Tourette’s syndrome. Ross, My, 585-587 

safe use of, in patient with cardiac dysrhythmia (ltr 
to ed). Cameron, Oc, 1244 

thyroid storm and. Hoffman, Ap, 484- 486; correc- 
tion, Je, 762 

treatment, for delirium, question on (itr to ed). 
Cutler, reply of Moore, Jy, 871-872 

treatment, laryngeal-pharyngeal dystonia as pos- 
sible cause of asphyxia with. Flaherty, No, 
1414-1415 

Handedness 

cerebral dominance and ECT (Itr to ed). East- 
wood, Ap, 510-511 

Health Maintenance Organizations 

evolution of psychiatric services in. Bittker, Mr, 
339-342 

external provision of health maintenance organiza- 
tion mental health services. Muller, Je, 735-738 

mental health services in (Itr to ed). Bennett, reply 
of Muller, Oc, 1249-1250 

psychiatric consultation in, model for education in 
primary care. Rittelmeyer, Se, 1089-1092 

Hearst Trial 

confidentiality of residency records, two re- 
sponses (ltrs to ed). Sheehy: Kessenick, reply of 
Terr, Ap, 502-506 

Heat 

summer, humidity and, psychotropic drugs, hy- 
perpyrexia, and, danger restated. Mann, Se, 
1097-1100 

Hematologic Changes see also Leukopenia 

in anorexia nervosa. Rieger, Au, 984-985 

Hemispheric Specialization see Cerebral Lateral- 

ization 

Hemodialysis 

dangers of indirect data (Itr to ed). Van den Berg, 
reply of Snyder, De, 1589-1570 

effect of, on schizophrenia, survey of patients with 
renal failure. Port, Je, 743-744 

patients, children of and selection of setting. 
Evans, Mr, 343-345 
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selection criteria for dialysis and renal transplant. 
Rabinowitz, Jy, 861-863 

Heroin see Opiate Dependence 

History : 

another historical note (Itr to ed). Halpern, reply of 
Monahan, My, 618-619 

psychiatrist and. Musto, Jy Supp, 22-26 

reflections on military psychiatry. Arthur, Jy 
Supp, 2-7 

trends in American mental health. Redlich, Ja, 22- 
28; discussion by Brody, 28 

HMC 

treatment recalled (ltr to ed). Westermeyer, Jy, 
868-869 

Home Movies 

of prepsychotic and normal infants, blind ratings 
of mother-infant interaction in. Massie, No, 
1371-1374 

Homosexuality 

father-son incest, underreported psychiatric prob- 
lem? Dixon, Jy, 835-838 

more on neglected problem (Itr to ed). Esman, No, 
1438 

pseudohomosexuality in male patients with hys- 
terical psychosis, preliminary report. Miller, Ja, 
112-113 

sexual identity of 37 children raised by homosexu- 
al or transsexual parents. Green, Je, 692-697 

testosterone levels and women’s sexual preference 
(ltr to ed). Gartrell, De, 1574 

Hormones 

clinical and neuroendocrine correlates of elevated 
platelet MAO activity (ltr to ed). De la Fuente, 
Au, 994 

testosterone levels and women's sexual preference 
(ltr to ed). Gartrell, De, 1574 

Hospitalization see also Seciusion 

decision to hospitalize. Feigelson, Mr, 354-357 

highlighting need for alternatives to (ltr to ed). 
Solomon, reply of Slaughter, Mr, 386-387 

how many patients are ‘“‘nondischargeable’’? (ltr 
to ed). Lewis, My, 620 

patients’ views of placement facilities, participant- 
observer study. Christenfeld, Mr, 329-332 

psychiatric, of children, developmental issues in. 
Berlin, Se, 1044-1048 

transfer of chronically ill? (ltr to ed). Har-Esh, Ap, 
499 

Hospitalization, Brief 

brief versus standard hospitalization, differential 
costs. Endicott, Je, 707-712 

educational approach to (ltr to ed). Blue, Oc, 
1246-1247 

Hospitalization, Involuntary see Commitment 

Hospitalization, Partial 

another reason for underutilization of? (ltr to ed). 
Tishler, reply of Fink, No, 1428-1429 

brief versus standard hospitalization, differential 
costs. Endicott, Je, 707-712 

day hospital treatment of borderline patients, clini- 
cal perspective. Pildis, My, 594-596 

paradoxical underutilization of. Fink, Je, 713-716 

Hospitalization, Pretrial see Commitment 

Hospitals 

families and, collusion or cooperation? Harbin, 
De, 1496-1499 

marketplace model of consultation psychiatry in 
general hospital. Guggenheim, No, 1380-1383 

Hospitals, Children’s 

children’s psychiatric hospital unit in community, 
I. concept and development. Blinder, Jy, 848- 
851 s 

developmental issues in psychiatric hospitalization 
of children. Berlin, Se, 1044-1048 

Hospitals, Private Psychiatric 

“excellence is their watchword. Gibson, Jy 
Supp, 17-21 

Hospitals, Use of ECT in 

ECT in metropolitan New York hospitals, survey 
of practice, 1975-1976. Asnis, Ap, 479-482 

House Calls ` 

psychiatric. Gurian, My, 592-593 
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Humanistic Approach 

“nourishing concern’’ for patients as people in 
medical education (Itr to ed). Benor, reply of 
Fink, Mr, 382-383 

Huntington’s Disease 

sodium valproate in. Symington, Mr, 352-354 

Hyperkinesis 

crossover study of artificial food colorings in hy- 
perkinetic child. Mattes, Au, 987-988 

diet and, replication study. Levy, De, 1559-1560 

hyperkinetic/aggressive boys tn treatment, predic- 
tors of clinical response to methylphenidate. Lo- 
ney, De, 1487-1491 

Hyperparathyroidism 

pnmary, post-ECT asterixis associated with. Dys- 
ken, Oc, 1237-1238 

Hyperpyrexia see Hyperthermia 

Hypersensitivity Psychosis 

neuroleptic-induced. Chouinard, No, 1409-1410 

Hypertension 

severe, treated successfully by marital psycho- 
therapy. Summers, Au, 989-990 

sodium nitroprusside treatment of ECT-induced 
blood pressure elevations. Ciraulo, Se, 1105- 
1106 

Hyperthermia 

associated with chlorpromazine and full-sheet re- 
straint. Greenland, Oc, 1234~1235 

psychotropic drugs, summer heat and humidity, 
and hyperpyrexia, danger restated. Mann, Se, 
1097-1100 

Hypnosis 

related clinical behavior and. Frankel, Je, 664-668 

Hypnotics see Sodium Amylobarbitone 

Hypochondriasis 

phantom bite syndrome. Marbach, Ap, 476-479 

two cases of delusions of worm infestation. Mun- 
ro, Fe, 234-235 

Hysteria 

ABO blood types and. Rinieris, Se, 1106-1107 

Briquet’s syndrome and (ltr to ed). Slavney, reply 
of Liskow, Je, 759-760 

neurogenic and hysterial seizures in children and 
adolescents, differential diagnostic and thera- 
peutic considerations. Williams, Ja, 82-86 

pseudohomosexuality in male patients with hys- 
terical psychosis, preliminary report. Miller, Ja, 
112-113 

split asunder. Hyler, De, 1500-1504 


Ictal Psychosis 

false positives in differential diagnosis of confusion 
with amytal (Itr to ed). Shevitz, reply of Ward, 
Jy. 869-870 

Imipramine see also Psychotropic Drugs; Tricyclic 

Antidepressants 

antidepressant response. prediction of, by one-day 
d-amphetamine trial. Van Kammen, Oc, 1179- 
1184 

cardiac effects of therapeutic plasma concentra- 
tions of. Kantor, My, 534-538 

hydrochloride, enuresis treatment with, 10-year 
follow-up study with. Bindelglas, De, 1549-1552 

oral dyskinesia or myoclonus? (ltr to ed). Mos- 
kovitz, reply of Ramsey, My, 622-623 

prophylactic effect of lithium and, in unipolar and 
bipolar I] patients, preliminary report. Quitkin, 
My, 570-572 

-resistant depression and lithium-refractory mania, 
treatment of, through drug interactions. Meyers, 
No, 1420-1421 

response in deluded depressive patients. Quitkin, 
Jy, 806-811 

Impotence 

diabetic, nocturnal tumescence and diagnosis in. 
Karacan, Fe, 191-197 


Incest | 
father-son, underreported psychiatric problem? 
Dixon, Jy, 835-838 . 


more on neglected problem {itr to ed). Esman, No, 
1438 

Indirect Data 

dangers of (Itr to ed). Van den Berg, reply of Sny- 
der, De, 1569-1570 

Infants 

prepsychotic and normal, home movies of, blind 
ratings of mother-infant interaction in. Massie, 
No, 1371-1374 

role of infant observation in child psychiatry train- 
ing. Greenman, Oc, 1174-1178 

side effects in neonate from psychotropic agents 
excreted through breast-feeding. Ananth, Jy, 
801-805 

some determinants of maternal attachment. Peter- 
son, Oc, 1168-1173 

sudden infant death syndrome, impact on families 
and direction for change. Weinstein, Jy, 831- 
834; correction, Se, 1118 

Inner-Outer Confusion 

or disorder of self-experience? (Itr to ed). Kerner, 
reply of Melges, Mr, 383-384 

Insurance 

CHAMPUS coverage (itr to ed). Solomon, Ap, 
509-510 

CHAMPUS payment limitations (ltr to ed). Hau- 
ser, reply of Solomon, Oc, 1247 

clinics, private practice, and national health insur- 
ance (ltr to ed). Upton, reply of Langsley, De, 
1574-1575 

fraud and abuse in psychiatric practice. Towery, 
Ja, 92-94 

psychiatry and fiscal third party. Chodoff, Oc, 
1141-1147 

third-party payers, to pay or not to pay. Sharf- 
stein, Oc, 1185-1188 

utilization and cost of mental illness coverage in 
Federal Employees Health Benefits Program, 
1973. Hustead, Mr, 315-319 

Intermetamorphosis Syndrome 

organic contributors to. Malliaras, Au, 985-987 

International Pilot Study of Schizophrenia 

signs and symptoms as predictors of outcome, re- 
port from. Carpenter, Au, 940-945 

Internship see Education, Medical 

Intracranial Disease see Brain 

IQ 

low, failure to detect, in psychiatric assessment. 
Gift, Mr, 345-349 


Job-Related Stress see Work Stress 
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Kindling, Dopaminergic 

levodopa-induced psychosis, kindling phenome- 
non. Moskovitz, Je, 669-675 

Klinefelter’s Syndrome 

bipolar affective illness and, case report. Caroff, 
Je, 748-749 

essential tremors and, manic-depressive illness as- 
sociated with. Lesage, Je, 757-758 
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Lateralization, Cerebral see Cerebral Lateralization 

Learned Helplessness 

value of, in understanding depression (ltr to ed). 
Grant, My, 625 

Learning Disability 

catecholamine metaboljtes in nonhyperactive boys 
with arithmetic learning disability, pilot study, 
Shekim, Ap, 490-491 

Learning Theory 

experimental participatory experiences in learn- 
ing-teaching process. Cohen; Ja, 103-106 


Legal Issues see Forensic Psyc i + 
Legislation - 





process of criminal commitm y » Pte 
chiatric examination, evajalf t acl Ja. 
60: comment by Stone] ^ 

Lergotrile 

bromocriptine apy 7 lin n's 


ease, mental disturbsncexs t r Sto. 
1227-1229 
Leukocyte Count see White Bn tf. °C: nt. 


Leukopenia 

treatment of, with hHthit m ec. . at: Le 
report. Yassa, No, 1423 1-3 

Liaison Psychiatry see Comsvic 1 “stc atr 

Life Cycle 

mid-adult development an ~‘ MA 


Stein, Je, 676-681 
Life Expectancy 
mortality of patients with tari \ 
ta, Mr, 371-372 o 
Life-Threatening Illness «£ 
tardive dyskinesia as. Casey . Sti 
Lithium 
antagonism of cocaine highsis roso Jy 
857 
asthma and, more on (lirtoe. # ap. cus 
bitter pill? (itr to ed). Cutler § 15 
carbonate, slow-release fœ * te, al 
of. Cooper, Au, 917-922 
carbonate, tardive dyshiges: 
man, Oc, 1229-1230 


carbonate, treatment of leuk» “o wio pre 
nary report. Yassa, No. i 2.7% 

cinchonism in patient ‘or wc ol‘ our wes 
scribed (ltr to ed}. Ruthh: : KUS 

developments in basic ande r olrgzse. zh 
Lipton, Se, 1059-106! 

erythrocyte/plasma ratio us} roc. 0 esp 
Flemenbaum, Mr, 336 33: 

-induced nephrogenic diat > wip US 
sistent (ltr toed). Pree, (z3 2° 12, 

ion, erythrocyte concentrat : o alir ale | 
lates and mechanisms o c* J] ze $ 


1065-1069: correction, Ni M 
medical information card fo : arst np 
ed). Hanson, No, 1438 123? 
plasma 3-methoxy-4-hvdrox po 7 ous 


ic psychosis. Halaris, ir - ae 

plasma, RBC/, ratio, medi * © omm am 
(itr to ed). Tyrer, reply ò f cen cum 
999-1000 

positive side effects of Utr o a Cho ode a 
Oc, 1249 

possible positive ‘“‘side effe.: 3 tr ed °? 


nam, Mr, 388 
prediction of antidepressar 
nelly, My, 552-556 
prophylactic effect of impar 2 wd. sun oo 


pense to X 


and bipolar II patients, pi | “ayre orm, 
kin, My, 570-572 

pump, clinical correlutes « L> @7 3e, 
1064 

-refractory mania, treutmer T5 ng 
tant depression and, thn CLA afes ust 
Meyers, No, 1420-1421] 

retrospective diagnosis o Ft ofin. fo 
successful treatment of c> Jeva nte 
case report. Cutler. Je. ~ 3 

tardive dyskinesia ard ph Lethe: ay 
ed). Rosenbaum, Ap, Si 

transport, heritable disorde r ery® rog 5 
subpopulation of mame-¢* s ivep iem 4 
trow, Se, 1070-1078 

treatment, extrapyramidal. c fects: ith at 


Jy, 851-853 

in treatment of periodic ©: yora oe” 
Wald, Je, 751-752 

usefulness of, for aggresssar o © te d ` 
Se, 1118 

Loss, Maternal 

loss of your mother is mon i 
Reite, Mr, 370-371 
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another case of (ltr to ed)Wlackson, Ja, 134-135 
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Maladaptation see Sociobiology 

Manic-Depression see Affective Disorders 

MAO see Monoamine Oxidase 

Mariju&na 

use, psychoanalytic observations on. Wallace, Au, 
990-991 

use in schizophrenia, clear hazard. Treffert, Oc, 
1213-1215 

Marriage see also Spouse Abuse 

fatherhood and, successful, correlates of, natural 
history gf male psychological health, VI. Vail- 
lant, Je, 653-659 , 

on light side and bright side (Itrs to ed). Guttmach- 
er; Zwerdling, Ja, 129 

‘making it up’’ to women? (ltr to ed). Reinhart, 
reply of Eisenberg, Ap, 510 

medical-student spouse syndrome, grief reactions 
to clinical years. Robinson, Au, 972-974 

more kudos for “The Successful Professional 
Woman .. .”’ {ltrs to ed). Insolio; Sher, Fe, 257 

severe hypertension treated successfully by mari- 
tal psychotherapy. Summers, Au, 989-990 

viability, rapid recent memory test and rapid eval- 
uation of (Itr to ed}. Prasser, My, 624 

wedded bliss between professionals? (Itr to ed). 
Roberts, Oc, 1244-1245 

Mastectomy 

psychosocial aspects of, I. woman’s perspective. 
Jamison, Ap, 432-436 

psychosocial aspects of, Il. man’s perspective. 
Wellisch, My, 543-546 

Master in Mental Health Degree 

new mental health profession (itr to ed). Zulver, 
Je, 758 

Maternal Attachment see Mothers 

Media 

Son of Sam, implications for psychiatry (tr to ed). 
Durst, Ja, 131 

Medical Environment 

adult psychiatrist in. Moore, Ap, 413-419 

Medical Model 

cause and effect and (ltr to ed). Huessy, Au, 1004 

narrow outlook? (ltr to ed). Seitelman, reply of 
Othmer, My, 627-628 

revisited, illusion of simplicity. Weiner, Jy Supp, 
27-33 

subjective or objective analysis of patients (ltr to 
ed). Kal, reply of Casey, No, 1427-1428 

which, for psychiatry? (ltrs to ed). Sidley; Nuss- 
baum; Kleinman; Silverglat; Kadis, reply of 
Othmer, Ap, 485-498 

Medical Students see Education, Medical 

Medication Compliance see Patient Compliance 

Meditation 

as adjunct to medical and psychiatric treatment. 
Gersten, My, 598-599 

Megavitamin Wherapy see Vitamin Be 

Memory 

effects of smoking on free recall and organization, 
Houston, Fe, 226-222 

recent, test, rapid, and rapid evaluation of mar- 
riage viability (ltr to ed). Prasser, My, 624 

verbal and nonverbal, effects on, bilateral and uni- 
lateral ECT. Squire, No, 1316-1320 

Men see also Fathers 

cross-seX supervision for cross-sex therapy. 
Alonso, Au, 928-931 

natural history of male psychological health, VL 

* correlates of successful marriage and father- 

“hood. Vaillant, Je, 653-659 

parkinsonian, treated with L-dopa, sexual function 

. and affect in. Brown, De, 1552-1555 

pseudohomosexuality in male patients with hys- 


terical psychosis, preliminary report. Miller, Ja, 
112-113 

psychosocial aspects of mastectomy, IH. man’s 
perspective. Wellisch, My, 543~546 

sex role identification (ltr to ed). Kasantikul, reply 
of Krueger, No, 1426-1427 

symptom passing in transvestite father and three 
sons. Krueger, Je, 739-742 

women and, comparison of depression and phys- 
ical illness in. Selzer, No, 1368-1370 

Menstrual Discomfort see also Amenorrhea 

positive side effects of lithium? (ltr to ed). Chris- 
todoulou, Oc, 1249 

Mental Health Delivery see Delivery, Mental Health 

Mental Health Profession 

new mental health profession (itr to ed). Zulver, 
Je, 758 

Mental Iliness Coverage see Insurance 

Mental Illness, Dimensions of 

time and space (ltr to ed). Huessy, Fe, 257-258 

Mental Patients see Patients, Former Mental 

Mercury Poisoning 

whole blood mercury levels in mental hospital pa- 
tients. Gowdy, Ja, 115-117 

Methadone 

in schizophrenic rage, case study. Berken, Fe, 
248-249 

Methedrine 

sodium seconal and, for mute patients (ltr to ed). 
Westermeyer, Jy, 867-868 

Methodology 

on assessing usefulness of PANESS {itr to ed). 
Broman, reply of Camp, Se, [114-1115 

concurrent validity of DACL questioned (tr to 
ed). Gruenberg, reply of Christenfeld, No, 1436- 
1437 

conventional wisdom as approach to alcoholism 
(ltr to ed). Pattison, Au, 994-995 

dangers of indirect data (ltr to ed). Van den Berg, 
reply of Snyder, De, 1569-1570 

diagnosis of nonpatients in general community. 
Mendelsohn, Oc, 1163-1167 

editorial double standards? {ltr to ed). Taylor, De, 
1572 

megavitamin therapy for autistic children (itr to 
ed). Moss, reply of Callaway, No, 1425-1426 

research {itr to ed). Wolpe, reply of Arieti, Au, 
998-999 

research on attitudes toward mentally ill (ltr to ed). 
Morse, reply of Lagos, No, 1435 

research, methodology in (Itr to ed). Taylor, reply 
of Arieti, Ja, 129-130 

tardive dyskinesia or not? (Itr to ed). Mattes, reply 
of Asnis, Oc, 1248-1249 

3-Methoxy-4-hydroxyphenylglycol 

plasma, in manic psychosis. Halaris, Ap, 493-494 

urinary, and psychiatric diagnosis. Taube, Ja, 78- 
82 


Methylphenidate 

hyperkinetic/aggressive boys in treatment, predic- 
tors of clinical response to. Loney, De, 1487- 
149] 

-induced choreoathetosis. Extein, Fe, 252-253 

MIF-I see Prolyl-leucyl-glycinamide 

Milieu Participatory Democracy 

psychiatry residents in, resident's view. Gersten, 
No, 1392-1395 

Military Psychiatry 

ethics in military medicine (ltr to ed). Perlman, re- 
ply of Arthur, De, 1568-1569 

military family syndrome. LaGrone, Se, 1040- 
1043 

reflections on. Arthur, Jy Supp, 2-7 

Mind-Body Dichotomy 

reified, illustrative case. Schoenberg, Oc, 1224- 
1226 

Minimal Brain Dysfunction 

adult, schizophrenia and, “case report. Huey, De, 
1563-1565 

catecholamine metabolites in nonhyperactive boys 
with arithmetic learning disability, pilot study. 
Shekim, Ap, 490-491 
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violent dyscontrol responsive to d-amphetamine. 
Richmond, Mr, 365-366 

Minority Care see also Asian-American Psychiatry; 

Blacks 

primary care/mental health training and service * 
model. Adams, Ja, 121-123 

Mitral Valve Prolapse Syndrome see Cardiovascu- 

lar System 

Monoamine Oxidase 

activity, CSF amine metabolites, and drug-free im- 
provement in schizophrenia. Van Kammen, My, 
567-569 

activity, reduced, in platelets and lymphocytes of 
chronic schizophrenics. Sullivan, My, 597-598 

human platelet, in drug-free and medicated schizo- 
phrenic patients. Friedhof, Au, 952-955 

platelet, activity, elevated, clinical and neuroendo- 
crine correlates of (itr to ed). De la Fuente, Au, 
994 

platelet activity, elevated, in schizophrenia-related 
depressive disorders. Schildkraut, Ja, 110-112 

platelet, in chronic schizophrenic patients. Berger, 
Ja, 95-99 

platelet, evidence for endogenous inhibitor of, in 
chronic schizophrenia. Berrettini, My, 605-607; 
correction, Je, 762 

platelet, inhibition following tricyclic antidepres- 
sant therapy. Davidson, My, 603-605 

Monoamine Oxidase Inhibitors 

acetylation phenotype, platelet monoamine oxi- 
dase inhibition, and effectiveness of phenelzine 
in depression. Davidson, Ap, 467-469 

inhibition of platelet monoamine oxidase in de- 
pressed subjects treated with phenelzine. David- 
son, Ap, 470-472 

Mononucleosis 

infectious, psychiatric and neurologic sequelae of. 
Hendler, Jy, 842-844 

Monosymptomatic Hypochondriacal Psychosis see 

Hypochondriasis 

Morphine-Like Peptides see Peptides 

Mortality 

of patients with tardive dyskinesia. Mehta, Mr, 
371-372 

Mothers 

blind ratings of mother-infant interaction in home 
movies of prepsychotic and norma! infants. 
Massie, No, 1371-1374 

filicide during psychotropic-induced somnambu- 
lism, case report. Luchins, No, 1404-1405 

loss of your mother is more than loss of a mother. 
Reite, Mr, 370-371 

side effects in neonate from psychotropic agents 
excreted through breast-feeding. Ananth, Jy, 
801-805 

some determinants of maternal attachment. Peter- 
son, Oc, 1168-1173 

Motivation, Lack of 

unmotivated patient syndrome, survey of thera- 
peutic interventions. Nir, Ap, 442-447 

Mourning see Grief 

Multiple Personality 

use of extended family in treatment of. Beal, My, 
539-542 

Munchausen Syndrome 

anticholinergic delirium in case of. Hollender, No, 
1407-1409 

Muscimol 

GABA agonist therapy in schizophrenia. Tam- 
minga, Je, 746-747 

Muteness 

sodium seconal and methedrine for mute patients® 
(tr to ed). Westermeyer, Jy, 867-868 

Myoclonus 

oral dyskinesia or? (itr to ed). Moskovitz, reply of 
Ramsey, My, 622-623 


N 
Naloxone 
Opiate receptor and morphine-like peptides in 
brain. Snyder, Je, 645-652 y 
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Naltrexone 
possible withdrawal from endogenous opiates in 
schizophrenics. Gitlin, Mr, 377-378 
, Narcolepsy 
differentiating (itr to ed}. Rockwell, reply of Sha- 
piro, Mr, 387 
therapeutic usefulness of ergotamine tartrate for 
(itr to ed). Kaneko, Jy, 873-874 
Narcotic Dependence see Drug Abuse 
Neonates see Infants 
Neurobiological Vulnerability 
to low-dose amphetamine psychosis. Gold, De, 
1546-1548 
Neuroleptics see Antipsychotic Agents 
Neurology 
activation-synthesis hypothesis of dreams, theo- 
retical note. LaBruzza, De, 1536-1538 
alternative view of neurobiology of dreaming. Vo- 
gel, De, 1531-1535 
dream theory and, queries (ltrs to ed). Nininger: 
Wexler: Natman: Ginsburg: LaBruzza: Lomas: 
Hall. reply of McCarley, My, 613-618 
neurobiology and dreams, further queries (ltrs to 
ed). Grubbs, Charney: Walls, reply of 
McCarley, No, 1430-1434 
Neuropsychological Impairment 
organic impairment in polydrug users, risk factors. 
Grant, Fe. 178-184 
psychiatric and neurologic sequelae of infectious 
mononucleosis. Hendler. Jy, 842-844 
Neuroreceptors 
adrenergic receptor sensitivity and depressive ill- 
ness {ltr to ed), Maany, reply of Friedman. Au, 
1002- 1003 
does receptor supersensitivity accompany depres- 
sive illness? Friedman, Ja, 107-199 
Neurosis 
combat. in inner-city schools. Bloch, Oc, 1189- 
1192 
maladaptation in prehistory (ltr to ed). Sloman, re- 
ply of Galanter, No, 1429-1430 
“relief effect,” sociobiological model for neurotic 
distress and large-group therapy. Galanter, My, 
S88-59] 
Neurotransmitters 
antipsychotic drugs, schizophrenia, and. Carlsson, 
Fe, 164-173 
Nitrites, Volatile 
popping and snorting, current fad for getting high. 
Sigell, Oc, 1216-1218 
Nitrous Oxide 
grocery store high. Block, Ja, 126-127 
Nomenclature, Psychiatric 
borderline diagnoses. Rich, No, 1399-1401 
classification of cyclothymic disorder (ltr to ed). 
Anderson, Ap, 506 
defining '*schizophreniform psychoses” (ltr to ed). 
Langfeldt, Jy, 868 
diagnosis of nonpatients in general community. 
Mendelsohn, Oc, 1163-1167 
hysteria split asunder. Hyler, De, 1500-1504 
new method of classification for psycho- 
physiologic disorders. Looney, Mr, 304-308 
tardive dyskinesia or not? (itr to ed). Mattes, reply 
of Asnis, Oc, 1248-1249 
using phylogenetic mechanisms in classification 
(itr to ed}. Jonas, Oc, 1250 
Nonpatients 
diagnosis of, in general community. Mendelsohn, 
Oc, 1163-1167 
‘psychiatric disorders in US urban community, 
1975-1976. Weissman, Ap, 459-462 
Norepinephrine see also 3-Methoxy-4-hydroxy- 
phenylglycal 
cerebrospinal fluid, in affective illness. Post, Au, 
907-912 
does receptor supersensitivity accompany depres- 
sive illness? Friedman, Ja, 107-109 
Nortriptyline 
prediction of individual dosage of. Cooper. Mr, 
333-335 


Novel Symptom Emergence 

after behavior therapy in case of hypodermic injec- 
tion phobia. Hsü, Fe, 238-239 

Nutmeg 

abuse {ltr to ed). Dinakar, De, 1571 

“spice cabinet” intoxication. Faguet, Jy, 860-86] 
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Obesity 
amitriptyline-induced, in anorexia nervosa, case 
report. Kendler, Se, 1107-1108 
psychoanalysis and. Rand, My, 547~551: correc- 
tion, Se, 1118 
psychological treatment of, with phentermine res- 
in as adjunct. Roberts, Au, 936-939 
Obituaries 
Donald Wilson Hastings, 1910-1977. Hausman, 
Ja, 128 
M. Ralph Kaufman, 1900-1977. Kolb, Mr, 380 
Object Relations 
natural history of male psychological health, VI. 
correlates of successful marriage and father- 
hood. Vaillant, Je, 653-659 
Obstetrics-Gynecology 
psychiatric training for primary care obstetrician- 
gynecologist resident. Boekelheide, Se, 1087- 
1088 
Opiate Agonists 
opiate receptor and morphine-like peptides in 
brain. Snyder, Je, 645-652 
possible withdrawal from endogenous opiates in 
schizophrenics. Gitlin, Mr, 377: correction, Je, 
762 
serum prolactin increased by exogenous and en- 
dogenous opiates, evidence for antidopamine 
and antipsychotic effects. Gold, No, 1415-1416 
Opiate Antagonists 
opiate receptor and morphine-like peptides in 
brain. Snyder, Je, 645-652 
Opiate Dependence 
animal-human correlates of narcotic dependence, 
brief review. Stimmel, Jy, 821-825 
Opiate Receptors 
and morphine-like peptides in brain. Snyder. Je, 
645-652 
Opiates, Endogenous 
possible withdrawal from, in schizophrenics. Git- 
lin, Mr, 377: correction, Je, 762 
Organic Brain Syndrome 
Capgras syndrome in old age (ltrs to ed). Granach- 
er: Schlesinger, reply of Weiner, Je, 758-759 
chronic brain disease, overview. Wells, Ja, 1-12 
empirical study and critical review. Seltzer, Ja, 
13-21 
prescription drug-induced. Maruta, Mr, 376-377 
prescription drug-induced (ltr to ed). Shen, Se, 
1116-1117 
sodium amylobarbitone in differential diagnosis of 
confusion. Ward, Ja, 75-78 
Organic Confusional Syndrome 
mental disturbances during bromocriptine and ler- 
gotrile treatment of Parkinson's disease. Serby, 
Oc, 1227-1229 
Organicity see also Diagnosis 
neurological basis for syndromes and symptoms of 
disordered recognition? (itr to ed}. Barton, No, 
1438 
organic contributors to intermetamorphosis syn- 
drome. Malliaras, Au, 985-987 
Organizational Ability 
effects of smoking on free recall and organization. 
Houston, Fe, 220-222 
Organizations, Mental Health 
becoming an administrator, vicissitudes of middle 
management in. Dressler, Mr, 357-360 
psychopathology of team concept (itr to ed). 
Favis, reply of Dressfer, Se, 1117-1118 
Orofacial Movement Disorder see Tardive Dyski- 
nesia 
Outcome see Follow-up Studies 
Overdose see Toxicity 
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Pain-Prone Personality 

drug use by polysurgical pat 
685 

Pain, Thalamic 

successful treatme 
Oc, 1230-1232 

PANESS 

on assessing usefulness of (itr to ' 
ply of Camp, Se, 1114-1115 
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logical Examination for Solt 5; nf ~M 
362-364 

Panic 

disorder/anxiety neurosis and i  ' why pR 
lapse syndrome. Pariser. Fe. 71$ H 

psychiatric symptoms and mt ' lep af 
syndrome (ltr to ed). Mehta. > y PT tse 
Au, 1001-1002 k 

Paranoia o 

paranoid episodes in manic-Sep-: t ‘ye ose 


Fry, Au, 974-976 
Parasitosis see Delusions 
Parenting see Child Rearing 
Parents 


parent assessment in research «1 Tal tts 
children and families to me ti cate, : 
mano, Jy, 812-815 

Parkinsonism 

tardive dyskinesia and dt" to e Toc, nb 


Wegner, My, 619-620 
Parkinson’s Disease 
psychiatric illness in relates s S 
panded survey. Winekir, J} 3 
sexual function and affect ir p acon - 
treated with L-dopa. Biowr | Sag SS 
Partial Hospitalization see Hos; ‘ al i 
Participatory Experiences 
experimental, in learning-tecs 3 7 OL > 
hen, Ja, 103-106 
Pathological Tolerance 
pathological tolerance. Pinta. 2 ? 
Patient Compliance 


bitter pill? (Itr to ed). Cutler, ¢ 57 

RBC/plasma lithium rato az! etem 1, 
pliance (ltr toed). Tyrer. re | ft'en 2b 
Au, 999-1000 

referrals from psychiatre emco œo me a, 
tionship to demographic r itm a 
ables, Jellinek, Fe, 209-213 

unmotivated patient syvdro7t 2 ey n 
peutic interventions. Nir. ‘ todd 

Patient Dropouts 

causes for premature interru; toos oir 
py by private practice poi g es 07 y) 
826-830 

group psychotherapy dropi loor no% a 


visited, Lothstein, De. 14% S 
Patient Rights 
another historical note (trto © 47 0e rme an 
Monahan, My, 618-619 
Patient Selection 
selection criteria for dielysis reato c 
Rabinowitz, Jy, 861-863 
Patient Suicide c: 
dealing with {ltr to ed) Brne: n ě h 
as part of psychiatric reude™n i Lea] 
Patients, Former Mental z 


on assessing violence and d.. ? Je n 
patients (ltrs to ed} Rur oo E, WE o 
Sosowsky, Jy, 866-567 

comparing arrest rates of mer ent am 
inal offenders. Steadman, ( [18 20 

crime and violence amonp.r*. Score im. wa 
new legal relationship Fe. or stat ano ce 
tally ill. Sosowsky, Ja, 3 

explaining increased arrest . a tome nen m 
tients, changing clrente > siate hos 


Steadman, Jy, 816-820 
psychiatric history, potent: ' sise ltr es 
Racy, No, 1437-1438 
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being held by spider. WIIN 
patient-therapist matching, 
Gunderson, Oc, 1193-1197 
when psychotherapist is black. Cavenar, Se, 1084- 
1087 
Pavor Nocturnus 
phenothiazines and night terrors (Itr to ed). Pilette, 
reply®of McLeod, Jy, 869 
in schizophrenic patient, review and case study. 
McLeod, Fe, 235-236 
Penfluridol 
controlled study of, in treatment of chronic schizo- 
phrenia. Lapierre, Au, 956-959 
Penile Tumescence 
nocturnale diagnosis and, in diabetic impotence. 
Karacan, Fe, 191-197 
Peptides at 
morphine-like, opiate receptor and, in brain. Sny- 
der, Je, 645-652 
peptidergic influences, tip of iceberg? (itr to ed). 
Kiely, reply of Snyder, No, 1435-1436 
Periodic Catatonia 
lithium in treatment of, case report. Wald, Je, 751- 
752 
Persecutory Ideation 
temporal disorganization, depersonalization, and, 
in acute mental illness. Freeman, Ja, 123-124 
Personality . 
prediction of long-term outcome of depression 
and. Weissman, Jy, 797-800 
Personality Disorder 
transient situational disturbances, course and out- 
come. Looney, Je, 660-663 
Phantom Bite see Bite 
Phencyclidine 
-induced psychosis. Allen, Se, 1081-1084 
intoxication, treating (ltr to ed). Schaffer, Mr, 388 
Phenelzine 
delusions of parasitosis and, case report. Liebo- 
witz, De, 1565-1566 
effectiveness of, in depression, acetylation pheno- 
type, platelet monoamine oxidase inhibition, 
and. Davidson, Ap, 467-469 
-induced psychosis. Sheehy, No, 1422-1423 
inhibition of platelet monamine oxidase in de- 
pressed subjects treated with. Davidson, Ap, 
470-472 - 
Phenothiazines 
-induced ECG changes, factors influencing. Nas- 
rallah, Ja, 118-119 
night terrors and (ltr to ed}. Pilette, reply of 
McLeod, Jy, 869 
routine WBCs and agranulocytosis in children. 
Piggott, Au, 977-978 
Phentermine Resin 
as adjunct, psychological treatment of obesity 
with. Roberts, Au, 936-939 
Phenylephrine 
does receptor supersensitivity accompany depres- 
sive illness? Friedman, Ja, 107~109 
Phenylethylamine 
effects of, in rhesus monkeys. Tinklenberg, My, 
$76-578 ee 
Phobias 
automated, treatment for flight phobia, 3'/2-year 
follow-up. Denholtz, No, 1340-1343 
catharsis during prolonged exposure for snake 
phobia, agent of change? Hafner, Fe, 247-248 
novel symptom emergence after behavior therapy 
in case of hypodermic injection phobia. Hst, 
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treating impaired physician (ltr to ed). Sargent, 
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treating tricyclic overdose with (ltr to ed). Ordi- 
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chiorpromazine-induced. Shear, Ap, 492-493 
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comparison of haloperidol and, in treatment of Gil- 
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ro, Fe, 234-235 
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addiction to (itr to ed). Vinař, Au, 1000 
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organic impairment in polydrug users, risk factors. 
Grant, Fe, 178-184 

Polysurgical Patients 

drug use by. DeVaul, Je, 682-685 
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ciation 

Prediction 

of antidepressant responses to lithium. Donnelly, 
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Predictive Laws 
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diagnosis of nonpatients in general community. 
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Sidley; Nussbaum; Kleinman; Silverglat; Kadis, 
reply of Othmer, Ap, 495-498 

Psychiatry, Criticism of 
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tural research, concepts and strategies. Klein- 
man, Ap, 427-431 

clinics, private practice, and national health insur- 
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liminary results. Gottlieb, Ja, 29-32 

psychiatric house call. Gurian, My, 592-593 

psychiatrists’ familiarity with legal statutes gov- 
eming emergency involuntary hospitalization. 
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ser, reply of Solomon, Oc, 1247 

cross-sex supervision for cross-sex 
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meditation as adjunct to medical and psychiatric 
treatment. Gersten, My, 598-599 
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follow-up study. Silverstein, De, 1481-1486 
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for schizophrenia (Itr to ed). Solomon, reply of 
Taylor, De, 1571 
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port from International Pilot Study of Schizo- 
phrenia. Carpenter, Au, 940-945 
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is modern-day schizophrenic outcome still nega- 
tive? Harrow, Oc, 1156-1162 

methadone in schizophrenic rage, case study. Ber- 
ken, Fe, 248-249 

muscimol, GABA agonist therapy in schizophre- 
nia. Tamminga, Je, 746-747 

patient-therapist matching, research evaluation. 
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ence? (Itr to ed). Kerner, reply of Melges, Mr, 
383-384 

syndrome of subjective doubles. Christodoulou, 
Fe, 249-251 

temporal disorganization, depersonalization, and 
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sex role identification (ltr to ed). Kasantikul, Yeply 


Am J Psychiatry 135:12, December 1978 


of Krueger, No, 1426-1427 

symptom passing in transvestite father and three 
sons. Krueger, Je, 739-742 
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betic impotence. Karacan, Fe, 19]~197 

Sleep Deprivation 

in depression {ltrs to ed). Wehr: Linn, reply of 
Christodoulou, Au, 1000-1001 

possible prophylactic effect of. Christodoulou, Mr, 
375-376 

Sleep Disorders 

being held by spider. Williams, Fe, 232-233 

pavor nocturnus in schizophrenic patient, review 
and case study, McLeod, Fe, 235~236 

phenothiazines and night terrors (Itr to ed). Pilette, 
reply of McLeod, Jy, 869 

Slow-Release Lithium Carbonate 

formulation, evaluation of. Cooper, Au, 917-922 

Smoking 

effects of, on free recall and organization. Hous- 
ton, Fe, 220-222 

Snake Phobia see Phobias 

Social Adjustment 

in primary affective disorder. Dunner, No, 1412- 
1413 

social fate of children disfigured by burns. Moli- 
naro, Au, 979-980 

Sociobiology 

“relief effect,” sociobiological model for neurotic 
distress and large-group therapy. Galanter, My, 
588-59} 

Sodium Amylobarbitone 

in differential diagnosis of confusion. Ward, Ja, 
75-78 

false positives in differential diagnosis of confusion 
with amytal (ltr to ed). Shevitz, reply of Ward, 
Jy, 869-870 

sodium secona! and methedrine for mute patients 
(ltr to ed). Westermeyer, Jy, 867-868 

Sodium Nitroprusside 

treatment of ECT-induced blood pressure eleva- 
tions. Ciraulo, Se, 1105-1106 

Sodium Seconal 

methedrine and, for mute patients (Itr to ed). West- 
ermeyer, Jy, 867-868 

Sodium Valproate 

in Huntington's disease. Symington, Mr, 352-354 

Soft-Sign Examinations see PANESS 

Somnambulism 

psychotropic-induced, filicide during, case report. 
Luchins, No, 1404-1405 

Space 

time and (kr to ed). Huessy, Fe, 257-258 

Speech Blockage 

therapeutic side effect? (ltr to ed). Schnee, reply of 
Schatzberg, Oc, 1246 

tricyclic side effect. Schatzberg, My, 600-601 

in young patients taking tricyclics (itr to ed). Sho- 
lomskas, reply of Schatzberg, De. 1572-1573 

Splitting 

identification with aggressor and, in assaultive bor- 
derline patients. MacVicar, Fe, 229-231 

Spouse Abuse 

əhild abuse and, residential center (ltr to ed). 
McDanal, Fe, 256-257 

Spouses see Marriage 

State Mental Health Programs 

chronic psychiatric patient in community and, fu- 
ture of. Okin, No, 1355-1358 

Stress 

combat neurosis in inner-city schools. Bloch, Oc, 
1189-1192 

emotiorral, cardiovascular excitability and (Itr to 
ed}. Hoehn-Saric, reply of Dimsdale, Se, 1116 


prolonged competitive, caffeine-induced delirium 
during. Stillner, Jy, 855-856 

work (ltr to ed). Dy, Jy, 865-866 

Striatum 

pituitary and, effect of haloperidol and apomor- 
phine treatment on dopamine receptors in. 
Friend, Jy, 839-841 

Students see alse Learning Disability 

psychotic, high academic achievement in. De- 
Fries, Fe. 217-219 

Subjective Doubles 

syndrome of. Christodoulou, Fe, 249-251 

Subjective Experience, Patients’ 

subjective or objective analysis of patients (ltr to 
ed). Kal, reply of Casey, No, 1427-1428 

Sudden Infant Death Syndrome 

impact on families and direction for change. 
Weinstein, Jy, 831-834: correction, Se, 1118 

Suicide 

adolescent, epidemiological 
trends. Holinger, Je. 754-756 

attempts in a female-to-male transsexual. Hersch- 
kowitz, Mr, 368-369 

patient, as part of psychiatric residency. Henn, Je, 
745-746 

Supervision 

cross-sex, for cross-sex therapy. Alonso, Au, 928- 
931 

professional development of psychiatric resident 
and, Drucker, De, 1516-1519 

videotape recording of dynamic psychotherapy, 
supervisory tool or hindrance? Friedmann, No, 
1388-1391 

Supplemental Security Income 

sick role and. Lamb, Oc, 1221-1224 

Surgery see Polysurgical Patients; Psychosurgery 

Surveys 

group therapy training in psychiatric residency 
programs, national survey. Pinney, De, 1505- 
1508 

incidence of psychosurgery in United States, 
1971-1973. Donnelly, De, 1476-1480 

national survey of resident assessment methods. 
Procci, Jy, 845-847 

psychiatrists and physical examinations. Patter- 
son, Au, 967-968 

supervision and professional development of psy- 
chiatric resident. Drucker, De, 1516-1519 

Susceptibility 

to drug-induced extrapyramidal symptoms, psy- 
chological factors in. Levinson, No, 1375-1376 

Sydenham’s Chorea 

case report of diagnostic dilemma. Weissberg, My, 
607-609 

Symptom Substitution see Novel Symptom Emer- 

gence 


study of recent 


Tardive Dyskinesia 

abnormal gaits in (Itr to ed). Simpson, Jy, 865 

in adolescent. McLean, Au, 969-971 

baclofen in treatment of. Nair, De, {562-1563 

“cholinergic influence in,” journal club critique 
(itr to ed). Summers, reply of Tamminga, My, 
62 1-622 

drug history and. Smith, No, 1402-1403 

effects of electroconvulsive therapy on. Price, Au, 
991-993 

eye blink and schizophrenia, psychosis or? Ste- 
vens, Fe, 223-226 

Gilles de la Tourette's syndrome, psychosis, and, 
in adolescent. Caine, Fe, 241-243 

on guidelines for maximum dosages (ltr to ed). 
Shader, reply of Crane, Ap, 499-500 

as life-threatening illness. Casey, Ap, 486-488 

more on barbiturates and {ltr to ed). Sovner, Mr, 
382 > 

mortality of patients with. Mehta, Mr, 371-372 

neuroleptic-induced hypersensitivity psychosis. 
Chouinard, No, 1409-1410 

oral-buccal dyskinesia symptoms associated with 


low-dose benzodiazepine 1 
De, 1558-1559 

oral dyskinesia or myoclonus 
vitz, reply of Ramsey. Myy 3 

or not? (itr to ed). Mattgs, = 
1248-1249 

parkinsonism and {fr to ed}. Cr 
ner, My, 619-620 

pharmacotherapy and (it toe. 
$06 

reinduced by lithium carne . 
1229-1230 

single-blind study of ECT in: . 
Oc, 1235-1237 

subjective or objective .naly- + 
ed). Kal, reply of Casey, N3 

“tardive psychosis’ (ltr to ed 
Tarsy, My, 625-627 

on use of dopamine agonists ı 
reply of Smith, Ja, 132 1323 

who was first? (ltr toed) Cuy: 
Ja, 131 eZ 

withdrawal syndromes usscc . 
chotic drugs. Gardos, No, 

in younger patients (ltr toed) ? 
sy, Mr, 385-386 

Task Force Reports see Ameri < 

ciation 

Taste Aversion Therapy 

procedures for, for alcohols: 1 
No, 1439 

taste aversions to alcoholic h. 
by motion sickness. Melle: 

Tay-Sachs Screening Clinic 

psychosocial aspects of Schr 2 
1102 

Teachers 

combat neurosis in inner-city s 
1189-1192 

Team Concept 

psychopathology of (itr to s 
Dressler, Se, 1117-1118 

Temporal Disorganization 

depersonalization, persecute 4 
acute mental illness. [reer . 

‘‘inner-outer confusion” or cd: 1 
ence? (ltr to ed). Kerner, 12 
383-384 

Testosterone 

levels and women’s sexual p c 
Gartrell, De, 1574 

serum, effects of thioridazin: 
982-984 

Tests, Physical 

on assessing usefulness of | ’ 
Broman, reply of Camp. S . 

clinical usefulness of NIME ? 
logical Examination for S: } 
362-364 

Tests, Psychological 

assessment of depression. rt 
view of emergency psyc t 
216 

concurrent validity of DAC . 
ed). Gruenberg, reply of C? 
1437 

concurrent validity of Depre. : 
List in normal populatior 
582-584 

evaluation of patients refe - 
treatment (itr to ed}. Solor « 
Au, 995-996 

medical school admission s- 
trists (itr to ed). Hansen, `« 

rapid recent memory test an 
marriage viability (itr to ec 

rating scale for emotional D! ı 
226-229 

severity of depression difer r 
lection test. Cohen, My. 6 i 

Theoretical Bias 

evaluation models and (ltr to :< 
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ason, Ap, SII 
. Thedapy see Psychotherapy 
ThioNdazine 
“effects\of, or Mary testosterone. Laughren, Au, 


filicide during psychotrSpic-induced somnambul- 
ism, case report. Luchins, No, 1404-1405 

Thiothixene 

who was first? (Itr to ed). Cutler, reply of Ananth, 
Ja, 131 

Third-Party Payment see Insurance 

Thyroid Storm 

halopesidol and. Hoffman, Ap, 484-486; correc- 
tion, Je, 762 

Thyrotropin-Releasing Hormone 

influence of cortisol on TRH-induced TSH re- 
sponse in depression. Loosen, Fe, 244-246 

Time 

Space and {Itr to ed). Huessy, Fe, 257-258 

Tdlerance 

pathologital. Pinta, Je, 698-701 

Toxicity <2 

acetaminophen overdose. Silverman, Ja, 114-115 

anticholinergic delirium in case of Munchausen 
syndrome. Hollender, No, 1407-1409 

bromism, alive in well. Brenner, Jy, 857-858 

bromism from over-the-counter medications (ltr to 
ed). Gerner, No, 1428 

CSa, disulfiram and (itr to ed). Faiman, reply of 
Rainey, My, 623-624 

digitalis delirium, report of two cases. Shear, Ja, 
109-110 

nutmeg abuse (ltr to ed). Dinakar, De, 1571 

organic impairment in polydrug users, risk factors. 
Grant, Fe, 178-184 

“spice cabinet’ intoxication. Faguet, Jy, 860-861 

tricyclic antidepressants, plasma levels and clini- 
cal findings in overdose. Bailey, No, 1325-1328 

tricyclic overdose in patient given combined tri- 
cyclic-MAOI treatment. White, No, 1411-1412 

whole blood mercury levels in mental hospital pa- 
tients. Gowdy, Ja, 115-117 

Transfer, Patient 

transfer of chronically ill? (ltr to ed). Har-Esh, Ap, 
499 

Transient Situational Disturbances 

course and outcome. Looney, Je, 660-663 

Transmethylation Hypothesis 

S-adenosylmethionine-dependent N-methyltrans- 
ferase activity in autopsied brain parts of chron- 
ic schizophrenics and controls. Erdelyi, Je, 725- 
728 

Transsexudlity 

sexual identity of 37 children raised by homosexu- 
al or transsex ial parents, Green, Je, 692-697 

suicide attempts in female-to-male transsexual. 
Herschkowitz, Mr, 368-369 

Transvestism 

sex role identification (ltr to ed). Kasantikul, reply 
of Krueger, No, 1426-1427 

symptom passing in transvestite father and three 
sons. Krueger, Je, 739-742 

Treatment see also specific therapies 

cause and effect and medical model (itr to ed). 
Huessy, Au, 1004 

Tremors 

cause and effect in ‘‘alcoholic tremor” (ltr to ed). 
Massey, De, 1572 

essential, Klinafdter’s syndrome and, manic-de- 


pressive illness associated with. Lesage, Je, 
757-758 

Triadic Sexual Relationships 

pathological tolerance. Pinta, Je, 698-701 

Tricyclic Antidepressants see Antidepressants, 

Tricyclic 

Trihexyphenidy! 

interactive effects of coffee and (itr to ed). Wein- 
stock, reply of MacVicar, My, 624-625 

Trimipramine 

relapses of symptomatic drinking and {ltr to ed). 
Kubacki, reply of Akiskal, Oc, 1245 

Tyramine 

does receptor supersensitivity accompany depres- 
sive illness? Friedman, Ja, 107-109 


U 


Unmotivated Patient Syndrome 
survey of therapeutic interventions. Nir, Ap, 442- 
447 


Yy 


Ventilatory Complications 

laryngeal-pharyngeal dystonia as possible cause of 
asphyxia with haloperidol treatment. No, 1414- 
1415 

tardive dyskinesia as life-threatening iliness. 
Casey, Ap, 486-488 

Victims 

sex assault, recidivism among. Miller, Se, 1103- 
1104 

Videotaping see also Home Movies 

videotape recording of dynamic psychotherapy, 
supervisory tool or hindrance? Friedmann, No, 
1388-1391 

Violence see also Aggression 

‘““amphetamine-benefited’’ adult patients (ltr to 
‘ed). Pentlarge, Au, 1000 

are clinicians afraid to ask about? (Itr to ed). Lion, 
Je, 757 

crime and, among mental patients, reconsidered in 
view of new legal relationship between state and 
mentally ill. Sosowsky, Ja, 33-42 

dangerousness and, on assessing, in mental pa- 
tients (Itrs to ed). Rankin; Quinsey, reply of So- 
sowsky, Jy, 866-867 

emergency psychiatry and assaultive patient. Sko- 
dol, Fe, 202-205 

episodic, retrospective diagnosis of hypomania 
following successful treatment of, with lithium, 
case report. Cutler, Je, 753-754 

prediction research and emergency commitment of 
dangerous mentally ill persons, reconsideration. 
Monahan, Fe, 198-201 

research on attitudes toward mentally ill (itr to ed). 
Morse, reply of Lagos, No, 1435 

Son of Sam, implications for psychiatry (ltr to ed). 
Durst, Ja, 131 

splitting and identification with aggressor in as- 
saultive borderline patients. Mac Vicar, Fe, 229- 
231 

violent dyscontrol responsive to d-amphetamine. 
Richmond, Mr, 365-366 

Vitamin B; 

effect of high doses of, on autistic children, 
double-blind crossover study. Rimland, Ap, 
472-475 


Am J Psychiatry 135:12, December 1978 


megavitamin therapy for autistic children (ltr to 
ed). Moss, reply of Callaway, No, 1425-1426 


W 


Weight Loss see also Obesity j 

concomitant change in plasma tricyclic levels and. 
Jobson, Fe, 237-238 

White Blood Cell Counts 

routine, agranulocytosis in children and. Piggott, 
Au, 977-978 

Widowhood 

grieving spouse. Greenblatt, Ja, 43-47 

Wife Abuse see Spouse Abuse 

Withdrawal 

of anticonvulsant medication, acute psychosis pre- 
cipitated by. Demers-Desrosiers, Au, 981-982 

possible, from endogenous opiates in schizophren- 
ics. Gitlin, Mr, 377; correction, Je, 762 

syndromes, associated with antipsychotic drugs. 

. Gardos, No, 1321-1324 

Women see also Mothers 

in conflict, success or fatlure, psychotherapeutic 
considerations for. Nadelson, Se, 1092-1096 

cross-sex supervision for cross-sex therapy. 
Alonso, Au, 928-931 

grieving spouse. Greenblatt, Ja, 43-47 

on light side and bright side (Itrs to ed). Guttma- 
cher; Zwerdling, Ja, 129 

“making it up“ to? (itr to ed). Reinhart, reply of 
Eisenberg, Ap, 510 

men and, comparison of depression and physical 
illness in. Selzer, No, 1368-1370 

more kudos for “The Successful Professional 
Woman. ..’” {itrs to ed). Insolio: Sher, Fe, 257 

in psychiatric residency, other views on (ltrs to 
ed). Kessler; Gregory, reply of Barton, Se, 
1111-1112 

psychoses following therapeutic abortion. Spauld- 
ing, Mr, 364-365 

psychosocial aspects of mastectomy, I. woman’s 
perspective. Jamison, Ap, 432-436 

psychosocial aspects of mastectomy, II, man’s 
perspective. Wellisch, My, 543-546 

recidivism among Sex assault victims. Miller, Se, 
1103-1104 

testosterone levels and women’s sexual preference 
(ltr to ed). Gartrell, De, 1574 

wedded bliss between professionals? (ltr to ed). 
Roberts, Oc, 1244-1245 

Work Stress 

combat neurosis in inner-city schools. Bloch, Oc, 
1189-1192 

work stress (Itr to ed). Dy, Jy, 865-866 

Worm Infestation 

two cases of delusions of. Munro, Fe, 234-235 


X 


Xerostomia see Dry Mouth 

X Rays 

skull, computerized tomography and, relative effi- 
cacy in detecting intracranial disease. Tsai, De, 
1556-1557 


Y 
Young Adults 


tardive dyskinesia in younger patients (itr to ed). 
Pickar, reply of Tarsy, Mr, 385-386 
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Helps weather 
the manic storm 


In manic-depressive patients with a history 

of mania, ‘Eskalith’ 

e prevents or diminishes the intensity of 
future episodes 

e can increase the intervals between episodes 


e helps patients function within normal limits 


maintenance th 


Es 


Before prescribing, see complete prescribing information in SK&F 
_ literature or PDR. The following is a brief summary. 


WARNING 

_ Lithium toxicity is closely related to serum lithium levels, and can 
occur at doses close to therapeutic levels. Facilities for prompt and 
accurate serum lithium determinations should be available before 
initiating therapy. 


Indications: Treatment of manic episodes of manic-depressive illness. 
Maintenantce therapy prevents or diminishes the intensity of subsequent 
episodes in manic-depressive patients with a history of mania. 
Warnings: Lithium should generally not be given to patients with signifi- 
cant renal or cardiovascular disease, severe debilitation or dehydration, 
sodium depletion, or to patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with 
-= morphologic changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild — 


ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients abot activities requiring alertness (e.g., operating vehicles or 
machinery). 


Lithium shouldgngt be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. 

Not recommended for children under 12. 

Precautio4s: Lithium tolerance is greater during the acute manic phase 
and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental fluid 
‘and salt. 


Sweating, diarrhea, and concomitant infection with elevated tempera- 
„tures may require temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at . 
serum lithium levels from 1.5 to 2.5 mEq./l., and moderate to severe 


Smith Kline &French Laboratories 


brand of 


lidhivu carbonate 


rapy with 


reactions at levels from 2.0 to 2.5 mEq./I. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort also appear during initial ther- 
apy. These effects usually subside with continued treatment or tempo- 
rary reduction or cessation of dosage. If persistent, discontinue dosage. 
Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordi- 
nation may be early signs of toxicity and may occur at levels below 2.0 
mEq./l. At higher levels, ataxia, giddiness, tinnitus, blurred vision, and 
a large output of dilute urine may be seen. Serum levels above 3.0 
mEq./l. may produce a complex clinical picture, involving multiple 
organs and systems. Serum levels should not exceed 2.0 mEq./1. during 
acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular — tremor, 
muscle hyperirritability (fasciculations, twitching, elonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System — blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular —cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal — anorexia, nausea, 
vomiting, diarrhea; Genitourinary — albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic —drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis 
cutis; Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — 
euthyroid goiter and/or hypothyroidism (including myxedema) with 
lower T3 and T4. I!3! uptake may be elevated; EEG Changes — diffuse 
slowing. widening of the frequency spectrum, potentiation and disorgani- 
zation of background rhythm; EKG Changes—reversible flattening, . 
isoelectricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, 
transient scotomata, dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 
wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has 
been reported. z 


How Supplied: 300 mg. capsules in bottles of 100. 
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Jane | 
- The Joint Information Service of the American Psychiatric Associati 
and the Mental Health Association releases Two New Volumes That, 4 


| Focus on the 


Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonsirations of 
creative mental health services for the elderly. They include: 

èe a novel “Neighborhood Family” providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for stud tripe” 

èe a “Human Development Project” that focuses on responding to the hological 
needs of the elderly 

e a carefully coordinated system of “respite hospitalization,’ which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
access to many kinds of services 

è and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting documént becomes a 
handbook, and, as well, a forum through which some of the world’s most experienced 
practitioners of “the psychiatry of old age” present their views. ° 

Dr. Wilma Donohue, director of the International Center for Social Gerontelogy, “ 
characterizes this volume as “a masterful job of putting everything in relief.. . the 
guidelines for action are right here.” 

190 pages. Casebound. Price $8.50. 
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Concerned about the very bad reputation that nursing homes have received from on CARESS 
many quarters in recent years, the Joint Information Service set up a field study to Ny sh es 
visit a systematically chosen sample of nursing homes, and board-and-care homes as a rero = FO 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 





Publication Sales Division 

American Psychiatric Association 

1700 18th St., N.W., Washington, D.C. 20009 ee 

Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy f 

copies of Old Folks at Homes @ $6.50 per copy 

____ sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 
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SINEQUAN 


/ (DOXEPIN HCl) 


| ANTIDEPRESSANT 
eee EFFECTIVENESS 
Rroweingetinetonete WITH Pe -i 
Gittanamesrcvening — ONCC-QA-CQAY 
E hs dosage’ 


15O-MG N 
CAPSULE 


Also available in: | 
100-mg, 75-mg, 50-mg, 25-mg, 10-m¢ 
CAPSULES and ORAL CONCENTRATE, € 
10 mg/ml, in 120-ml (4-0z) bottles 


*The total daily dosage of Sinequan, up fo 150 mg, may bi 
administered on a once-a-day schedule without loss of 
effectiveness. 

tThe 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation. of treatment. 
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See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. { 
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TIDEPRESSANT 
ECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 
190-mg 
CAPSULE 





“The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
„for initiation of treatment. 


CONVENIENT ONCE-A-DAY +A. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 


A 


on a once-a-day schedule without loss of effec- J 


tiveness. Sinequan may also be given ona à 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not *. 





BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the,animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy Fas not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported following the 


continued at least two weeks prior to the cautious initiation of therapy with this drug The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 


ees use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 


JA 


length of time it has been administered and the dosage involved. 
Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 


generally affect the antihypertensive activity of =. 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 
for flexibility in individualizing therapy. 
Dosage and Administration. For most patients with illness of mild to moderate severity, a 
Starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of {hese patients have been controlled om doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressanteffect ‘ 
may not be evident for two to three weeks. 

Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. r 


important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 

Adverse Reactiong. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 


SINEQUA 

Antenor Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
e reported occasionally. = 
Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 
Hematologic: Eosinophilia has been reported in a few patients, There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 
Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea. anorexia, and 
aphtheus stomatitis nave been reported. (See anticholinergic effects.) R 
Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
«Of breasts and galactorrhea in the female, raising or lowering of blood sugar levels nave been 
reported with tricyclic administration. 
‘Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 


aA alopecia, and headache have been occasionally observed as adverse effects. 
LJ 
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2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbe® 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 


since relapse after apparent recovery has been reported. Arrhythmias should be treated withthe’= 


appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by tne slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. . 
Supply. SINEQUAN is available as capsules containing doxepin HC! equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg ang 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 mi bottles with an accompanying dropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not wih 
grape juice. Preparation and storage of bulk dilutions is not recommended. . 


More detailed professional information available on request. 
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PROGRAM X: 3 HOURS 3 CASSETTES $25.00 


THE USE OF PSYCHOTROPIC DRUGS IN THE 
MEDICAL AND SURGICAL PATIENT 


ANTIANXIETY AGENTS IN THE GENERAL HOSPITAL 


David J. Greenblatt, M.D 


DRUG TREATMENT OF PSYCHOSIS IN THE 
GENERAL HOSPITAL 
Jerrold G. Bernstein, M.D 


ANTIDEPRESSANTS IN THE GENERAL HOSPITAL 


Alan J. Gelenberg, M.D. 


) INTRAVENOUS USE OF HALOPERIDOL FOR ACUTE 


DELIRIUM IN INTENSIVE CARE SETTINGS 
Ned H. Cassem, M.D. 


THE USE OF STIMULANT DRUGS IN MEDICINE 
Thomas P. Hackett, M.D 


PROGRAM XI: 3 HOURS 3 CASSETTES $25.00 


CURRENT CONCEPTS IN SCHIZOPHRENIA 


THE DIAGNOSIS OF SCHIZOPHRENIA 
John S. Strauss, M.D 


APPLICATIONS OF GENETIC STUDIES IN 
SCHIZOPHRENIA 
Robert Cancro, M.D 


BIOCHEMICAL STUDIES IN SCHIZOPHRENIA 
Herbert Y. Meltzer, M.D 


ETIOLOGICAL DIVERSITY IN THE PSYCHOSES 
Steven Matthysse, Ph.D 


THE COURSE OF SCHIZOPHRENIA 
John Docherty, M.D 


í TREATMENT OF SCHIZOPHRENIA PATIENTS 
William T. Carpenter, Jr.. M.D 


PROGRAM XII: 3HOURS 3 CASSETTES $25.00 


FACTORS AFFECTING TRICYCLIC TREATMENT 
OUTCOME 


PHARMACOKINETICS IN PLASMA LEVEL 
MONITORING OF TRICYCLIC 
Lars Gram, M.D. 


PATIENT RESPONSE, DRUG RESPONSE, AND 
DROP-OUTS: A STUDY OF 140 CONSECUTIVE 
ENDOGENOUS DEPRESSIVES 

É Alexander H. Glassman, M.D. 


IMIPRAMINE LEVELS: PREDICTION OF 
THERAPEUTIC DOSE 
Frederick K. Goodwin, M.D 


TRICYCLIC PLASMA LEVELS IN DEPRESSED 
OUTPATIENTS 
Donald S. Robinson, M.D 


TRICYCLIC PLASMA LEVELS: DEFINING AN 
OPTIMAL RANGE 
Vincent E. Ziegler, M.D. 


TRICYCLIC PLASMA LEVELS IN CLINICAL 
PERSPECTIVE 
John T. Biggs, M.D 
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PROGRAM XIII: 3 HOURS 3 CASSETTES $25.00 


LITHIUM: BASIC MECHANISMS AND CLINICAL 
THERAPEUTICS 


USE OF LITHIUM IN PSYCHIATRY 
John M. Davis. M.D. 


RESPONDERS AND NON-RESPONDERS TO 
LONG-TERM LITHIUM 
Paul Grof, M.D. 


LITHIUM AS AN ANTIDEPRESSANT 
J. Mendels, M.D 


LITHIUM AND ALCOHOLISM 
Donald Goodwin, M.D 


PHARMACOKINETICS OF LITHIUM: PREDICTING 
OPTIMAL DOSAGE 
Sidney Sin-Yih Chang. M.D. 


PROGRAM XIV: 3 HOURS 3 CASSETTES $25.00 
GENETICS AND CLINICAL PSYCHIATRY 


GENETIC SUBTYPES OF PURE DEPRESSIVE 
DISEASE 
George Winokur, M.D 


THE IMPLICATIONS OF FAMILY HISTORY IN 
DEPRESSION 
David L. Dunner, M.D 


THE SCHIZOPHRENIA SPECTRUM 
Ronald O. Rieder, M.D 


RATIONAL GENETIC COUNSELING IN 
SCHIZOPHRENIA 
Steven Matthysse, Ph.D 


CLINICAL ISSUES IN PSYCHIATRIC GENETIC 
COUNSELING 
Steven D. Targum, M.D 


GENETIC MARKERS IN AFFECTIVE ILLNESS 
Elliot S. Gershon, M.D. 


PROGRAM XV: 3 HOURS 3 CASSETTES $25.00 
STRESS AND SOCIAL PSYCHIATRY 


ETIOLOGY AND THERAPY OF STRESS: SOCIAL 
PSYCHIATRIC CONSIDERATIONS 
Jules H. Masserman, M.D. 


STRESS WITHOUT DISTRESS 
Mortimer Gherman, M.D. 


A PHILOSOPHY FOR SOCIAL PSYCHIATRY 
John L. Carleton, M.D. 


SCHIZOPHRENIA AND STRESS 
Robert Cancro, M.D. 


STRESS AND HUMAN VALUES 
Jean Tache, D.Sc. 


EDUCATION FOR HEALTH ENHANCEMENT 
Joel Elkes, M.D. 


CHECK SELECTIONS LISTED BELOW 
O $25 Program X 

O $25 Program XI 

O $25 Program XII 

a $25 Program XIII 

O $25 Program XIV 

O $25 Program XV 

o $25 Program XVI 

O $25 Rrogram XVII 

O $25 Program XVIII 
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R AV/MD Educational Programs may be tax deduct- 
ible. Titles are subject to removal from program without 
i. notice, Prices are subject to change without notice. 


4 tif Paid by Institution, please attach yoyr purchase 
order. *N.Y. State residents please add sales tax. 
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PLEASE MAKE CHECKS OR MONEY ORDERS PAYABLE TO: 
AV/MD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 











PROGRAM XVI: 3 HOURS 3 CASSETTES $25.00 
SO-CALLED TREATMENT RESISTANT DEPRESSION 


OVERVIEW AND PATIENT CHARACTERISTICS 
Alan F. Schatzberg, M.D. 


PHARMACOTHERAPY OF DEPRESSION 


LABORATORY METHODS - 


John M. Davis, M.D. 


NEW DRUGS FOR THE TREATME 
THERAPY-RESISTANT DEPRESSE IENTS 
Turan M. Itil, M.D. 


PSYCHOTHERAPY OF THE CHRONICALLY 
DEPRESSED PATIENT 
Gerald J. Sarwer-Foner, M.D. 


PROGRAM XVII: 3 HOURS 3 CASSETTES $25.00 
SCHIZOPHRENIA: CURRENT CONTROVERSIES 


PHARMACOTHERAPY OF SCHIZOPHRENIA 
Donald F. Klein, M.D. 


SCHIZOPHRENIC DEZERIORATION AND 
NEUROLEPTIC DRUG USE 
George E. Crane, M.D. : 


IN FAVOR OF PSYCHOSOCIAL TREATMENT OF 
SCHIZOPHRENIA 
John G. Gunderson, M.D. 


PSYCHOTHERAPY VERSUS DRUG OUTCOME 
STUDIES: A CRITICAL COMPARISON 
Solomon Goldberg, Ph.D. 


PROGRAM XVIII: 3 HOURS 3 CASSETTES $25.00 
NEW PSYCHOPHARMACOLOGICAL TREATMENTS 


INTRAVENOUS CLOMIPRAMINE AND REFRACTORY 
DEPRESSION 
Donald L. Dudley, M.D. 


ACTION OF INTRAVENOUS CLOMIPRAMINE IN 
DEPRESSIVE STATES 
Pierre Scherrer, M.D. 


SERUM PROLACTIN LEVELS AND CLINICAL 
RESPONSE 
Herbert Y. Meltzer, M.D. i 


ENDORPHIN EFFECTS ON HUMAN SUBJECTS 
Nathan S. Kline, M.D. 


CALCIUM: PACE-SETTING THE PERIODIC 
PSYCHOSES 
John Scott Carman, M.D. 


CASSETTES PACKAGED IN LIBRARY BINDER 


“These materials meet the criteria of Category V continu- 
ing education activities of the APA Continuing Medical 
Education Requirements and the AMA Physician Recogni- 
tion Award.” 
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VERY OFTEN 
THE DIFFERENCE IN TRANQUILIZERS 
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Sometimes patients for whom you are 
‘ prescribing a minor tranquilizer as an 
L ådjunct to psychotherapy present attitudes 
. or feelings that may influence your choice 
‘af an anxiolytic. For many of these patients 
t AZENE" (clorazepate monopotassium) CIV 
is a logical choice. 


THE PATIENT 
WHO IS FAMILIAR 
WITH ONE BRAND 
OF MEDICATION 


AZENE® gives you an option benzodiazepine 
probably unfamiliar to your patients. 


i THE PATIENT 
REENTERING THERAPY 
FOR WHOM YOU MAY PREFER 
A NEW MEDICATION 


AZENE® is oneof the newer benzodiazepines 
and is Clinically effective. 





THE PATIENT A 
FOR WHOM THE OPTION | 
OF h.s. DOSAGE 

MIGHT BE BENEFICIAL 


AZENE® provides the opportunity for dosage 
flexibility. Recommended starting dose is 
6.5 mg t.i.d. For patients currently receiving 
t.i.d. dosing, consider switching to an A.s. 
schedule. For patients who might benefit 
from a lower daily dosage schedule, consitler 
a Starting daily dose of 13 mg A.s. 


-ml 
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THE PATIENT 
WHO MUST MAINTAIN af 
A NORMAL WORK SCHEĐBØLE* 


AZENE® controls anxiety yet avoids 
excessive sedation in most patients. If 
sedation is a problem, the flexibility of the 
nighttime dosing may reduce or alleviate 
this problem. AZENE® is thus a logica! 
choice for patients who want relief of 
anxiety without troublesome sedation. 


*Of course, patients should be advised 


against engaging in hazardous activities 
that require mental alertness. 


Please see brief summary of prescribing information 
on the following page. 


® 


3.25 mg 
6.5 mg 
13 mg 


capsules h 
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‘4 A LOGICAL ADJUNCT TO 
PSYCHOTHERAPY 
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capsules 


~CLORAZEPATE MONOPOTASSIUM © 


“= BRIEF SUMMARY OF PRESCRIBING INFORMATION 


* CONTRAINDICATIONS AZENE® is contraindicated in patients with a 
known hyperseasitivity to the drug, and in those with acute narrow 
angle glaucoma. 
-WARNINGS AZENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on AZENE should be cautioned against engaging in 
hazardous occupations requiring mental alertness, such as 
operating dangerous machinery including motor vehicles. 

Since AZENE (clorazepate monopotassium) has a central nervous 
system depressant effect, patients should be advised against the 
simultaneous use of other CNS-depressant drugs, and cautioned 
that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, AZENE is not 
recommended for use in patients less than 18 years of age. 
Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with 






AN ATMOSPHERE OF PROFESSIONAL SATISFACTION 
AND REWARD 
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CALIFORNIA, DAVIS AND SAN FRANCISCO ; 
e DUAL CLINICAL — TEACHING APPOINTMENTS — 





barbiturates and alcohol) have occurred following abrupt E 
discontinuance of clorazepates. Symptoms of nervousness, hsi * APPROVED CME CREDITS 3 
ifsomnia,ritability, diarrhea, muscle aches and memory l THREE-YEAR PSYCHIATRIC RESIDENCY 
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impairme llowed abrupt withdrawal after long-term use of 
high dosage. —_— 


Caution should be observed in patients who are considered to have 
a psychological potential for drug dependence. 
Tolerance developed within 3 to 9 days in dogs. Evidence of drug 


PSYCHIATRISTS 
$43,728—$44,964 
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dependence has been observed in dogs and rabbits which was MALPRACTICE COVERAGE — NO OFFICE 3 
characterized by convulsive seizures when the drug was abruptly = EXPENSE . Ei 
withdrawn or the dose was reduced; the syndrome in dogs could be a we 
abolished by administration of clorazepate. = * OVER $10,000 IN BENEFITS A 


Usage in Pregnancy: T e EASY ACCESS TO BAY AREA'S CULTURAL 


An increased risk of congenital malformations associated with 
the use of minor tranquilizers (chlordiazepoxide, diazepam, and AND RECREATIONAL FACILITIES 


meprobamate) during the first trimester of pregnancy has been 
Suggested in several studies. AZENE, a benzodiazepine derivative, 
has not been studied adequately to detePmine whether it, too, 
may be associated with an increased risk of fetal abnormality. 
Because use of these drugs is rarely a matter of urgency, their 
use during this period should almost always be avoided. The 





STAN NIEISEN, Recruitment Manager 
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pregnant at the time of institution of therapy should be ho Es a a ——— 
considered. Patients should be advised that if they become PE TLR NEW AS ES 





pregnant during therapy or intend to become pregnant they 
spould communicate with their physician about the desirability of 
discontinuing the drug. 
Usage during Lactation: 
AZENE should not be given to nursing mothers since it has been 
reported that nordiazepam is excreted in human breast milk. 
PRECAUTIONS In those patients in which a degree of depression 
accompanies the anxiety, suicidal tendencies may be present and 
protective measures may be required. The least amount of drug that 
is feasible should be available to the patient. 
Periodic blood counts and liver function tests are advisable for 
patients on AZENE for prolonged periods. The usual precautions in 
treating patients with impaired renal or hepatic function should also = 
be observed. pie SATO 
In elderly or debilitated patients, the initial dose should be small, ; NACA 
and increments should be made gradually, in accordance with the 
response of the patient, to preclude ataxia or excessive sedation. 
ADVERSE REACTIONS The side effect most frequently reported with 
the use of benzodiazepines is drowsiness. Less commonly reported 
Sige effects are: dizziness, various gastrointestinal complaints, 
JES blurred vision, dry mouth, headache, and mental 
confusion. Other side effects include insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritability, 
diplopia, depression and slurred speech. 
There have been reports of abnormal liver and kidney function tests 
and of decrease in hematocrit. 
Decrease in systolic blood pressure has been observed with cloraze- 
pates. 
DRUG INTERACTIONS if AZENE is to be combined with other drugs 
acting on the cengral nervous system, careful consideration should 
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be given to the pharmacology of the agents to be employed. Animal 
experience indicates that clorazepates prolong the sleeping time 
after hexobarbital qg after ethyl alcohol, increase the inhibitory 
effects of chlorpromazine, but do not exhibit monoamine oxidase 
inhibition. Clinical studies have shown increased sedation with 
concurrent Monotic medications. The actions of the benzodiazepines 
may be pote@tiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepressants. 
If AZENE is used to treat anxiety associated with somatic disease 
States, careful attention must be paid to possible drug interaction 
with concomitant medication. 
HOW SUPPLIED AZENE (clorazepate monopotassium) is supplied as 
capsules in three dosage strengths: 3.25 mg capsules (light tan- 
PY tees in bottles of 100 and 500. 6.5 mg capsules (orange- 
olored) in bottles of 100 and 500. 13 mg capsules (blue-colored) in 
bottles of 100. 6092-3 BS 
r Manufactured by Abbott Laboratories, North Chicago. Illinois 60064 


‘or Endo Laboratories, Inc. 
Subsidiary of the DuPont Company 


si Garden City, New York 1 1530 7S ve mer ate oF 
AZENE is an Endo registered U S. trademark; 
AÀ ue Pat Reissue No. 28.315 EDO-417A1078 
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NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
Orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced. too. Only $4.25, 3 fer $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guarenteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals nda, 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. ° 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980’s ORDER NO. 235 
AT $15.00 PER COPY. o 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 


OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 
sets of both volumes at $25.00 per set. 


Check enclosed > [nvoiceme 
Name: 





Address 
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ring potential has not been established and the drug 
jiven unless clinical situation warrants potential risk 
ided for use in children. 


NA Ma 


'sychotic symptoms may be exacerbated in schizo- 
hi tients. Increased anxiety and agitation may occur in over- 
tated patients. Manic-depressive patients may experi- 

nanic phase. Hostility may be aroused. Concomitant 

d ation of reserpine may produce a “stimulating” effect. 
ssible epileptiform seizures during treatment. Use cau- 
anticholinergic or sympathomimetic drugs. Concurrent 
elect vulsive therapy may increase hazards associated with 
nortriptyline’ ACI. When possible, discontinue drug several days 
pi surgery. Potentially suicidal patients require supervision and 
proti $ measures during therapy. Prescriptions should be limited 


Vat P 


o th ist possible quantity. Both elevation and lowering of blood 
lave been reported. 
Adverse Reactions: Note: The pharmacologic similarities among 
t antidepressant drugs require that each of the following 
Ñ e considered when nortriptyline is administered. 
) lar: Hypotension, hypertension, tachycardia, palpita- 
* tio cardial infarction, arrhythmias, heart block, stroke. 
Confusional states (especially in the elderly) with 
is, disorientation, delusions; anxiety, restlessness, agita- 
Lf : 


s insomnia of depression begins to improve within a week 
a PAMELOR therapy is well tolerated 






tion; insomnia, panic, nightmares; hypomania; exacerbation of 
psychosis. 

Neurologic: Numbness, tingling, paresthesias of extremities; in j 
coordination, ataxia, tremors; peripheral neuropathy; extrapyramidal 

symptoms; seizures, alteration in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth and rarely, associated sublingual 
adenitis; blurred vision, disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary retention, delayed micturitior 
dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photosensitization 
(avoid excessive exposure to sunlight); edema (general or of face 
and tongue), drug fever, cross-sensitivity with other tricyclic drugs. 
Hematologic: Bone-marrow depression, including agranulocytosis; 


eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: Nausea epigastric dis | 


tress, diarrhea, peculiar taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the 
galactorrhea in the female; increased or decreased libido, impo- 
tence, testicular swelling; elevation or depression of blood sugar 
levels. 


and vomitinda, anorexia, 


male, breast enlargement and 






















Other: Jaundice (simulating obstructive); altered liver function: 
weight gain or loss; perspiration; flushing; urinary frequency, noc- 
turia; drowsiness, dizziness, weakness, fatique; headache; parotid 
swelling; alopecia. 

Withdrawal Symptoms: Though these are not indicative of addic- 
tion, abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


Dosage and Administration: Usual adult dose - 25 mg. three 
four times daily; dosage should begin at a low level and increas 
required. As an alternate regimen, the total daily dosage m 
given once-a-day. Elderly and Adolescent - 30 to 50 mg. pet 
divided doses, or the total dosage may be given once-a- 
above 100 mg. per day and use in children are not recon 
a patient develops minor side effects, the dosage s 
duced. The drug should be discontinued promptly if a 
of a serious nature or allergic manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; solutior 


For more detailed information see full prescribing in 
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Patients remain alert. 


Most depressed patients must function 
effectively in their daily activities, on the job 
or at home. For these patients, PAMELOR 
capsules may be an appropriate therapeutic 
choice. PAMELOR relieves depression, yet 
rarely causes daytime drowsiness. As with all 
antidepressants, however, patients should be 
cautioned against driving or operating 
hazardous machinery. 


Insomnia of 
depression begins to 
improve within a week. 


PAMELOR capsules are effective for relieving 
insomnia, a cardinal symptom of depressive 
illness. Patients begin to sleep better within 


effect of PAMELOR is usually observed by 
the second week. 


PAMELOR therapy is 
well tolerated. 


In 90 studies, a total of 818 patients were 
treated with PAMELOR capsules. Of the 
patients who improved completely or 
markedly, over half (54%) had no side effects. 
Those who experienced side effects most 
commonly complained of dry mouth. 


| For Brief Summary please see last page of this advertisement. 


SANDOZ EAST HANOVER, N.J. 07936 


29mg. a 
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the first week of therapy. The full therapeutic K 
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MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William í fF 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 


M.D., Chairperson. 
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PSYCHIATRIC PEER REVIEW | AE 











“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They an 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physictans to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 
review committees of district branches.... It should help them to move ahead in the development of a peer review for American 

ps ych itatry.” 
j Robert W. Gibson, M.D 
Pres ide ni 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 
Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 

Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: ee 

Publication Services Division, 

American Psychiatric Association 

1700 18th St., N.W. 

Washington, D.C. 20009. 

he send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
5.00 ea. 
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Ps chiatric 
_Associateships at 
‘National Institute of 
. Mental Health 





The National Institute of Mental Health Associate 
Program at the National Institutes of Health is offering 
two or three year Associateships for intensive training in 
virtually all areas of clinical and basic psychobiological 
research. The program is currently approved for a third 
year of residency training. Applicants should be in their 
last year of training or should have completed training by 
the start of the appointment and should be U.S. citizens 
or eligible for naturalization within four years of the 
expected appointment date. Applications are due by 
en 15, 1979 for appointments which begin July 


Excellent facilities are available at The Clinical Center on 
the 306-acre NIH campus in Bethesda, Maryland, and at 
nearby St. Elizabeth's Hospital in Washington, D.C. 
Clinical Associates are assigned clinical responsibility in 
caring for patients who are admitted for both therapeutic 
and research purposes. Research Associates engage in 
laboratory research under the preceptorship of one of 

senior staff and may participate in tutorial seminars 
and other teaching programs. 


A competitive salary is available for candidates 
qualifying for appointment in the Commissioned Corps, 
United States Public Health Service. A portion of the 
salary is tax exempt. Moving and travel expenses are 
paid and health care is free. 


For a detailed catalog about the program, write or call 
collect: 


ee 
Associate Program 
The Cligical Center 
Bldg. 38, Room 4B04 
NIH 
Public Health Service 
Bethesda, Maryland 20014 


Eron (301) 496-2427 


-An NIH Associate Training Program 
n Equal Opportunity Employer 
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Psychiatry Chairman 


Lutheran General, an 800 bed teaching hospital, is seeking a 
Chairman for the Division of Psychiatry. The Division encom- 
passes approximately 200 in-patient beds divided between gen- 
eral psychiatric care, alcoholism treatment and medical psy- 
chiatric care along with an active outpatient service and a Day 
Hospital. 


The Chairman's responsibilities include accountability for the 
medical care administered to psychiatric and alcoholism 
patients, coordination of undergraduate medical education, 
planning and development of residency training in Psychiatry 
and the administrative aspects of managing a large clinical area. 
Requirements for this position include Board Certification in 
Psychiatry, experience in direct patient care, prior teaching ex- 
perience and demonstrated administrative and management 
skills. Eligibility for faculty appointment is essential. 


Lutheran General Hospital is located in an affluent northwest 
suburb of Chicago and offers many educational and cultural op- 
portunities. The hospital is affiliated with the Abraham Lincoln 
College of Medicine of the University of Illinois and currently has 
residencies in Internal Medicine, Emergency Medicine, Family 
Practice, Pediatrics, Surgery, Pathology and Radiology. 
Lutheran General is committed to a multidisciplinary approach 
to treatment, as expressed in our unique philosphy of patient 
care. We offer a very competitive compensation package. For 
consideration please submit curriculum vita to: 

Leigh Rosenbium, M.D., Vice-President 
for Medical Services 


LUTHERAN 
GENERAL 
HOSPITAL 


1775 West Dempster Street, Park Ridge, Illinois 60068 
Area Code 312-696-5162 


Lutheran General Hospital is an Affirmative Action Employer. 





LIAISON and 
INPATIENT 

PSYCHIATRISTS © 

WANTED ) 


Bd. cert. or elig. required. Chillicothe VA 
Medical Center is a 1000-bed hosp. with 
large aftercare program. JCAH approved. 
OSMA approved cont. med. ed. prog. for 
AMA Phy. Recognition Award. Medic 
Center located in southern Ohio nat 
recreation and scenic area, 45-min. 
Columbus. Financial assistance ‘in 
ing. Equal Employment Opportun 
Employer. Write Chief of Staff, VA 
Medical Center, Chillicothe, OH 45601 or 
call 614-773-1141, ext.*202. “al 
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MOVING? © 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. m 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


Ep 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 7 
AMERICAN PSYCHIATRIC ASSOGIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 f 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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"E u won't read 
k- se 7s] 


of cancer... 
~ You probably have the 8th. 


l e Change in bowel or bladder habits. 





; BoA sore that does not heal. 

3. Unusual bleeding or discharge. 

4. Thickening or lump in breast or elsewhere. 
5. Indigestion or difficulty in swallowing. 








6. Obvious change in wart or mole. 





T. Nagging cough or hoarseness. 





8.4 fear of cancer that can prevent 

you from detecting cancer at an early stage. 
A stage when it is highly curable. 
Everyone’s afraid of cancer, but don't let 

it scare you to death. 


A 
. American Cancer Society i - 
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3 eristics of the benzodiazepines. It has depressant effects on the central 

= getvous system. The primary metabolite, nordiazepam, quickly appears in 

~ “the blood stream. The serum half-life is about 2 days. The drug is 

3 metabolized in the liver and excreted primarily in the urine. (See CLINICAL 
PHARMACOLOGY section.) 


INDICATIONS — TRANXENE is indicated for the symptomatic relief of anx- 
be: associated with anxiety neurosis, in other psychoneuroses in which 


ie — Pharmacologically, clorazepate dipotassium has the charac- 


anxiety symptoms are prominent features, and as an adjunct in disease 
Bates in which anxiety is manifested. 

- TRANXENE is indicated for the symptomatic relief of acute alcohol with- 
drawal. 

The effectiveness of TRANXENE in long-term use, that is, more than 4 
months, has not been assessed by systematic clinical studies. The physi- 
cian should reassess periodically the usefulness of the drug for the in- 
dividual patient. 


SONTRAINDICATIONS — TRANXENE is contraindicated in patients with a 
nown hypersensitivity to the drug, and in those with acute narrow angle 
glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive 
neuroses or in psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazard- 
ous occupations requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, pa- 
tients should be advised against the simultaneous use of other CNS-depres- 
Sant drugs, and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not 
recommended for use in patients less than 18 years of age. 


_ Physical and Psychologica! Dependence: 
Withdrawal symptoms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinuance of Clorazepate. 
Symptoms of nervousness, insomnia, irritability, diarrhea, muscle aches 
and memory impairment have followed abrupt withdrawal after long-term 
use of high dosage. 
Caution should be observed in patients who are considered to havea psy- 
Chological potential for eat dependence. 
, Evidence of drug dependence has been observed in dogs and rabbits 
which was characterized by convulsive seizures when the drug was 
_ abruptly withdrawn or the dose was reduced; the syndrome in dogs could be 
abolished by administration of clorazepate. 


' Usage in Pregnancy: 
An increased risk of congenital malformations associated with the use of minor tran- 
- quilizers (chlordiazepoxide. diazepam, and meprobamate) during the first trimester of 
- pregnancy has been suggested in several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine whether it, too, may be associated 
` with an increased risk of fetal abnormality. Because use of these drugs is rarely a matter 
` of urgency, their use during this period should almost always be avoided. The possibility 
` that a woman of childbearing potential may be pregnant at the time of institution of 
therapy should be considered. Patients should be advised that if they become pregnant 
_ during therapy or intend to become pregnant they should communicate with their physi- 
ian about the desirability of discontinuing the drug. 


sage during Lactation: 
RANXENE should not be given to nursing mothers since it has been re- 
orted that nordiazepam is excreted in human breast milk. 


RECAUTIONS — In those patients in which a degree of depression accom- 
anies the anxiety, suicidal tendencies may be present and protective 
asures may be required. The least amount of drug that is feasible should 
available to the patient. 

Patients on TRANXENE for prolonged periods should have blood counts 
d liver funotion tests periodically. The usual precautions in treating pa- 
i ired renal or hepatic function should also be observed. 
ijitated patients, the initial dose should be small, and in- 
ade gradually, in accordance with the response of the 
axia or excessive sedation. 


NS — The side effect most frequently reported was 
s commonly reported (in descending order of occurrence) 
iess, various gastrointestinal complaints, nervousness, blurred 
‘mouth, headache, and mental confusion. Other side effects in- 
mnia, transient skin rashes, fatigue, ataxia, genitourinary com- 
ritability, diplopia, depression and slurred speech. 

-~ have been reports of abnormal liver and kidney function tests and 
ease in hematocrit. 

¿rease in systolic blood pressure has been observed. 


PAGE AND ADMINISTRATION 
r the symptomatic relief of anxiety: 
RANXENE is administered orally.’ The capsules may be given in divided 
doses. The usual daily dose is 30 mg. The dose should be adjusted gradu- 
, ally within the range of 15 to 60 mg. daily in accordance with the response 
f the patient. In elderly or debilitated patients it is advisable to initiate 
eatment at a daily dose of 7.5 f 15 mg. 





















CAPSULES, 
SINGLE DOSE TABLETS 


ACLORAZEPATE DIPOTASSIUM) ssocce Brief Summary 
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TRANXENE capsules may also be administered as a single dose daily at 
bedtime; the recommended initial dose is 15 mg. After the initia dose, the’ 
response of the patient may require adjustment of sudseqhert dosage. 
Lower doses may be indicated in the elderly patient. Drowsiness may occur 
at the initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose ` 
every 24 hours. This tablet is intended as an alternate dosage form for the 
convenience of patients stabilized on a dose of 7.5 mg. capsules "hree times 
a day. TRANXENE-SD tablets should not be used to initiate theramy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be ad- 
ministered as a single dose every 24 hours. e 


For the symptomatic relief of acute alcohol withdrawa: 
Recommended schedule: 1st 24 hours, 30 mg. TRANXENE initially, followed 
by 30 to 60 mg. in divided doses; 2nd 24 hours, 45 to 90 me. in divided 
doses; 3rd 24 hours, 22.5 to 45 mg. in divided doses; 4th day, 5 to 30 mg 
in divided doses. Thereafter gradually reduce to 7.5 to 15 mo. daily, and 
discontinue as soon as condition is stable. Maximum daily dose is 90 mg. 
Avoid excessive reductions in total drug on ane eae 
DRUG INTERACTIONS — If TRANXENE is to be combs ith other drugs 
acting on the central nervous system, careful consideration sheuld be given 
to the pharmacology of the agents to be employed. Anima! ex»erience indi- 
cates that TRANXENE prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of chlorpromazine, but does 
not exhibit monoamine oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medications. The actions of the 
benzodiazepines may be potentiated by barbiturates, narcotics. 
phenothiazines, monoamine oxidase inhibitors or other antidepressants. - 
If TRANXENE is used to treat anxiety associate! with samatic disease 


States, careful attention must be paid to possible drug interaction with con- 
comitant medication. 


e 
MANAGEMENT OF OVERDOSAGE — Overdosage is usually manifeste by 
varying degrees of CNS depression ranging from slight sedation to coma. As 
in the management of overdosage with any drug, it should be borne in mind 
that multiple agents may have been taken. 

There are no specific antidotes for the benzodiazepines. Phe treatment of 
overdosage should consist of the general measures emplowed in the man- 
agement of overdosage of any CNS depressant. Gastric evacuation either,by 
the induction of emesis, lavage, or both, should be performed immediately. 
General supportive care, including frequent monitoring of the vital signs 
and close observation of the patient, is indicated Hypatension, though 
rarely reported, may occur with large overdoses. In such cases the use of 
agents such as Levophed® (levarterenol) or Aramine® (metaraminol) should 
be considered. 

While reports indicate that individuals have survived overdoses of 
TRANXENE (clorazepate dipotassium) as high as 450 te 675 mg., these 
doses are not necessarily an accurate indication of the amount of drug ab- 
sorbed since the time interval between ingestion and the imstitution of treat- 
ment was not always known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE overdesage. Deep coma 
when it occurred was usually associated with the ingestiom of other drugs in 
addition to TRANXENE. 


CLINICAL PHARMACOLOGY — Studies in healthy men have shown that 
TRANXENE has depressant effects on the central nervous system 
Prolonged administration of single daily doses as high as 120 mg. was 
without toxic effects. Abrupt cessation of high doses was followed in some 
patients by nervousness, insomnia, irritability, diarrhea, muscle aches, or 
memory impairment. 


Absorption — Excretion: 

After oral administration of TRANXENE, there is essenvally no circulating 
parent drug. Nordiazepam, its primary metabolite, quickly appears in the 
blood stream. In 2 volunteers given 15 mg. (50 uC) of 14C-TRANXENE, 
about 80% was recovered in the urine and feces within 10 @ays. Excretion 
was primarily in the urine with about 1% excreted pe day on day 10 


HOW SUPPLIED — TRANXENE (clorazepate dipotass usné is supplied as 
Capsules in three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of gi 00 (NDC 
0074-3417-13) and 500 (NDC 0074-3417-53). Also available in ABBO- 
PAC® unit dose packages of 100 capsules (NDC 0078-3417-11) 

7.5 mg. capsules (gray with maroon cap) in dottles of 30 (NDC 
0074-3418-30), 100 (NDC 0074-3418-13) and 500 NDC 0074-3418-53) 
Also available in ABBO-PAC unit dose packages c 100 capsules (NDC 


0074-3418-11). J 
15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 5 ° 
(NDC 0074-3419-53). Also available in ABBO-PAC snit dose packageseof 
100 capsules (NDC 0074-3419-11). 

TRANXENE-SD single dose tablets are supplied in »wo dosage strengths 
TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDG 
0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tabletsablue-colored) in bottles ~ 
of 30 (NDC 0074-2699-30) and 100 (NDC 0074-2"99-13) 


Troublesome drowsiness — 
UNCOMMON. Tranxene lets you 

manage anxiety in most patients without 
problem sedation. Any initial drowsiness — 
is usually transient. By avoiding excessive ; 
sedation, Tranxene helps you calm patients 
without compromising their capacities* 













or 


CAPSULES: 3.75,7.5, 15 mg. 
TABLETS: 11.25, 22.5 mg. 


(CLORAZEPATE DIPOTASSIUM) «xs 


p" E) *Of course patients should be cautioned against 


hazardous tasks requiring mental alertness. Spi 
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See overleaf for 
prescribing information. 


